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Preface

This book is written for students who are enrolled in their first professional course 
in health promotion program planning. It is designed to help them understand and 

develop the skills necessary to carry out program planning regardless of the setting. The 
book is unique among the health promotion planning textbooks on the market in that 
it provides readers with both theoretical and practical information. A straightforward, 
step-by-step format is used to make concepts clear and the full process of health promo-
tion planning understandable. This book provides, under a single cover, material on all 
three areas of program development: planning, implementing, and evaluating.

learning aids

Each chapter includes chapter objectives, a list of key terms, presentation of content, 
chapter summary, review questions, activities, and Weblinks. In addition, many of the 
key concepts are further explained with information presented in boxes, applications, 
figures and tables. There is also an Appendix with the Code of Ethics for the Health 
Education Profession, an extensive list of references, and a Glossary.

Chapter objectives
The chapter objectives identify the content and skills that should be mastered after reading 
the chapter, answering the review questions, completing the activities, and using the 
 Weblinks. Most of the objectives are written using the cognitive and psychomotor (behav-
ior) educational domains. For most effective use of the objectives, we suggest that they be 
reviewed before reading the chapter. This will help readers focus on the major points in 
each chapter and facilitate answering the questions and completing the activities at the end.

Key terms
Key terms are introduced in each chapter and are important to the understanding of the 
chapter. The terms are presented in a list at the beginning of each chapter and then are 
printed in boldface at the appropriate points within the chapter. In addition, all the key 
terms are presented in the Glossary. Again, as with the chapter objectives, we suggest 
that readers skim the list before reading the chapter. Then as the chapter is read, particu-
lar attention should be paid to the definition of each term.
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Presentation of Content
Although each chapter could be expanded—in some cases, entire books have been writ-
ten on topics we have covered in a chapter or less—we believe that each chapter contains 
the necessary information to help students understand and develop many of the skills 
required to be a successful health promotion planner, implementer, and evaluator.

responsibilities and Competencies Boxes
Within the first few pages of each chapter, readers will find a box that contains the re-
sponsibilities and competencies for health education specialists that are applicable to the 
content of the chapter. The responsibilities and competencies presented in each chapter 
are the result of the National Health Educator Job Analysis 2010 (HEJA2010) and are 
published in A Competency-Based Framework for Health Education Specialists—2010 
(NCHEC, SOPHE, & AAHE, 2010). These boxes will help readers understand how the 
chapter content applies to the various roles and responsibilities assumed by health edu-
cation specialists. In addition, these boxes should help guide candidates as they prepare 
to take either the Certified Health Education Specialist (CHES) or Master Certified 
Health Education Specialist (MCHES) exam.

Chapter Summary
At the end of each chapter, readers will find a one- or two-paragraph review of the major 
concepts covered in the chapter.

review Questions
The questions at the end of each chapter provide readers with some feedback regarding 
their mastery of the content. These questions also reinforce the objectives and key terms 
presented in each chapter.

activities
Each chapter includes several activities that allow students to use their new knowledge 
and skills. The activities are presented in several different formats for the sake of variety 
and to appeal to the different learning styles of students. It should be noted that, depend-
ing on the ones selected for completion, the activities in one chapter can build on those 
in a previous chapter and lead to the final product of a completely developed health 
promotion program.

Weblinks
The final portion of each chapter consists of a list of updated links on the World Wide 
Web. These links encourage students to explore a number of different Websites that are 
available to support planning, implementing, and evaluating programs.
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new to this Edition

In revising this textbook, we incorporated as many suggestions from reviewers, col-
leagues, and former students as possible. In addition to updating material throughout the 
text, the following points reflect the major changes in this new edition:

•	 Chapter	1	includes	information	about	the	revised	areas	of	responsibility,	competen-
cies, and subcompetencies based on the National Health Educator Job Analysis 
(NCHEC, SOPHE, & AAHE, 2010). Along with this information is an explanation 
of the new Master Certified Health Education Specialist (MCHES) credential. In 
 addition, the generalized model is introduced with information on the pre-planning.

•	 Chapter	2,	which	was	Chapter	3	in	the	previous	edition,	has	been	expanded	to	in-
clude information on return on investment (ROI), social math, and increased cover-
age of evidence-based practice to help in creating program rationales. In addition, a 
section has been added on writing problem statements.

•	 Chapter	3,	which	was	Chapter	2	in	the	previous	edition,	has	been	reorganized	and	
updated. Greater emphasis and explanation has been added on the Generalized 
Model. Specifically, more information has been provided on pre-planning and how 
knowledge of this model serves as a foundation for understanding all others. 
Information is also presented on other key planning models, such as PRECEDE-
PROCEED, Mobilizing for Action through Planning and Partnerships (MAPP), 
MAP-IT, and SMART. The chapter concludes with brief explanations of six planning 
models including SWOT, Healthy Communities, the Health Communication Model, 
Intervention Mapping, and Healthy Plan-It.

•	 Chapter	4	has	been	expanded	with	additional	information	on	community	capacity,	
electronic interviews, and photovoice. In addition, the chapter includes new informa-
tion on the BPR model 2.0 for prioritizing the needs identified through the needs as-
sessment process, and new information on health impact assessment.

•	 Chapter	5	has	been	updated	and	focuses	on	various	aspects	of	measurement	and	
sampling with enhanced descriptions of the measurement process within the context 
of planning and evaluation as well as more comprehensive explanations of the levels 
of measurement used in data collection and analysis.

•	 Chapter	6	includes	new	information	on	methods	for	setting	targets	for	objectives,	
Healthy People 2020 goals and objectives, and MAP-IT: the Action Model to 
Achieve Healthy People Goals.

•	 Chapter	7	has	been	expanded	and	several	new	theories	and	models	have	been	added	
including the protection motivation theory, the information-motivation-behavioral 
skills model, social capital theory, and social network theory.

•	 Chapter	8	features	new	information	on	health	communication	strategies	including	
the impact of health literacy and health numeracy, the use of social media, adult 
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learning, health policy, incentives, and GINA. We’ve also added information on using 
best practices in the creation of health education interventions.

•	 Chapter	9	includes	additional	information	on	creating	community	coalitions.

•	 Chapter	10	has	been	expanded	with	more	information	on	personnel-related	issues	
such as technical assistance, volunteers, teamwork, and cultural factors. In addition, 
the section on preparing and monitoring budgets is presented in greater detail.

•	 Chapter	11	has	been	reworked	and	includes	a	more	thorough	description	of	the	
 process for segmenting priority populations, tips for working with marketing or 
public relations agencies to develop promotional communications and materials, and 
a discussion of the six key areas that make the social marketing approach unique to 
program development. We’ve also added a new section on pretesting, including new 
boxes for what questions to ask when pretesting products, messages, and materials, 
and a new box that compares using focus groups and intercept interviews in 
pretesting.

•	 Chapter	12	content	now	includes	information	on	logic	models,	more	information	on	
managing resources during implementation, and information on working with 
 program participants who have disabilities.

•	 Chapter	13	has	been	reworked	to	help	the	reader	better	conceptualize	and	under-
stand the purposes, sequence, and process of program evaluation. Specifically, we 
now employ the terminology of formative and summative evaluation as opposed to 
process and summative. The two basic purposes for evaluation—assessing quality 
and measuring effectiveness—are clearly labeled and defined, and the CDC frame-
work for program evaluation provides a clear foundation for all evaluation efforts.

•	 Chapter	14	has	been	expanded	with	the	elements	of	a	comprehensive	formative	
 evaluation, and additional distinctions are drawn between formative and process 
evaluations.

•	 Chapter	15	clarifies	and	more	appropriately	sequences	the	elements	of	evaluation	
 reporting, and guidelines for how to more effectively present data are provided.

•	 All	chapters	include	more	real-life	planning	examples,	and	where	appropriate	new	
application boxes have been added to chapters.

•	 A	revised	test	bank	has	been	created	for	this	edition	and	is	available	in	Microsoft	
Word and TestGen formats.

•	 A	new	Instructor Manual has been created for this edition and is available for 
download.

•	 Again,	as	with	the	previous	edition,	PowerPoint®	presentations	are	available	online.

•	 The	Companion	Website	(http://www.aw-bc.com/mckenzie)	has	been	updated	and	
includes chapter objectives, practice quizzes, Responsibilities and Competencies 
boxes, Weblinks, some new example program plans created by former students, the 

http://www.aw-bc.com/mckenzie
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Glossary and flashcards, and instructor resources (i.e., instructor manual, test bank, 
and	PowerPoint®	presentations).

•	 All	electronic	instructor	resources	are	available	for	download	on	the	Pearson	
Instructor Resource Center. Go to http://www.pearsonhighered.com and search for 
the	title	to	access	and	download	the	PowerPoint®	presentations,	electronic	
Instructor Manual and Test Bank, and TestGen Computerized Test Bank. Students 
will also be able to purchase the ebook version of this text from this page.

Students will find this book easy to understand and use. We are confident that if the 
chapters are carefully read and an honest effort is put into completing the activities and 
visiting the Weblinks, students will gain the essential knowledge and skills for program 
planning, implementation, and evaluation.
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1

Health Education, Health 
Promotion, Health Education 
Specialists, and Program Planning

C h a p t e r   1

C H a P t E r  O b j E C t i v E S

After reading this chapter and answering the questions at the end, you should be able to:

•	 Explain	the	relationship	among	good	health	behavior,	health	education,	and	
health promotion.

•	 Explain	the	difference	between	health	education	and	health	promotion.

•	Write	your	own	definition	of	health	education.

•	 Explain	the	role	of	the	health	educator	as	defined	by	the	Role	Delineation	Project.

•	 Explain	how	a	person	becomes	a	Certified	Health	Education	Specialist	or	a	Master	
Certified	Health	Education	Specialist.

•	 Explain	how	the	Competency-Based	Framework	for	Health	Education	Specialist	is	
used	by	colleges	and	universities,	the	National	Commission	for	Health	Education	
Credentialing,	Inc.	(NCHEC),	the	National	Council	for	the	Accreditation	of	Teacher	
Education	(NCATE),	and	the	SOPHE/AAHE	Baccalaureate	Program	Approval	
Committee	(SABPAC).

•	 Identify	the	assumptions	upon	which	health	education	is	based.

•	Define	the	term	pre-planning.

K e y  t e r m s

advanced-level	1	health	
educator

advanced-level	2	health	
educator

decision	makers

entry-level	health	educator

Framework

health	behavior
health education
health education specialist
health educator
health	promotion
Healthy People
pre-planning

primary	prevention
priority population
Role	Delineation	Project
secondary	prevention
stakeholders
tertiary	prevention



2 CHAPTER 1   

History	has	shown	that	much	progress	was	made	in	the	health	and	life	expectancy	
of	Americans	 in	 the	 twentieth	century.	Since	1900,	we	have	 seen	a	 sharp	drop	

in	infant	mortality	(Miniño,	Xu,	&	Kochanek,	2010);	the	eradication	of	smallpox;	the	
	elimination	of	poliomyelitis	in	the	Americas;	the	control	of	measles,	rubella,	tetanus,	diph-
theria,	Haemophilus	influenzae	type	b,	and	other	infectious	diseases;	better	family	plan-
ning	(CDC,	1999b);	and	an	increase	of	29.5	years	in	the	average	life	span	of	a	person	in	the	
United	States	(NCHS,	2011).	Over	this	same	time,	we	have	witnessed	disease	prevention	
change	“from	focusing	on	reducing	environmental	exposures	over	which	the	individual	
had	little	control,	such	as	providing	potable	water,	to	emphasizing	behaviors	such	as	avoid-
ing	use	of	tobacco,	fatty	foods,	and	a	sedentary	lifestyle”	(Breslow,	1999,	p.	1030).	Yet,	
even	with	this	change	in	focus	most	Americans	have	not	changed	their	lifestyle	enough	to	
reduce	their	risk	of	illness,	disability,	and	premature	death.	As	a	result,	unhealthy	lifestyle	
characteristics	have	lead	to	the	United	States	ranking	89th	(out	of	225	countries)	in	crude	
death	rate	and	50th	(out	of	223	countries)	in	life	expectancy	(CIA,	2011).

Today	in	the	United	States,	much	of	the	death	and	disability	of	Americans	is	associ-
ated	with	chronic	diseases.	Seven	out	of	every	10	deaths	among	Americans	each	year	
are	from	chronic	diseases,	while	heart	disease,	cancer,	and	stroke	account	for	more	than	
50%	of	deaths	each	year	(CDC,	2009a).	In	addition,	more	than	75%	of	all	health	care	
spending	in	the	United	States	is	on	people	with	chronic	conditions	(Anderson,	2004).	
Chronic	diseases	are	not	only	the	most	common,	deadly,	and	costly,	they	are	also	the	
most	preventable	of	all	health	problems	in	the	United	States	(NCCDPHP,	2009).	They	
are	the	most	preventable	because	“four	modifiable	risk	behaviors—lack	of	physical	activ-
ity,	poor		nutrition,	tobacco	use,	and	excessive	alcohol	consumption—are	responsible	for	
much	of	the	illness,	suffering,	and	early	death	related	to	chronic	diseases”	(NCCDPHP,	
2009,	p.	5)	(see	Table 1.1).	In	fact,	one	study	estimates	that	all	causes	of	mortality	could	
be	cut	by	55%	by	never	smoking,	engaging	in	regular	physical	activity,	eating	a	healthy	
diet,	and	avoiding	being	overweight	(van	Dam,	Li,	Spiegelman,	Franco,	&	Hu,	2008).	

Table 1.1 Comparison of Most Common Causes of Death and Actual Causes of Death

Most Common Causes of Death,  
United States, 2008*

Actual Causes of Death,  
United States, 2000**

 1. Diseases of the heart 1. Tobacco
 2. Malignant neoplasms (cancers) 2. Poor diet and physical inactivity
 3. Chronic lower respiratory diseases 3. Alcohol consumption
 4. Cerebrovascular diseases (stroke) 4. Microbial agents
 5. Accidents (unintentional injuries) 5. Toxic agents
 6. Alzheimer’s disease 6. Motor vehicles
 7. Diabetes mellitus 7. Firearms
 8. Influenza and pneumonia 8. Sexual behavior
 9. Nephritis, nephrotic syndrome, and nephrosis 9. Illicit drug use
10. Septicemia

*Miniño, Xu, & Kochanek (2010).
**Mokdad, Marks, Stroup, & Greberding (2004, 2005).
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But	modifying	risk	behaviors	does	not	come	easy	to	Americans.	One	study	(Reeves	&	
Rafferty,	2005)	has	shown	that	only	3%	of	U.S.	adults	adhere	to	four	healthy	lifestyle	
characteristics	(not	smoking,	engaging	in	regular	physical	activity,	maintaining	a	healthy	
weight,	and	eating	five	fruits	and	vegetables	a	day).	If	moderate	alcohol	use	were	included	
in	the	healthy	lifestyle	characteristics	the	percentage	would	be	even	lower	(King,	Mainous,	
Carnemolla,	&	Everett,	2009).	Now	in	the	second	decade	of	the	twenty-first	century,	
behavior	patterns	continue	to	“represent	the	single	most	prominent	domain	of	influence	
over	health	prospects	in	the	United	States”	(McGinnis,	Williams-Russo,	&	Knickman,	
2002,	p.	82).

Though	the	focus	on	good	health,	wellness,	and	health behavior	(those	behaviors	that	
impact	a	person’s	health)	seem	commonplace	in	our	lives	today,	it	was	not	until	the	last	
fourth	of	the	twentieth	century	that	health	promotion	was	recognized	for	its	potential	to	
help	control	injury	and	disease	and	to	promote	health.

Most	scholars,	policymakers,	and	practitioners	in	health	promotion	would	pick	1974	
as the	turning	point	that	marks	the	beginning	of	health	promotion	as	a	significant	
component	of	national	health	policy	in	the	twentieth	century.	That	year	Canada	
published	its	landmark	policy	statement,	A New Perspective on the Health of Canadians 
(Lalonde,	1974).	In	the	United	States,	Congress	passed	PL	94-317,	the	Health	
Information	and	Health	Promotion	Act,	which	created	the	Office	of	Health	Information	
and	Health	Promotion,	later	renamed	the	Office	of	Disease	Prevention	and	Health	
Promotion	(Green	1999,	p.	69).

This	paved	the	way	for	the	U.S.	government’s	Healthy People: The Surgeon General’s 
Report on Health Promotion and Disease Prevention	(USDHEW,	1979),	which	brought	
together	much	of	what	was	known	about	the	relationship	of	personal	behavior	and	health	
status.	The	document	also	presented	a	“personal	responsibility”	model	that	provided	
Americans	with	a	prescription	for	reducing	their	health	risks	and	increasing	their	chances	
for	good	health.

It	may	not	have	been	the	content	of	Healthy People	that	made	the	publication	so	sig-
nificant,	because	several	publications	written	before	it	provided	a	similar	message.	Rather,	
Healthy People	was	important	because	it	summarized	the	research	available	up	to	that	
point,	presented	it	in	a	very	readable	format,	and	made	the	information	available	to	the	
general	public.	Healthy People	was	followed	by	the	release	of	the	first	set	of	health	goals	
and	objectives	for	the	nation,	titled	Promoting Health/Preventing Disease: Objectives for 
the Nation	(USDHHS,	1980).	These	goals	and	objectives,	now	in	their	fourth	generation	
(USDHHS,	2010a),	have	defined	the	nation’s	health	agenda	and	guided	its	health	policy	
since	their	inception.	And,	in	part,	they	have	kept	the	importance	of	good	health	visible	
to	all	Americans.

This	focus	on	good	health	has	given	many	people	in	the	United	States	a	desire	to	do	
something	about	their	health.	This	desire,	in	turn,	has	increased	the	need	for	good	health	
information	that	can	be	easily	understood	by	the	average	person.	One	need	only	look	at	
the	current	best-seller	list,	read	the	daily	newspaper,	observe	the	health	advertisements	
delivered	via	the	electronic	mass	media,	or	consider	the	increase	in	the	number	of	health-
promoting	facilities	(not	illness	or	sickness	facilities)	to	verify	the	interest	that	American	
consumers	have	in	health.	Because	of	the	increased	interest	in	health	and	changing	health	
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behavior,	health	professionals	are	now	faced	with	providing	the	public	with	the	infor-
mation.	However,	obtaining	good	information	does	not	mean	that	those	who	receive	it	
will	make	healthy	decisions	and	then	act	on	those	decisions.	Good	health	education	and	
health	promotion	programs	are	needed	to	assist	people	in	reducing	their	health	risks	in	
order	to	obtain	and	maintain	good	health.

Health Education and Health Promotion

There	is	more	to	health	education	than	simply	disseminating	health	information	(Auld	
et	al.,	2011).	Health	education	is	a	much	more	involved	process.	Two	formal	definitions	
of	health	education	have	been	frequently	cited	in	the	literature.	The	first	comes	from	the	
Report of the 2011 Joint Committee on Health Education and Promotion Terminology 
(Joint	Committee	on	Terminology,	2012).	The	committee	defined	health education as  
“[a]ny	combination	of	planned	learning	experiences	using	evidence-based	practices	and/
or	sound	theories	that		provide	the	opportunity	to	acquire	knowledge,	attitudes,	and	skills	
needed	to	adopt	and	maintain	healthy	behaviors”	(Joint	Committee	on	Terminology,	
2012).	The	second	definition	was	presented	by	Green	and	Kreuter	(2005),	who	defined	
health	education	as	“any	planned	combination	of	learning	experiences	designed	to	pre-
dispose,	enable,	and	reinforce	voluntary	behavior	conducive	to	health	in	individuals,	
groups,	or	communities”		(p.	G-4).

Another	term	that	is	closely	related	to	health	education,	and	sometimes	incorrectly	used	
in	its	place,	is	health	promotion.	Health promotion	is	a	broader	term	than	health  education.	
The	Joint	Committee	on	Terminology	(2012)	defined	health promotion as “[a]ny planned 
combination	of	educational,	political,	environmental,	regulatory,	or		organizational	mecha-
nisms	that	support	actions	and	conditions	of	living	conducive	to	the	health	of	individuals,	
groups,	and	communities.”	Green	and	Kreuter	(2005)		offered	a	slightly	different	definition	
of health promotion,	calling	it	“any	planned	combination	of	educational,	political,	regu-
latory	and	organizational	supports	for	actions	and		conditions	of	living	conducive	to	the	
health	of	individuals,	groups,	and	communities”	(p.	G-4).

To	help	us	further	understand	and	operationalize	the	term	health promotion,	Breslow	
(1999)	has	stated,	“Each	person	has	a	certain	degree	of	health	that	may	be	expressed	as	
a	place	in	a	spectrum.	From	that	perspective,	promoting	health	must	focus	on	enhanc-
ing	people’s	capacities	for	living.	That	means	moving	them	toward	the	health	end	of	the	
spectrum,	just	as	prevention	is	aimed	at	avoiding	disease	that	can	move	people	toward	
the		opposite	end	of	the	spectrum”	(p.	1031).	According	to	these	definitions	of	health	
promotion,	health	education	is	an	important	component	of	health	promotion	and	firmly	
implanted	in	it	(see	Figure 1.1).	“Health	promotion	takes	into	account	that	human	be-
havior	is	not	only	governed	by	personal	factors	(e.g.,	knowledge,	expectancies,	competen-
cies,	and	well-being),	but	also	by	structural	aspects	of	the	environment”	(Vogele,	2005,	
p.	272).	However,	“without	health	education,	health	promotion	would	be	a	manipulative	
social	engineering	enterprise”	(Green	&	Kreuter,	1999,	p.	19).

The	effectiveness	of	health	promotion	programs	can	vary	greatly.	However,	the	success	
of	a	program	can	usually	be	linked	to	the	planning	that	takes	place	before	implementation	
of	the	program.	Programs	that	have	undergone	a	thorough	planning	process	are	usually	
the	most	successful.	As	the	old	saying	goes,	“If	you	fail	to	plan,	your	plan	will	fail.”
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Health Education Specialists

The	individuals	best	qualified	to	plan	health	promotion	programs	are	health	educators.	
A health educator	is	a	“professionally	prepared	individual	who	serves	in	a	variety	of	roles	
and	is	specifically	trained	to	use	appropriate	educational	strategies	and	methods	to	facilitate	
the	development	of	policies,	procedures,	interventions,	and	systems	conducive	to	the	health	
of		individuals,	groups,	and	communities”	(Joint	Committee	on	Terminology,	2001,	p.	100).	
Based	on	the	results	of	a	marketing	study	conducted	by	Hezel	Associates	(2007)	for	five	
health	education	profession	member	organizations	and	the	National	Commission	for	Health	
Education	Credentialing,	Inc.	(NCHEC)	(Gambescia	et	al.,	2009),	it	has	been	recommended	
that	the	profession	de-emphasize	the	term	health educator	and	use	the	term	health education 
 specialist	in	its	place.	A	health education specialist	has	been	defined	as	“[a]n	individual	who	
has	met,	at	a	minimum,	baccalaureate-level	required	health	education	academic	preparation	
qualifications,	who	serves	in	a	variety	of	settings,	and	is	able	to	use	appropriate	educational	
strategies	and	methods	to	facilitate	the	development	of	policies,	procedures,	interventions,	and	
	systems	conducive	to	the	health	of	individuals,	groups,	and	communities”	(Joint	Committee	
on	Terminology,	2012).	Therefore,	throughout	the	remainder	of	this	book	the	term	health  
education specialist	will	be	used	except	when	the	term	health educator is a part of a title or when 
the	term	carries	historical	relevance.	Today,	health	education	specialists	can	be	found	working	
in	a	variety	of	settings,	including	schools	(K–12,	colleges,	and	universities),	community	health	
agencies	(governmental	and	nongovernmental),	worksites	(business,	industry,	and	other	work	
settings),	and	health	care	settings	(e.g.,	clinics,	hospitals,	and	managed	care	organizations).
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The	role	of	the	health	education	specialist	in	the	United	States	as	we	know	it	today	
is	one	that	has	evolved	over	time	based	on	the	need	to	provide	people	with	educational	
interventions	to	enhance	their	health.	The	earliest	signs	of	the	role	of	the	health	education	
specialist	appeared	in	the	mid-1800s	with	school	hygiene	education,	which	was	closely	as-
sociated	with	physical	activity.	By	the	early	1900s,	the	need	for	health	education	spread	to	
the	public	health	arena,	but	it	was	the	writers,	journalists,	social	workers,	and	visiting	nurses	
who	were	doing	the	educating—not	health	education	specialists	as	we	know	them	today	
(Deeds,	1992).	As	we	gained	more	knowledge	about	the	relationship	between	health,	dis-
ease,	and	health	behavior,	it	was	obvious	that	the	writers,	journalists,	social	workers,	visiting	
nurses,	and	primary	caregivers—mainly	physicians,	dentists,	other	independent	practition-
ers,	and	nurses—were	unable	to	provide	the	needed	health	education.	The	combination	of	
the	heavy	workload	of	the	primary	caregivers,	the	lack	of	formal	training	in	the	process	of	
educating	others,	and	the	need	for	education	at	all	levels	of	prevention—primary,	secondary,	
and	tertiary—(see	Figure 1.2)	created	a	need	for	health	education	specialists.

As	the	role	of	the	health	education	specialist	grew	over	the	years,	there	was	a	move-
ment	by	 those	 in	 the	discipline	 to	clearly	define	 their	 role	 so	 that	people	 inside	and	

Healthy; without signs and
symptoms of disease, illness,
or injury

Health Status

Primary prevention—Preventive
measures that forestall the onset
of illness or injury during the
prepathogenesis period

Levels of Prevention

Disease, illness, or injury

Death

Secondary prevention—Preventive
measures that lead to early diagnosis
and prompt treatment of a disease,
illness, or injury to limit disability,
impairment, or dependency and
prevent more severe pathogenesis

Disability, impairment, or
dependency

Tertiary prevention—Preventive
measures aimed at rehabilitation
following significant pathogenesis

Figure 1.2  levels of Prevention
Source: Public Health: Administration and Practice. George e. Pickett and John J. Hanlon. Copy-
right © 1990 by McGraw Hill education. Adapted with permission.
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outside	the	profession	would	have	a	better	understanding	of	what	the	health	education	
	specialist	did.	In	January	1979,	the	Role Delineation Project	began	(National	Task	Force	
on	the	Preparation	and	Practice	of	Health	Educators,	1985).	Through	a	comprehensive	
process,	this	project	yielded	a	generic	role	for	the	entry-level health educator—that	is,	
	responsibilities	for	health	education	specialists	taking	their	first	job	regardless	of	their	
work	setting.	Once	the	role	of	the	entry-level	health	educator	was	delineated,	the	task	
became	to	translate	the	role	into	a	structure	that	professional	preparation	programs	in	
health	education	could	use	to	design	competency-based	curricula.	The	resulting	docu-
ment,	A Framework for the Development of Competency-Based Curricula for Entry 
Level Health Educators	(NCHEC,	1985),	and	its	revised	version,	A Competency-Based 
Framework for the Professional Development of Certified Health Education Specialists 
(NCHEC,	1996),	provided	such	a	structure.	These	documents,	simply	referred	to	as	the	
Framework	were	comprised	of	the	seven	major	areas	of	responsibility,	which	defined	the	
scope	of	practice,	and	several	different	competencies	and	subcompetencies,	which	further	
delineated	the	responsibilities.

Even	though	the	seven	areas	of	responsibility	defined	the	role	of	 the	entry-level	
health	educator,	they	did	not	fully	express	the	work	of	the	health	education	specialist	
with	an	advanced	degree.	Thus,	over	a	four-year	period	beginning	 in	1992,	the	pro-
fession	worked	to	define	the	role	of	an	advanced-level	practitioner.	By	July	1997,	the	
governing	boards	of	the	National	Commission	for	Health	Education	Credentialing,	Inc.	
(NCHEC),	the	American	Association	of	Health	Education	(AAHE),	and	the	Society	for	
Public	Health	Education	(SOPHE)	had	endorsed	three	additional	responsibilities	for	the	
advanced-level	health	educator.	Those	responsibilities	revolved	around	research,	admin-
istration,	and	the	advancement	of	the	profession	(AAHE,	NCHEC,	&	SOPHE,	1999).

The	seven	entry-level	and	three	additional	advanced-level	responsibilities	served	the	
profession	well,	but	during	the	mid-	to	late-1990s	it	became	obvious	that	there	was	a	need	
to	revisit	the	responsibilities	and	competencies	and	to	make	sure	that	they	still		defined	
the	role	of	the	health	educator.	Thus	in	1998,	the	profession	launched	a	six-year	mul-
tiphase	research	study	known	as	the	National Health Educator Competencies Update 
Project	(CUP)	to	reverify	the	entry-level	health	educator	responsibilities,	competencies,	
and	subcompetencies	and	to	verify	the	advanced-level	competencies	and	subcompetencies	
(Airhihenbuwa	et	al.,	2005).

What	became	obvious	from	the	analysis	of	the	CUP	data	was	that	the	seven	respon-
sibilities	and	many	of	the	competencies	and	subcompetencies	identified	in	the	earlier	Role	
Delineation	Project	were	still	valid.	However,	the	wording	of	the	responsibilities	was	changed	
slightly,	some	competencies	and	subcompetencies	were	dropped,	and	a	few	new	ones	were	
added.	Also,	certain	subcompetencies	were	reported	as	more	important	and	performed	
more	regularly	by	health	education	specialists	who	had	both	more	work		experience	and	ac-
ademic	degrees	beyond	the	baccalaureate	level.	Thus,	the	CUP	model	that	emerged		included	
responsibilities,	competencies,	and	subcompetencies	and	the	development	of	a	three-tiered	
(i.e., Entry, Advanced-Level 1, and Advanced-Level 2)	hierarchical	model		reflecting	the	role	
of	the	health	education	specialist	(see	Table 1.2	for	levels	of	practice).	The	results	of	the	
CUP,	which	were	published	approximately	20	years	after	the	initial	role	delineation	project,	
lead	to	the	creation	of	a	revised	framework	titled	A Competency-Based Framework for 
Health Educators	(NCHEC,	SOPHE,	&	AAHE,	2006).
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The	most	recent	edition	of	the	framework titled A Competency-Based Framework for 
Health Education Specialist–2010	(NCHEC,	SOPHE,	AAHE,	2010)	is	the	result	of	the	
National	Health	Educator	Job	Analysis	(HEJA-2010).	Like	the	CUP	before	it,	HEJA-2010	
was	undertaken	“to	validate	the	contemporary	practice	of	entry-	and	advanced-level	health	
education	specialists”	(NCHEC,	SOPHE,	&	AAHE,	2010,	p.	10).	However,	unlike	the	CUP,	
HEJA-2010	was	undertaken	after	a	much	shorter	gap	of	time	(i.e.,	5	versus	20	years)	than	
the	previous	validation	study.	This	shorter	gap	in	time	was	necessary,	in	part,	to	meet	the	
best	practice	accreditation	standards	of	the	National	Commission	for	Certifying	Agencies	
(NCCA)	(NCHEC,	SOPHE,	&	AAHE,	2010).	It	is	NCCA	that	accredits	the	entry-level	
credential	(i.e.,	Certified	Health	Education	Specialist	[CHES])	of	National	Commission	for	
Health	Education	Credentialing,	Inc.	(NCHEC).

Over	the	years,	the	Areas	of	Responsibility	outlined	in	the	Framework	have	remained	
fairly	consistent	(see	Table 1.3	for	a	comparison	of	the	Responsibilities	from	1995	to	
2010).	What	has	changed	over	the	years	is	the	number	and	wording	of	the	competencies	
and	subcompetencies	found	under	the	Areas	of	Responsibility.	In	the	2010	Framework, 
there	are	34	competencies	and	223	subcompetencies	(162	Entry-level	and	61	Advanced-
level)	(NCHEC,	SOPHE,	&	AAHE,	2010).

In	reviewing	the	current	seven	areas	of	responsibility,	it	is	obvious	that	four	of	the	
seven	are	directly	related	to	program	planning,	implementation,	and	evaluation	and	that	
the	other	three	could	be	associated	with	these	processes,	depending	on	the	type	of	program	
being	planned.	In	effect,	these	responsibilities	distinguish	health	education	specialists	from	
other	professionals	who	try	to	provide	health	education	experiences.

The	 importance	of	 the	defined	role	of	 the	health	education	specialist	 is	becoming	
greater	as	the	profession	of	health	promotion	continues	to	mature.	This	is	exhibited	by	
its	use	in	several	major	professional	activities.	First,	the	Framework	has	provided	a	guide	
for	all	colleges	and	universities	to	use	when	designing	and	revising	their	curricula	in	health	
education	to	prepare	future	health	education	specialists.	Second,	the	Framework was used 
by	the	National	Commission	for	Health	Education	Credentialing,	Inc.	(NCHEC)	to		develop	
the	core	criteria	for	certifying	individuals	as	health	education	specialists	(Certified	Health	
Education	Specialists,	or	CHES).	The	first	group	of	individuals	(N=1,558)	to		receive	the	
CHES	credential	did	so	between	October	1988	and	December	1989,	during	the	charter	
certification	period.	“Charter	certification	allows	qualified	individuals	to	be	certified	based	

Table 1.2 CuP Model Hierarchical Approach

Level of Practice Competencies/Subcompetencies

entry (less than 5 years of experience; baccalaureate or 
master’s degree)

entry

Advanced 1 (5 or more years of experience;  baccalaureate 
or master’s degree)

entry + Advanced 1

Advanced 2 (doctorate and 5 or more years of  experience) entry + Advanced 1 + Advanced 2

Source: “overview of the National Health educator Competencies update Project, 1998–2004.” Gary David Gilmore, larry K. 
olsen, Alyson Taub, David Connell from Health Education & Behavior, 32(6), pp. 725–737. Copyright © 2005 by SAGe 
 Publications. reprinted with Permission.
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on	their	academic	training,	work	experience,	and	references	without	taking	the	exam”	
(Cottrell,	Girvan,	&	McKenzie,	2012,	p.	178).	In	1990,	using	a	criterion-	referenced	exami-
nation based on the Framework,	the	nationwide	testing	program	to	certify	health	education	
specialists	was	begun	by	NCHEC,	Inc.

Table 1.3 Comparison of Areas of responsibility (1985–2010)

Entry-Level  
Framework (1985)

Graduate-Level  
Framework (1999) CUP Model (2006) HEJA Model (2010)

  I.  Assessing individu-
al and community 
needs for health 
 education

   I.  Assessing individu-
al and community 
needs for health 
 education

  I.  Assess individual and 
community needs 
for health education

  I.  Assess needs, assets, 
and capacity for 
health education

 II.  Planning effective 
health education 
programs

  II.  Planning effective 
health education 
programs

 II.  Plan health educa-
tion strategies, 
 interventions, and 
programs

 II.  Plan health education

 III.  Implementing 
health education 
programs

 III.  Implementing 
health education 
programs

 III.  Implement health 
education strategies, 
interventions, and 
programs

 III.  Implement health 
 education

 IV.  evaluating 
 effectiveness of 
health education 
 programs

 IV.  evaluating 
 effectiveness of 
health  education 
programs

 IV.  Conduct evaluation 
and research related 
to health education

 IV.  Conduct evaluation 
and research related 
to health education

 V.  Coordinating 
 provision of 
health education 
services

  V.  Coordinating 
 provision of 
health education 
services

 V.  Administer health 
 education strategies, 
interventions, and 
programs

 V.  Administer and 
 manage health 
 education

 VI.  Acting as a 
 resource person in 
health  education

 VI.  Acting as a 
 resource person in 
health  education

 VI.  Serve as a health 
 education resource 
person

 VI.  Serve as a health 
 education resource 
person

VII.  Communicating 
health and health 
education needs, 
concerns, and 
 resources

 VII.  Communicating 
health and health 
education needs, 
concerns, and 
 resources

VII.  Communicate and 
advocate for health 
and health education

VII.  Communicate and 
advocate for health 
and health education

VIII.  Applying appropri-
ate research princi-
ples and techniques 
in health education

 IX.  Administering health 
education programs

  X.  Advancing the 
 profession of health 
education

Source: “overview of the National Health educator Competencies update Project, 1998–2004” by Gary David Gilmore, larry K.  
olsen, Alyson Taub, David Connell from Health Education & Behavior, 32(6), pp. 725–737 as adapted in A Competency-Based 
Framework for Health Education Specialists, 2010, p. 61. Copyright © 2005 by SAGe Publications. reprinted with  Permission.
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In	2011,	again	using	a	criterion-referenced	examination	based	on	the	Framework, 
NCHEC	began	offering	an	examination	to	certify	advanced-level	health	education	spe-
cialists.	Those	who	passed	the	examination	were	awarded	the	Master	Certified	Health	
Education	Specialist	(MCHES)	credential.	Prior	to	the	first	MCHES	examination,	this	new	
certification	was	made	available	to	those	who	had	held	active	CHES	status	since	2005	and	
who	could	demonstrate	that	they	were	practicing	health	education	at	an	advanced-level.	
This	process	was	known	as	the	Experience	Documentation	Opportunity	(EDO).	All	those	
who	successfully	completed	the	EDO	were	granted	the	MCHES	credential	in	April	2011.	
Currently,	both	the	CHES	and	MCHES	examinations	are	given	twice	a	year—once	in	April	
and	once	in	October—at	approximately	120	college-campus	locations	around	the	United	
States.	Both	examinations	are	composed	of	165	questions	(150	are	scored	and	15	are	pilot	
questions)	and	are	offered	in	a	paper-and-pencil	format	(NCHEC,	2011).	Information	
about	eligibility	for	the	examinations	and	the	percentage	of	questions	from	each	Area	of	
Responsibility	are	available	on	the	NCHEC	Website	(see	the	link	for	the	Website	in	the	
Weblinks	section	at	the	end	of	the	chapter).

Third,	the	Framework	is	used	by	program	accrediting	and	approval	bodies	to	review	
college	and	university	academic	programs	in	health	education.	The	National	Council	for	the	
Accreditation	of	Teacher	Education	(NCATE)	uses	the	Framework	to	review	and		accredit	
teacher	preparation	programs	in	health	education	at	institutions	of	higher	education.	Also,	
a joint	committee	of	the	Society	for	Public	Health	Education,	Inc.	(SOPHE)	and	the	American	
Association	for	Health	Education,	known	as	the	SOPHE/AAHE	Baccalaureate	Program	
Approval	Committee	(SABPAC),	uses	the	Framework	to	review	and	approve		undergraduate	
community	health	education	programs	via	self-study	and	external	reviewers.

The	use	of	the	Framework	by	the	profession	to	guide	academic	curricula,	provide	the	
core	criteria	for	the	health	education	specialist	examinations,	and	form	the	basis	of	program	
approval	processes	has	done	much	to	advance	the	health	education	profession.	“In	1998	
the	U.S.	Department	of	Commerce	and	Labor	formally	acknowledged	‘health	educator’	as	
a		distinct	occupation.	Such	recognition	was	justified,	based	to	a	large	extent,	on	the	ability	of	
the	profession	to	specify	its	unique	skills”	(AAHE,	NCHEC,	&	SOPHE,	1999,	p.	9).	In 2010,	
the	U.S.	Department	of	Labor	Bureau	of	Labor	Statistics	(BLS)	described	the	work	of	health	
educators	(Standard	Occupation	Classification	[SOC]	21-1091)	using	the	following	language:

Provide	and	manage	health	education	programs	that	help	individuals,	families,	and	their	
communities	maximize	and	maintain	healthy	lifestyles.	Collect	and	analyze	data	to	
identify	community	needs	prior	to	planning,	implementing,	monitoring,	and	evaluating	
programs	designed	to	encourage	healthy	lifestyles,	policies,	and	environments.	May	
serve	as	resource	to	assist	individuals,	other	health	professionals,	or	the	community,	
and may	administer	fiscal	resources	for	health	education	programs	(USDL,	BLS,	2010).

assumptions of Health Promotion

So	far,	we	have	discussed	the	need	for	health,	what	health	education	and	health		promotion	
are,	and	the	role	health	education	specialists	play	in	delivering	successful	health		promotion	
programs.	We	have	not	yet	discussed	the	assumptions	that	underlie	health	promotion—all	
the	things	that	must	be	in	place	before	the	whole	process	of	health		promotion	begins.	
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In the	mid-1980s,	Bates	and	Winder	(1984)	outlined	what	they	saw	as	four	critical	as-
sumptions	of	health	education.	Their	 list	has	been	modified	by	adding	several	 items,	
rewording	others,	and	referring	to	 them	as	“assumptions	of	health	promotion.”	This	
	expanded	list	of	assumptions	is	critical	to	understanding	what	we	can	expect	from	health	
promotion	programs.	Health	promotion	is	by	no	means	the	sole	answer	to the	nation’s	
health	problems	or,	for	that	matter,	the	sole	means	of	getting	a	smoker	to	stop	smoking	or	
a	nonexerciser	to	exercise.	Health	promotion	is	an	important	part	of	the	health	system,	
but	it	does	have	limitations.	Here	are	the	assumptions:

1. Health	status	can	be	changed.

2. “Health	and	disease	are	determined	by	dynamic	interactions	among	biological,	
	psychological,	behavioral,	and	social	factors”	(Pellmar,	Brandt,	&	Baird,	2002,	p.	217).

3. Disease	occurrence	theories	and	principles	can	be	understood	(Bates	&	Winder,	1984).

4. Appropriate	prevention	strategies	can	be	developed	to	deal	with	the	identified	health	
problems	(Bates	&	Winder,	1984).

5. “Behavior	can	be	changed	and	those	changes	can	influence	health”	(Pellmar	et	al.,	
2002,	p.	213).

6. “Individual	behavior,	family	interactions,	community	and	workplace	relationships	
and	resources,	and	public	policy	all	contribute	to	health	and	influence	behavior	
change”	(Pellmar	et	al.,	2002,	p.	217).

7. “Initiating	and	maintaining	a	behavior	change	is	difficult”	(Pellmar	et	al.,	2002,	p.	217).

8. Individual	responsibility	should	not	be	viewed	as	victim	blaming,	yet	the	importance	
of	health	behavior	to	health	status	must	be	understood.

9. For	health	behavior	change	to	be	permanent,	an	individual	must	be	motivated	and	
ready	to	change.

The	importance	of	these	assumptions	is	made	clearer	if	we	refer	to	the	definitions	of	
health	education	and	health	promotion	presented	earlier	in	the	chapter.	Implicit	in	those	
definitions	is	the	goal	of	having	program	participants	voluntarily	adopt	actions	conducive	
to	health.	To	achieve	such	a	goal,	the	assumptions	must	indeed	be	in	place.	We	cannot	
expect	people	to	adopt	lifelong	health-enhancing	behavior	if	we	force	them	into	such	
change.	Nor	can	we	expect	people	to	change	their	behavior	just	because	they	have	been	
exposed	to	a	health	promotion	program.	Health	behavior	change	is	very	complex,	and	
health	education	specialists	should	not	expect	to	change	every	person	with	whom	they	
come	in	contact.	However,	the	greatest	chance	for	success	will	come	to	those	who	have	
the	knowledge	and	skills	to	plan,	implement,	and	evaluate	appropriate	programs.

Program Planning

Because	many	of	health	education	specialists’	 responsibilities	are	 involved	 in	some	
way	 with	 program	 planning,	 implementation,	 and	 evaluation,	 health	 education	
	specialists	need	to	become	well	versed	in	these	processes.	“Planning	an	effective	pro-
gram	is	more	difficult	than	implementing	it.	Planning,	implementing,	and	evaluating	
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programs	are	all	interrelated,	but	good	planning	skills	are	prerequisite	to	programs	
worthy	of	evaluation”	 (Minelli	&	Breckon,	2009,	p.	137).	All	 three	processes	are	
very	involved,	and	much	time,	effort,	practice,	and	on-the-job	training	are	required	
to	do	 them	well.	Even	the	most	 	experienced	health	education	specialists	find	pro-
gram	planning	challenging	because	of	 the	constant	changes	 in	settings,	 resources,	
and		priority	populations.

Hunnicutt	(2007a)	offered	four	reasons	why	systematic	planning	is	important.	The	
first	is	that	planning	forces	planners	to	think	through	details	in	advance.	Detail	plans	
can	help	to	avoid	future	problems.	Second,	planning	helps	to	make	a	program	transpar-
ent.	Good	planning	keeps	the	program	stakeholders	(any	person	or	organization	with	a	
vested	interest	in	a	program;	e.g.,	decision	makers,	partners,	clients)	informed.	The	plan-
ning	process	should	not	be	mysterious	or	secretive.	Third,	planning	is	empowering.	Once	
decision makers	(those	who	have	the	authority	to	approve	a	plan;	e.g.,	administrator	of	
an	organization,	governing	board,	chief	executive	officer)	give	approval	to	the	resulting	
comprehensive	program	plan,	planners	and	facilitators	are	empowered	to	implement	
the	program.	Without	an	approved	plan,	planners	will	spend	a	great	deal	of	time	wait-
ing	for	the	“next	step”	to	be	approved	and	risk	losing	program	momentum.	And	fourth,	
planning	creates	alignment.	Once	the	decision	makers	have	approved	the	program,	all	
organization	members	have	a	better	understanding	of	where	it	“fits”	in	the	organization	
and	the	importance	that	the	plan	carries.

A	general	understanding	of	all	that	is	involved	in	creating	a	health	promotion	pro-
gram	can	be	obtained	by	reviewing	the	Generalized	Model	(see	Figure 1.3).	(Also	see	a	
more	in-depth	explanation	of	this	model	in	Chapter	3.)	This	model	includes	the	five	major	
steps	involved	in	planning	a	program.	However,	prior	to	undertaking	the	first	step	in	the	
Generalized	Model,	it	is	important	to	do	some	pre-planning.	Pre-planning allows a core 
group	of	people	(or	steering	committee)	to	gather	answers	to	key	questions	(see	Table 1.4)	
that	are	critical	to	the	planning	process	before	the	actual	planning	process	begins.	It	also	
helps	to	clarify	and	give	direction	to	planning,	and	helps	stakeholders	avoid	confusion	as	
the	planning	progresses.

Also	prior	to	starting	the	actual	planning	process,	planners	need	to	have	a	very	good	
understanding	of	the	community	where	the	program	will	be	implemented.	Understanding	
the	community	means	finding	out	as	much	as	possible	about	the		priority population 
(those	for	whom	the	program	is	intended	to	serve)	and	the	environment	in	which	it		exists.	
Each	setting	and	group	is	unique	with	its	own	nuances,	resources,	and	culture.	These	are	
important	to	know	at	the	beginning	of	the	process.	Planners	should	never	assume	they	
“know”	a	community.	The	more	background		information	that	planners		secure,	the	better	
the	resulting	program	can	be.	However,	it	is	not	enough	to	understand	the	community,	

Assessing
needs

Setting
goals and
objectives

Developing
an
intervention

Implementing
the
intervention

Evaluating
the
results

Figure 1.3 Generalized Model
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planners	also	need	to	engage	members	of	the	priority	population.	Engaging	the	priority	
population	means	involving	those	in	the	priority	population	or	a	representative	group	
from	the	priority	population	in	the	planning	process.

Finally,	before	the	actual	planning	begins	thought	must	be	given	to	“when	the	best	time	
is	to	plan	such	a	program,	what	data	are	needed,	where	the	planning	should	occur,	what	
resistance	can	be	expected,	and	generally,	what	will	enhance	the	success	of	the	project”	
(Minelli	&	Breckon,	2009,	p.	138).

The	remaining	chapters	of	this	book	present	a	process	that	health	education	specialists	
can	use	to	plan,	implement,	and	evaluate	successful	health	promotion	programs	and	will	
introduce	you	to	the	necessary	knowledge	and	skills	to	carry	out	these	tasks.

Table 1.4 example Key Questions to Be Answered in the Pre-Planning Process 

Purpose of program

•	 How	is	the	community	defined?

•	 What	are	the	desired	health	outcomes?

•	 Does	the	community	have	the	capacity	and	infrastructure	to	address	the	problem?

•	 Is	a	policy	change	needed?

Scope of the planning process

•	 Is	it	intra-	or	inter-organizational?

•	 What	is	the	time	frame	for	completing	the	project?

Planning process outcomes (deliverables)

•	 Written	plan?

•	 Program	proposal?

•	 Program	documentation	or	justification?

Leadership and structure

•	 What	authority,	if	any,	will	the	planners	have?

•	 How	will	the	planners	be	organized?

•	 What	is	expected	of	those	who	participate	in	the	planning	process?

Identifying and engaging partners

•	 How	will	the	partners	be	selected?

•	 Will	the	planning	process	use	a	top-down	or	bottom-up	approach?

Identifying and securing resources

•	 How	will	the	budget	be	determined?

•	 Will	a	written	agreement	(i.e.,	MOA—memorandum	of	agreement)	outlining	
	responsibilities	be	needed?

•	 If	MOA	is	needed,	what	will	it	include?

•	 Will	external	funding	(i.e.,	grants	or	contracts)	be	needed?

•	 Are	there	community	resources	(e.g.,	volunteers,	space,	donations)	to	support	the	
planned	program?

•	 How	will	the	resources	be	obtained?
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S u m m a r y

The	increased	interest	in	personal	health,	behavior	change,	and	the	flood	of	new	health	
information	have	expanded	the	need	for	quality	health	promotion	programs.	Individuals	
are	seeking	guidance	to	enable	them	to	make	sound	decisions	about	behavior	that	is	
conducive	to	their	health.	Those	best	prepared	to	help	these	people	are	health	education	
specialists	who	receive	appropriate	training.	Properly	trained	health	education	specialists	
are	aware	of	the	limitations	of	the	discipline	and	understand	the	assumptions	on	which	
health	promotion	is	based.

r E v i E w  Q u E S t i O n S

 1. Explain	the	role	Healthy People	played	in	the	relationship	between	the	American	
people	and	health.

 2. How	is	health education	defined	by	the	Joint	Committee	on	Terminology	(2012)?

 3. What	are	the	key	phrases	in	the	definition	of	health	education	presented	by	Green	
and	Kreuter	(2005)?

 4. What	is	the	relationship	between	health	education	and	health	promotion?

 5. Why	is	there	a	need	for	health	education	specialists?

 6. What	is	the	Role	Delineation	Project?

 7. How	is	the	Competency-Based Framework for Health Education Specialists used 
by	colleges	and	universities?	By	NCHEC?	By	NCATE?	By	SABPAC?

 8. How	does	one	become	a	Certified	Health	Education	Specialist	(CHES)?

 9. How	does	one	become	a	Master	Certified	Health	Specialist	(MCHES)?

10. What	are	the	seven	major	responsibilities	of	health	education	specialists?

11. What	is	the	National	Health	Educator	Competencies	Update	Project	(CUP)?

12. What	is	the	Health	Educator	Job	Analysis	–	2010	(HEJA-2010)?

13. What	assumptions	are	critical	to	health	promotion?

14. What	are	the	steps	in	the	Generalized	Model?

15. What	is	meant	by	the	term	pre-planning?

a C t i v i t i E S

1.	 Based	on	what	you	have	read	in	this	chapter	and	your	knowledge	of	the	profession	
of	health	education,	write	your	own	definitions	for	health, health education, health 
promotion, and health promotion program.
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2.	Write	a	response	indicating	what	you	see	as	the	importance	of	each	of	the	nine	assump-
tions	presented	in	the	chapter.	Write	no	more	than	one	paragraph	per	assumption.

3.	With	your	knowledge	of	health	promotion,	what	other	assumptions	would	you	add	
to	the	list	presented	in	this	chapter?	Provide	a	one-paragraph	rationale	for	each.

4.	 If	you	have	not	already	done	so,	go	to	the	government	documents	section	of	the	
	library	on	your	campus	and	read	Healthy People: The Surgeon General’s Report on 
Health Promotion and Disease Prevention (USDHEW,	1979).

5.	 Say	you	are	in	your	senior	year	and	will	graduate	next	June	with	a	bachelor’s	degree	
in	health	education.	What	steps	would	you	have	to	take	in	order	to	be	able	to	take	
the	CHES	exam	in	April	prior	to	your	graduation?	(Hint:	Check	the	Website	of	the	
National	Commission	for	Health	Education	Credentialing,	Inc.).

6.	 In	a	one-page	paper	describe	the	differences	and	similarities	in	the	two	credentials—
CHES	and	MCHES—available	to	health	education	specialists	(Hint:	Check	the	
	Website	of	the	National	Commission	for	Health	Education	Credentialing,	Inc.).

7.	 Visit	the	Website	of	the	Coalition	of	National	Health	Education	Organizations	
(www.cnheo.org).	At	this	site	click	on	the	“Publications”	link	and	read	the	“Market-
ing	the	Profession:	Executive	Summary.”	After	reading	the	executive	summary	be	
prepared	to	discuss	its	contents	in	class.	Do	you	agree	with	all	of	the	recommenda-
tions?	Was	there	anything	in	this	document	that	surprised	you?	To	get	further	infor-
mation	and	clarification	on	this	report	you	may	want	to	read	the	article	written	by	
Gambescia	and	his	colleagues	(2009).

w E b l i n k S

1. http://www.healthypeople.gov

Healthy People

This	is	the	Webpage	for	the	U.S.	government’s	Healthy	People	initiative	including	
a complete	presentation	of	Healthy People 2020.

2. http://www.nchec.org/

National	Commission	for	Health	Education	Credentialing,	Inc.	(NCHEC)

The	NCHEC,	Inc.	Website	provides	the	most	current	information	about	the	CHES	
and	MCHES	credentials.

3. http://www.cnheo.org

Coalition	of	National	Health	Education	Organizations	(CNHEO)

At	CNHEO’s	Website	you	will	find	information	about	issues	that	are	common	to	
the health	education	profession.

http://www.healthypeople.gov
http://www.nchec.org/
http://www.cnheo.org
www.cnheo.org
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Pa r t  I

PlannIng a HealtH 
PromotIon Program

The chapters in this section of the book provide the basic information needed 
to plan a health promotion program. Each chapter presents readers with 

the tools they will need to develop a successful program in a variety of settings. 
The chapters and topics presented in this section are:

C h a p t e r  2
Starting the Planning  
Process

C h a p t e r  3
Models for Program Planning 
in Health Promotion

C h a p t e r  4
Assessing Needs

C h a p t e r  5
Measurement, Measures, 
Measurement Instruments, 
and Sampling

C h a p t e r  6
Mission Statement, Goals, 
and Objectives

C h a p t e r  7
Theories and Models 
Commonly Used for Health 
Promotion Interventions

C h a p t e r  8
Interventions

C h a p t e r  9
Community Organizing and 
Community Building
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C h a p t e r   2 

As noted earlier (Chapter 1), planning a health promotion program is a multistep 
process that begins after doing pre-planning. “To plan is to engage in a process or a 

procedure to develop a method of achieving an end” (Minelli & Breckon, 2009, p. 137). 
However, because of the many different variables and circumstances of any one setting, 
the multistep process of planning does not always begin the same way. There are times 
when the need for a program is obvious and there is recognition that a new program 
should be put in place. For example, if a community’s immunization rate for its children 
is less than half the national average, a program should be created. There are other times 
when a program has been successful in the past but needs to be changed or reworked 
slightly before being implemented again. And, there are situations where planners have 
been given the independence and authority to create the programs that are needed in a 
community in order to improve the health and quality of life. However, when the need 
is not so obvious, or when there has not been successful health promotion programming 

Starting the Planning Process

C H a P t e r  o b j e C t I v e S

After reading this chapter and answering the questions at the end, you should be able to:

•	Develop	a	rationale	for	planning	and	implementing	a	health	promotion	program.

•	 Explain	the	importance	of	gaining	the	support	of	decision	makers.

•	 Identify	the	individuals	who	could	make	up	a	planning	committee.

•	 Explain	what	planning	parameters	are	and	the	impact	they	have	on	program	planning.

K e y  t e r m s

advisory board
cost-benefit analysis (CBA)
doers
epidemiology
evidence
evidence-based practice

Guide to Community 
Preventive Services

influencers
institutionalized
literature
organizational culture
planning committee

planning parameters
planning team
program ownership
return	on	investment	(ROI)
social math
steering committee
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in the past, the planning process often begins with the planners creating a rationale to 
gain the support of key people in order to obtain the necessary resources to ensure that 
the planning process and the eventual implementation proceed as smoothly as possible.

This chapter presents the steps of creating a program rationale to obtain the support 
of decision makers, identifying those who may be interested in helping to plan the pro-
gram, and establishing the parameters in which the planners must work. Box 2.1 identifies 
the responsibilities and competencies for health education specialists that pertain to the 
material presented in this chapter.

the need for Creating a rationale to gain the Support of Decision makers

No matter what the setting of a health promotion program—whether a business, an 
 industry, the community, a clinic, a hospital, or a school—it is most important that the 
program have support from the highest level (e.g., the administration, chief executive 

Box 2.1  Responsibilities and Competencies for Health 
Education Specialists

the content of this chapter includes information on several tasks that occur early in 
the program planning process. these tasks are not associated with a single area of 
responsibility, but rather five areas of responsibility of the health education specialist:

responsibility i: assess needs, assets, and capacity for health education

competency 1.2: access existing information and Data related 
to health

competency 1.6: examine Factors that enhance or compromise 
the Process of health education

responsibility ii: Plan health education

competency 2.1: involve Priority Populations and other  
Stakeholders in the Planning Process

responsibility V: administer and Manage health education

competency 5.2:  obtain acceptance and Support for Programs

competency 5.3: Demonstrate leadership

competency 5.5: Facilitate Partnerships in Support of health 
education

responsibility Vi: Serve as a health education resource Person

competency 6.1: obtain and Disseminate health-related  
information

responsibility Vii: communicate and advocate for health and health education

 competency 7.4: engage in health education advocacy

Source: nchec, SoPhe, & aahe (2010).
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officer, church elders, board of health, or board of directors) of the “community” for 
which the program is being planned (Allen & Hunnicutt, 2007; Chapman, 1997, 2006; 
Hunnicutt	&	Leffelman,	2006;	Ryan,	Chapman,	&	Rink,	2008).	It	is	the	individuals	in	
these top-level decision-making positions who are able to provide the necessary resource 
support for the program.

“Resources” usually means money, which can be turned into staff, facilities, materials, 
supplies, utilities, and all the myriad number of things that enable organized activity to 
take place over time. “Support” usually means a range of things: congruent 
organizational policies, program and concept visibility, expressions of priority value, 
personal involvement of key managers, a place at the table of organizational power, 
organizational credibility, and a role in integrated functioning (Chapman, 1997, p. 1).

There will be times when the idea for, or the motivating force behind, a program comes 
from the top-level people. When this happens, it is a real boon for the program planners 
because they do not have to sell the idea to these people to gain their support. However, this 
scenario does not occur frequently.

Often, the idea or the big push for a health promotion program comes from  someone 
other than one who is part of the top-level of the “community.” The idea could start 
with an employee, an interested parent, a health education specialist within the organiza-
tion, a member of the parish or congregation, or a concerned individual or group from 
within the community. The idea might even be generated by an individual outside the 
 “community,” such as one who may have administrative or oversight responsibilities for 
activities in a community. An example of this arrangement is the employee of a state 
health department who provides consultative services to a local health department. Or it 
may be an individual from a regional agency who is partnering with a group within the 
community to carry out a collaborative project. When the scenario begins at a level below 
the decision makers, those who want to create a program must “sell” it to the decision 
makers.	In	other	words,	in	order	for	resources	and	support	to	flow	into	health	promo-
tion programming, decision makers need to clearly perceive a set of values or benefits 
associated with the proposed program (Chapman, 2006). Without the support of decision 
makers, it becomes more difficult, if not impossible, to plan and implement a program. 
A number of years ago Behrens (1983) stated that health promotion programs in  business 
and industry have a greater chance for success if all levels of management, including the 
top, are  committed and  supportive. This is still true today of health promotion programs 
in all  settings, not just programs in business and industry (see Box 2.2).

If	they	need	to	gain	the	support	of	decision	makers,	program	planners	should	develop	
a rationale for the program’s existence. Why is it necessary to sell something that everyone 
knows is worthwhile? After all, does anyone doubt the value of trying to help people gain 
and maintain good health? The answer to these and similar questions is that few people 
are	motivated	by	health	concerns	alone.	Decisions	by	top-level	management	to	develop	
new programs are based on a variety of factors, including finances, policies, public image, 
and politics, to name a few. Thus to sell the program to those at the top, planners need to 
 develop a rationale that shows how the new program will help decision makers to meet 
the	organization’s	goals	and,	in	turn,	to	carry	out	its	mission.	In	other	words,	planners	
need to position their program rationale politically, in line with the organization.
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Steps in Creating a Program rationale

Planners must understand that gaining the support of decision makers is one of the most 
important steps in the planning process and it should not be taken lightly. Many program 
ideas have died at this stage because the planners were not well prepared to sell the pro-
gram to decision makers. Thus, before making an appeal to decision makers, planners 
need to have a sound rationale for creating a program that is supported by evidence that 
the proposed program will benefit those for whom it is planned.

There is no formula or recipe for writing a rationale, but through experience, the 
authors have found a logical format for putting ideas together to help guide planners 
(see Figure 2.1). Note that Figure 2.1 is presented as an inverted triangle. This inverted 
triangle is symbolic in design to reflect the flow of a program rationale beginning at the 
top by identifying a health problem in global terms and moving toward a more focused 
solution at the bottom of the triangle.

Step 1: Identify appropriate background Information
Before planners begin to write a program rationale, they need to identify appropri-
ate sources of information and data that can be used to sell program development. 
The place to begin the process of identifying appropriate sources of information and 
data to support the development of a program rationale is to conduct a search of the 
 existing literature. Literature includes the articles, books, government publications, and 
other documents that explain the past and current knowledge about a particular topic. 
By conducting a search, planners gain a better understanding of the health problem(s) 
of concern, approaches to reducing or eliminating the health problem, and an under-
standing of the people for whom the program is intended (remember these individuals 

Box 2.2  Measuring Decision Makers’ Support for Health 
Promotion

though the importance of decision makers’ support to the success of health promo-
tion programs has been known for a number of years, it is only recently that efforts 
have been put forth to actually measure decision makers’ support for health promo-
tion programs. Della, DeJoy, goetzel, ozminkowski, and Wilson (2008) created a 
valid instrument to assess leadership support for health promotion programs in work 
settings. the measurement tool, referred to as the leading by example (lBe) 
instrument, is a four-factor scale. the four factors are (1) business assignment with 
health promotion objectives, (2) awareness of the economics of health and worker 
productivity, (3) worksite support for health promotion, and (4) leadership support 
for health promotion (Della et al., 2010). Della and colleagues feel that the lBe could 
be used in two ways. the first would be through a single administration “to assess 
specific areas in which the health promotion climate might support/hinder program-
matic efforts” (p. 139). the second would be to administer the lBe two different 
times to monitor change in support for health promotion programs over time.
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are referred to as the priority population). There are a number of different ways that 
 planners can carry out a review of the literature (see Chapter 4 for an explanation of the 
literature search process).

In	general,	the	types	of	information	and	data	that	are	useful	in	writing	a	rationale	
include those that (1) express the needs and wants of the priority population, (2) describe 
the status of the health problem(s) within a given population, (3) show how the potential 
outcomes of the proposed program align with what the decision makers feel is important, 
(4) show compatibility with the health plan of a state or the nation, (5) provide evidence 
that the proposed program will make a difference, and (6) show how the proposed  program 
will protect and preserve the single biggest asset of most organizations—the people. Though 
many of these types of information and data are generated through a review of the litera-
ture, the first one discussed below—needs and wants of the priority population—is not.

Information	and	data	 that	 express	 the	needs	and	wants	of	 the	priority	popula-
tion can be generated through a needs assessment. A needs assessment is the process 

Title the work “A rationale for the development of . . .” and indicate who is submitting
the work.

Identify the health problem in global terms, backing it up with appropriate
(international, national, or state) data. If possible, also include

the economic costs of the problem.

Narrow the health problem by showing its relationship to the
proposed priority population. Create a problem statement.
State why it is a problem and why it should be dealt with.

Again, back up the statement with appropriate data.

State a proposed solution to the problem (name
and purpose of the proposed health promotion

program). Provide a general overview of
the program.

State what can be gained from such a
program in terms of the values and

benefits to the decision makers.

State why the program will
be successful.

Provide the
references

used in
preparing

the
rationale.

Figure 2.1 creating a rationale
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of identifying, analyzing, and prioritizing the needs of a priority population. Needs 
 assessments are  carried out through a multiple-step process in which data are collected 
and analyzed. The analysis generates a prioritized list of needs of the priority  population 
(see Chapter 4 for a detailed explanation of the needs assessment process). Even though 
information and data that express the needs and wants of the priority population can 
be very  useful in generating a rationale for a proposed program, more than likely at this 
point in the planning process, a formal needs assessment will not have been  completed. 
Often, a   complete needs assessment does not take place until decision makers give 
 permission for the planning to begin. However, the review of literature may generate 
information	about	a	needs	assessment	of	another	related	or	similar	program.	If	so,	it	can	
provide valuable information and data that can help to develop the rationale.

Information	and	data	that	describe	the	status	of	a	health	problem	within	a	popula-
tion can be obtained by analyzing epidemiological data. Epidemiological data are those 
that result from the process of epidemiology, which has been defined as “the study of 
the distribution and determinants of health-related states or events in specific popu-
lations, and the application of this study to control health problems” (Dictionary of 
Epidemiology as cited in Last, 2007, p. 111). Epidemiological data are available from 
a number of different sources and include but are not limited to the U.S. Census, the 
Statistical Abstract of the United States, the Monthly Vital Statistics Report, Morbidity 
and Mortality Weekly Report, the National Health Interview Survey, the National 
Health and Nutrition Examination Survey, the Behavioral Risk Factor Surveillance 
System (BRFSS), the Youth Risk Behavior Surveillance System (YRBSS), the National 
Hospital Discharge Survey, and the National Hospital Ambulatory Medical Care Survey.

Epidemiological data gain additional significance when it can be shown that the 
described health problem(s) is/are the result of modifiable health behaviors and that 
spending money to promote healthy lifestyles and prevent health problems makes good 
economic sense. Here are a couple examples where modifiable health behaviors and 
health-related costs have been connected. The first deals with smoking. Approximately 
20.6%	of	U.S.	adults	18	years	of	age	and	older	are	cigarette	smokers	(CDC,	2010b).	It	
has been estimated that the cost of ill effects from smoking in the United States totals ap-
proximately $193 billion per year. Almost equal amounts come from smoking-attributa-
ble	health-care	expenditures	($96	billion)	and	productivity	losses	(~	$97	billion)	(CDC,	
2008).	The	second	example	deals	with	diabetes.	It	has	been	estimated	that	annual	costs	
associated with diabetes are approximately $174 billion; $116 billion from direct medi-
cal costs and $58 billion in direct costs related to disability, work loss, and premature 
death	(CDC,	2010a).	We	know	that	not	all	cases	of	diabetes	are	related	to	health	behav-
ior, but it is known “for people with prediabetes, lifestyle changes, including a 5%–7% 
weight loss and at least 150 minutes of physical activity per week, can reduce the rate of 
onset	of	type	2	diabetes	by	58%”	(CDC,	2010a,	para.	4).	In	addition,	we	know	“people	
with diagnosed diabetes have medical expenditures that are about 2.3 times higher than 
medical	expenditures	for	people	without	diabetes”	(CDC,	2010a,	para.	3).

When a rationale includes an economic component it is often reported based on a 
cost-benefit analysis (CBA). A CBA of a health promotion program will yield the dollar 
benefit received from the dollars invested in the program. A common way of reporting 
a CBA is through a metric called return on investment (ROI).	ROI	“measures	the	costs	
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of a program (i.e., the investment) versus the financial return realized by that program” 
(Cavallo, 2006, p. 1) (see Box 2.3	for	formula	to	calculate	ROI).	An	example	of	ROI	is	a	
study that examined the economic impact of an investment of $10 per person per year in 
a proven community-based program to increase physical activity, improve nutrition, and 
prevent smoking and other tobacco use. The results of the study showed that the nation 
could	save	billions	of	dollars	annually	and	have	an	ROI	in	one	year	of	0.96	to	1,	5.6	to	1	
in 5 years, and 6.2 to 1 in 10–20 years (TFAH, 2009).

However, it should be noted that “proving” the economic impact of many health 
promotion programs is not easy. There are a number of reasons for this including the 
multiple causes of many health problems, the complex interventions needed to deal with 
them, and the difficulty of carrying out rigorous research studies. Additionally, McGinnis 
and colleagues (2002) feel that part of the problem is that health promotion programs 
are held to a different standard than medical treatment programs when cost-effectiveness 
is being considered.

In	a	vexing	example	of	double	standards,	public	investments	in	health	promotion	
seem to require evidence that future savings in health and other social costs will 
offset the investments in prevention. Medical treatments do not need to measure 
up to the standard; all that is required here is evidence of safety and effectiveness. 
The  cost-effectiveness challenge often is made tougher by a sense that the benefits need 
to accrue directly and in short term to the payer making investments. Neither of these 
two conditions applies in many interventions in health promotion. (p. 84)

For those planners interested in using economic impact and cost-effectiveness of health 
promotion programs as part of a program rationale, we recommend that the work of the 
 following authors be reviewed: Aldana (2001, 2009), Chapman (2003a, 2005b, 2006), 
Cohen, Neumann, & Milton (2008), Edington (2001), Goetzel, & Ozminkowski (2008), 
Golaszewski (2001), Hunnicutt & Jahn (2011), McKenzie (1986), Miller & Hendrie 
(2008),	and	USDHHS	(2003).

Box 2.3 Return on Investment

in general, roi compares the dollars invested in something to the benefits produced 
by that investment:

roi =  (benefits of investment - amount invested)

amount invested

in the case of an investment in a prevention program, roi compares the savings 
produced by the intervention, net of the cost of the program, to how much the 
program cost:

 
roi = 

 net savings

cost of intervention

When roi equals 0, the program pays for itself. When roi is greater than 0, then 
the program is producing savings that exceed the cost of the program.

Source: copyright © 2009 by trust for america’s health. reprinted with permission.
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Other information and data that are useful in creating a rationale are those that 
show how the potential outcomes of the proposed program align with what decision 
makers feel is important. Planners can often get a hint of what decision makers value 
by reviewing the organization’s mission statement and/or annual report. More specific 
methods of determining the values and benefits that could be included in a rationale are 
noted in Box 2.4. Table 2.1 provides a list of values or benefits that can be derived from 
health promotion programs, while Table 2.2 provides a list of sources where informa-
tion about values or benefits could be found.

Box 2.4  Methods for Determining the Values and Benefits 
That Should Be Emphasized

 1.  examine recent or past meeting minutes, decisions, or comments that are  relevant 
to the value placed on health and prevention.

 2.  Find out from the individuals in a position to know, why past decisions related 
to budget or employee benefits were made by the managers involved.

 3.  review past formal reports or evaluations of health programs and benefits that 
have been commissioned or carried out on behalf of the decision makers.

 4.  conduct an informal survey of the most influential decision makers to get 
some sense of their own as well as their perception of the value priorities of 
the other decision makers involved.

 5.  conduct a formal survey of all or a portion of the key decision makers  
involved to determine what is the most important to them.

 6.  analyze the implementation questions that have been raised in the past on 
similar programs or topics.

Source: Art of Health Promotion. l. S. chapman. copyright © 1997 by the american Journal of health 
 Promotion. reproduced with permission.

Table 2.1 Values or Benefits from health Promotion Programs

Value or Benefit for: Types of Values or Benefits

community establishing good health as norm; improved quality of life;  improve 
the economic well-being of the community; provide model for other 
communities

employee/individual improved health status; reduction in health risks; improved health 
behavior; improved job satisfaction; lower out-of-pocket costs for 
health care; increased well-being, self-image, and self-esteem

employer increased worker morale; enhanced worker performance/productivity; 
recruitment and retention tool; reduced absenteeism and presenteeism; 
reduced disability days/claims, reduced health care costs;  enhanced 
 corporate image

Sources: adapted from acS (2009); cDc (2010c); and chapman (1997).
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A fourth source of information for a rationale is a comparison between the pro-
posed program and the health plan for the nation or a state. Comparing the health needs 
of the priority population with those of other citizens of the state or of all Americans, 
as	outlined	in	the	goals	and	objectives	of	the	nation	(USDHHS,	2010a),	should	enable	
planners to show the compatibility between the goals of the proposed program and 
those of the nation’s health plan (see Chapter 6 for a discussion of the Healthy People 
2020 goals and objectives).

A fifth source of information and data is evidence that the proposed program will be 
effective and make a difference if implemented. By evidence we mean the body of data 
that can be used to make decisions when planning a program. Such data can come from 
needs assessments, knowledge about the causes of a health problem, research that has 
tested the effectiveness of an intervention, and evaluations conducted on other health pro-
motion programs. When program planners systematically find, appraise, and use evidence 
as the basis for decision making when planning a health promotion program, it is referred 
to as evidence-based practice (Cottrell & McKenzie, 2011).

Over the years, the number of organizations/agencies that have worked to identify 
evidence of various types of health-related programs (i.e., health care, disease preven-
tion, health promotion) has increased (see Table 2.3 for examples). A most useful source 
for those planning health promotion programs is the Guide to Community Preventive 
Services, referred to simply as The Community Guide (Zara, Briss, & Harris, 2005; 
CDC,	2011).	The Community Guide summarizes the findings from systematic reviews of 

Table 2.2 Selected Sources of information about Values or Benefits of health 
Promotion Programs

Source Location of Information

american cancer Society
 Workplace Solutions http://www.acsworkplacesolutions.com/index.asp
centers for Disease control and Prevention 
 national center for health Statistics http://www.cdc.gov/nchs/
 Worklife http://www.cdc.gov/niosh/worklife/
 Workplace health Promotion http://www.cdc.gov/workplacehealthpromotion/

model/index.html
the community tool Box http://ctb.ku.edu/en/tablecontents/index.aspx#partM
national committee for Quality assurance http://www.ncqa.org/home.aspx
trust for america’s health (tFah) http://healthyamericans.org/reports/
U.S census Bureau
 home page http://www.census.gov/
 Statistical Abstract of the United States http://www.census.gov/prod/www/abs/statab.html
U.S. Department of health & human Services
  office of assistant Secretary for Planning &  

 evaluation
http://aspe.hhs.gov/_/index.cfm

Wellness council of america (Welcoa) http://www.welcoa.org/wellworkplace/
http://www.welcoa.org/freeresources/

http://www.acsworkplacesolutions.com/index.asp
http://www.cdc.gov/nchs/
http://www.cdc.gov/niosh/worklife/
http://www.cdc.gov/workplacehealthpromotion/model/index.html
http://www.cdc.gov/workplacehealthpromotion/model/index.html
http://ctb.ku.edu/en/tablecontents/index.aspx#partM
http://www.ncqa.org/Home.aspx
http://healthyamericans.org/reports/
http://www.census.gov/
http://www.census.gov/prod/www/abs/statab.html
http://aspe.hhs.gov/_/index.cfm
http://www.welcoa.org/wellworkplace/
http://www.welcoa.org/freeresources/
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Table 2.3 examples of Sources of evidence

canadian task Force on Preventive health care

type of evidence: Practice guidelines that support primary care providers in delivering 
 preventive health care.

Website: http://www.canadiantaskforce.ca/

health-evidence.ca

type of evidence: Public health and health promotion interventions in canada.

Website: http://health-evidence.ca/

national caner institute

Document: Research-tested Intervention Programs

type of evidence: a searchable database of cancer control interventions and program materials 
that are designed to provide program planners and public health practitioners easy and im-
mediate access to research-tested materials.

Website: http://rtips.cancer.gov/rtips/index.do

robert Wood Johnson Foundation and the University of Wisconsin Population health institute

Document: County Health Rankings

type of evidence: Fifty state reports, ranking each county within the 50 states according to its 
health outcomes and the multiple health factors that determine a county’s health.

Website: http://www.countyhealthrankings.org/

Substance abuse and Mental health Services

Document: National Registry of Evidence-based Programs and Practices

type of evidence: Searchable online registry of interventions supporting mental health 
 promotion, substance abuse prevention, and mental health and substance abuse treatment.

Website: http://nrepp.samhsa.gov/

task Force on community Preventive Services

Document: Guide to Community Preventive Services

type of evidence: Programs and policies to improve health and prevent disease in communities.

Website: http://www.thecommunityguide.org/index.html

U.S. Preventive Services task Force

Document: The Guide to Clinical Preventive Services

type of evidence: recommendations on the use of screening, counseling, and other preventive 
services that are typically delivered in primary care settings.

Website: http://www.ahrq.gov/clinic/pocketgd.htm

World health organization

Document: What is the evidence on school health promotion in improving health or preventing 
disease and, specifically, what is the effectiveness of the health promoting schools approach?

type of evidence: Worth of school health promotion

Website: http://www.euro.who.int/document/e88185

http://www.canadiantaskforce.ca/
http://health-evidence.ca/
http://rtips.cancer.gov/rtips/index.do
http://www.countyhealthrankings.org/
http://nrepp.samhsa.gov/
http://www.thecommunityguide.org/index.html
http://www.ahrq.gov/clinic/pocketgd.htm
http://www.euro.who.int/document/e88185
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public health interventions covering a variety of topics. The systematic reviews are used 
to	answer	three	questions	(CDC,	2011a,	para.	1):

•	 “Which	program	and	policy	interventions	have	been	proven	effective?

•	 Are	there	effective	interventions	that	are	right	for	my	community?	And,

•	 What	might	effective	interventions	cost;	what	is	the	likely	return	on	investment?”

The Community Guide was developed and is continually updated by the nonfederal 
Task Force on Community Preventive Services. The Task Force, which is comprised of public 
health	experts	who	are	appointed	by	the	director	of	the	CDC,	is	charged	with	reviewing	and	
assessing the quality of available evidence and developing appropriate recommendations.

Finally, when preparing a rationale to gain the support of decision makers, planners 
should not overlook the most important resource of any community—the people who 
make up the community. Promoting, maintaining, and in some cases restoring human 
health should be at the core of any health promotion program. Whatever the setting, 
better health of those in the priority population provides for a better quality of life. For 
those planners who end up practicing in a worksite setting, the importance of protecting 
the health of employees (i.e., protecting human resources) should be noted in develop-
ing a  rationale. “Labor costs typically represent 60% to 70% of total annual operating 
costs for most organizations” (Chapman, 2006, p. 10); thus people are a company’s single 
 biggest asset. “Fit and healthy people are more productive, are better able to meet extra-
ordinary demands and deal with stress, are absent less, reflect better on the company or 
community as exemplars, and so forth” (Chapman, 2006, p. 29).

Step 2: titling the rationale
Once planners have identified and are familiar with the sources of information and data 
that can be used to sell program development, they are ready to begin the process of 
putting a rationale together. Thus, the next step is giving a title to the rationale. This 
can be quite simple in nature, such as “A Rationale for (Title of Program): A Program to 
Enhance	the	Health	of	(Name	of	Priority	Population).”	Immediately	following	the	title	
should be a listing of who contributed to the authorship of the rationale.

Step 3: Writing the Content of the rationale
The first paragraph or two of the rationale should identify the health problem from 
a global perspective. By global perspective we mean presenting the problem using  
information and data at the most macro level (whether it be international, national, 
regional,	state,	or	local)	as	possible.	In	other	words,	begin	the	rationale	by	presenting	
the problem at the most macro level for which supporting data are available. So, if there 
is	international	information	and	data	on	the	problem,	say	for	example	HIV/AIDS,	then	
begin	describing	the	problem	at	that	level.	If	data	are	not	available	to	present	the	prob-
lem at the international level, say for example people without health insurance, then 
move	down	to	next	level	where	the	presentation	can	be	supported	with	data.	If	avail-
able, also include the economic costs of such a problem; it will strengthen the rationale. 
“Much of the decision-making that occurs, for change to take place in an organization 
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is based on financial considerations, and any change within an organization typically 
must be supported by a positive return on investment. Lacking sound financial support 
or a firm understanding of the financial implications, a good idea may not be realized 
in  practice” (Gambatese, 2008, p. 153). Most health problems are also present at other 
levels. Presenting the problem at these higher levels shows decision makers that dealing 
with the health problem is consistent with the concerns of others.

Showing the relationship of the health problem to the “bigger problem” at the interna-
tional, national, and/or state levels is the next logical step in presenting the rationale. Thus, 
the next portion of the rationale is to identify the health problem that is the focus of the 
rationale. This declaration of the health problem is referred to as the problem statement or 
statement of the problem. The problem statement should begin with a concise explanation 
of the issue that needs to be addressed (WKKF, 2004). The statement should also include 
why it is a problem and why it should be dealt with (see Box 2.5).	If	available,	the	state-
ment should also include supporting data for the problem. Such data may come from a 
needs assessment if it has already been completed or from related literature.

In	presenting	the	problem	statement	you	may	find	it	useful	to	use	the	technique	of	
social math. Social math has been defined as “the practice of translating statistics and 
other data so they become interesting to the journalist, and meaningful to the audience” 
(Dorfman,	Woodruff,	Herbert,	&	Ervice,	2004,	p.	112).	In	other	words,	data,	especially	
large numbers, are presented in such a way that makes them easier to grasp by putting 
them	in	a	context	that	gives	instant	meaning.	“It	is	critical	to	select	a	social	math	fact	that	

Box 2.5 Examples of Problem Statements

For a local-level program

the number of children entering kindergarten who have not received two doses of 
the measles-mumps-rubella (MMr) vaccine in Mitchell county continues to increase. 
in the 2007–08 school year, 95% of the children who entered kindergarten had 
received two doses, while only 91% were immunized properly in 2010–11. Because 
the number of cases of MMr does not seem too high to parents/guardians, many do 
not feel it is necessary to subject their children to immunizations. infectious diseases 
remain a major cause of illness, disability, and mortality. “Vaccines are among the 
most cost-effective clinical preventive services and are a core component of any pre-
ventive services package. childhood immunization programs provide a very high 
return on investment” (USDhhS, 2010a, para. 6).

For a state-level program

overweight and obesity are critical health threats facing the state of aBc. Between 
2008 and 2012, the percentage of overweight adults in aBc increased from 34% to 
35%, while the percentage of obese adults increased from 30% to 32%. overweight 
and obesity are caused by an imbalance in the calories consumed vs. calories burned 
ratio. Both overweight and obesity increase the risks for heart disease, stroke, diabe-
tes, and cancer. the annual costs (direct and indirect) of these diseases to the state 
have been estimated at $15 billion. there is good evidence that shows both the 
physical and financial costs of overweight and obesity are preventable.
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is 100 percent accurate, visual if possible, dramatic, and appropriate for the target audi-
ence”	(Dorfman	et	al.,	2004,	p.	112).	For	example,	$2.3	trillion	was	spent	on	health	in	
2008 in the United States (NCHS, 2011); 2.3 trillion is a large number and hard “to put 
our heads around.” But equating that number with spending $6,400 for every person in 
the United States (NCHS, 2011) that year makes the number more comprehensible. Or, 
we could present the $2.3 trillion in social math terms by saying if every dollar equaled 
one second, then $2.3 trillion would equal 72,932 years! (see Box 2.6 for other examples)

Box 2.6 Examples of Social Math

•  Break the numbers down by time.
if you know the amount over a year, what does that look like per hour? Per 
minute? For example, the average annual salary of a childcare worker nationally is 
$15,430, roughly $7.42 per hour. While many people understand that an annual 
salary of $15,430 is low, breaking the figure down by the hour reinforces that 
point—and makes the need for some kind of intervention even more clear.

•  Break down the numbers by place.
comparing a statistic with a well-known place can give people a sense of the statis-
tic’s magnitude. For instance, approximately 250,000 children are on waiting lists 
for childcare subsidies in california. that’s enough children to fill almost every seat 
in every Major league ballpark in california. Such a comparison helps us visualize 
the scope of the problem and makes a solution all the more imperative.

•  Provide comparisons with familiar things.
Providing a comparison to something that is familiar can have great impact. For 
 example, “While head Start is a successful, celebrated educational program, it is so 
underfunded that it serves only about three-fifths of eligible children. applying that 
proportion to social security would mean that almost a million currently eligible 
seniors wouldn’t receive benefits.”

•  Provide ironic comparisons.
For example, the average annual cost of full-time, licensed, center-based care for a 
child under age 2 in california is twice the tuition at the University of california at 
Berkeley. What’s ironic here is how out of balance our public conversation is. Parents 
and the public focus so much on the cost of college when earlier education is dra-
matically more expensive.

•  Localize the numbers.
Make comparisons that will resonate with community members. For example, 
saying, “center-based childcare for an infant costs $11,450 per year in Seattle, 
Washington,” is one thing. Saying, “in Seattle, Washington, a father making 
 minimum wage would have to spend 79 percent of his income per year to place 
his baby in a licensed care center,” is much more powerful because it illustrates 
why it is nearly impossible.

Source: national center for injury Prevention and control (2008; revised 2010). Adding Power to Our Voices: 
A Framing Guide for Communicating About Injury. atlanta, ga: author. retrieved January 11, 2012, from 
http://www.cdc.gov/injury/framing/.

http://www.cdc.gov/injury/framing/
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At this point in the rationale, propose a solution to the problem. The solution 
should include the name and purpose of the proposed health promotion program, and 
a general overview of what the program may include. Since the writing of a program 
rationale often precedes much of the formal planning process, the general overview of 
the program is often based upon the “best guess” of those creating the rationale. For 
example, if the purpose of a program is to improve the immunization rate of children 
in the community, a “best guess” of the eventual program might include interventions 
to increase awareness and knowledge about immunizations, and the reduction of the 
barriers that limit access to receiving immunizations. Following such an overview, in-
clude	statements	 indicating	what	can	be	gained	from	the	program.	Do	your	best	to	
align the potential values and benefits of the program with what is important to the 
decision makers.

Next, state why this program will be successful. This is the place to use the results of 
evidence-based practice	to	support	the	rationale.	It	can	also	be	helpful	to	point	out	the	
similarity of the priority population to others with which similar programs have been 
successful. And finally, using the argument that the “timing is right” for the program can 
also be useful. By this we mean that there is no better time than now to work to solve the 
problem facing the priority population.

Step 4: listing the references Used to Create the rationale
The final step in creating a rationale is to include a list of the references used in preparing 
the rationale. Having a reference list shows decision makers that you studied the avail-
able information before presenting your idea. (See the examples of rationales presented 
in the Activities section at the end of the chapter.)

Planning Committee

The number of people involved in the planning process is determined by the resources and 
circumstances of a particular situation. “One very helpful method to develop a clearer 
and more comprehensive planning approach is to establish a committee” (Gilmore, 2012,  
p.	35).	Identifying	individuals	who	would	be	willing	to	serve	as	members	of	the	planning 
committee (sometimes referred to as a steering committee or advisory board or planning 
team) becomes one of the planner’s first tasks. Because an effective planning commit-
tee is usually composed of interested and well-respected individuals, it is important to 
establish it carefully (Chapman, 2009). The number of individuals on a planning com-
mittee can differ depending on the setting for the program and the size of the priority 
population. For example, the size of a planning committee for an obesity program in a 
community of 50,000 people would probably be larger than that of a committee plan-
ning a similar program for a business with 50 employees. There is no ideal size for a 
planning committee, but the following 10 guidelines, which have been presented earlier 
(McKenzie, 1988) and are given here in a modified form with updates, should be helpful 
in setting up a committee.
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 1. The committee should be composed of individuals who represent a variety of 
subgroups within the priority population. To the extent possible, the commit-
tee should have representation from all segments of the priority population 
(e.g.,  administrators/students/teachers, age groups, health behavior participants/
nonparticipants, labor/management, race/ethnic groups, different genders, socio-
economic groups, union/nonunion members). The greater the number of individu-
als who are represented by committee members, the greater the chance of the 
priority population developing a feeling of program ownership. With program 
ownership there will be better planned programs, greater support for the pro-
grams, and people who will be willing to help sell the program to others because 
they feel it is theirs (Strycker et al., 1997).

 2. If	the	program	that	is	being	planned	deals	with	a	specific	health	risk	or	problem,	
then it would be important that someone with that health risk (e.g., smoker) or 
problem (e.g., diabetes) be included on the planning committee (Bartholomew, 
 Parcel, Kok, Gottlieb & Fernández, 2011.).

 3. The committee should include willing individuals who are interested in seeing the 
program succeed. Select a combination of doers and influencers.	Doers	are		people	
who will be willing to roll up their sleeves and do the physical work needed to see 
that	the	program	is	planned	and	implemented	properly.	Influencers	are	those	who	
with a single phone call or signature on a form will enlist other people to partici-
pate or will help provide the resources to facilitate the program. Both doers and 
influencers are important to the planning process.

 4. The committee should include an individual who has a key role within the organi-
zation sponsoring the program—someone whose support would be most important 
to ensure a successful program and institutionalization.

 5. The committee should include representatives of other stakeholders (any person 
or organization with a vested interest in a program) not represented in the priority 
population. For example, if health care providers are needed to implement a health 
promotion program they need to be represented on the planning committee.

 6. The committee membership should be reevaluated regularly to ensure that the 
composition lends itself to fulfilling program goals and objectives.

 7. If	the	planning	committee	will	be	in	place	for	a	long	period	of	time,	new	individuals	
should	be	added	periodically	to	generate	new	ideas	and	enthusiasm.	It	may	be	helpful	
to	set	a	term	of	office	for	committee	members.	If	terms	of	office	are	used,	it	is	advis-
able to stagger the length of terms so that there is always a combination of new and 
experienced members on the committee.

 8. Be aware of the “politics” that are always present in an organization or prior-
ity population. There are always some people who bring their own agendas to 
 committee work.

 9. Make sure the committee is large enough to accomplish the work, but small enough 
to	be	able	to	make	decisions	and	reach	consensus.	If	necessary,	subcommittees	can	
be formed to handle specific tasks.
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10. In	some	situations	there	might	be	a	need	for	multiple	layers	of	planning	committees.	
If	the	priority	population	is	highly	dispersed	geographically	and/or	broken	into	decen-
tralized subgroups (e.g., various offices of the same corporation, or several different 
local groups within the same state, or different buildings within a school corporation), 
these various subgroups may need their own local planning committee that operates 
with some latitude but maintains and complements the core planning committee as 
the base of the program (Chapman, 2009).

The actual means by which the committee members are chosen varies according to 
the setting. Five commonly used techniques are:

 1. Asking for volunteers by word of mouth, a newsletter, a needs assessment, or some 
other widely distributed publication

 2. Holding an election, either throughout the community or by subdivisions of the 
community

 3. Inviting/recruiting	people	to	serve

 4. Having members formally appointed by a governing group or individual

 5. Having an application process then selecting those with the most desirable 
 characteristics

Once the planning committee has been formed, someone must be designated to 
lead it. This is an important step (Strycker et al., 1997). The leader (chairperson) should 
be interested and knowledgeable about health promotion programs, and be organized, 
 enthusiastic, and creative (McKenzie, 1988). One might think that most planners, espe-
cially health education specialists, would be perfect for the committee chairperson’s job. 
However, sometimes it is preferable to have someone other than the program planners 
serve in the leadership capacity. For one thing, it helps to spread out the workload of the 
committee. Planners who are not good at delegating responsibility may end up with a lot 
of extra work when they serve as the leaders. Second, having someone else serve as the 
leader  allows the planners to remain objective about the program. And third, the planning 
committee can serve in an advisory capacity to the planners, if this is considered desirable. 
Figure 2.2 illustrates the composition of a balanced planning committee.

Once the planning committee has been organized and a leader is selected, for the 
committee to be effective it needs to be well organized and well run. The committee 
should meet regularly, have a formal agenda for each meeting, and keep minutes of 
the meetings (Hunnicutt, 2007a). Further, the committee meetings should be efficient, 
not	long	and	boring	(Johnson	&	Breckon,	2007).	In	other	words,	meetings	should	be	
productive	and	represent	a	good	use	of	the	committee	members’	time.	In	addition,	it	is	

Figure 2.2 Makeup of a Solid Planning/Steering committee
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important for the committee to communicate frequently both with the decision makers 
and those in the priority population so that all can be kept informed. By communicating 
regularly, the committee has the unique opportunity to educate and inform others about 
health and the specific priorities of the program (Hunnicutt, 2007a).

Parameters for Planning

Once the support of the decision makers has been gained and a planning committee 
formed, the committee members must identify the planning parameters within which 
they will work. There are several questions to which committee members should have 
answers	before	 they	become	too	deeply	 involved	 in	 the	planning	process.	 In	an	ear-
lier work (McKenzie, 1988), several such questions were presented, using the example 
of school-site health promotion programs. The questions are modified for presentation 
here.	It	should	be	noted,	however,	that	not	all	of	the	questions	would	be	appropriate	for	
every program because of the different circumstances of each setting and the answers to 
some of the questions may have already been obtained during pre-planning.

1. What is the decision makers’ philosophical perspective on health promotion programs? 
What are the values and benefits of the programs to the decision makers? (Chapman, 
1997).	Do	they	see	the	programs	as	something	important	or	as	“extras”?

2. What type of commitment to the program are decision makers willing to make? Are 
they interested in the program becoming institutionalized? That is, are they inter-
ested in seeing that the “program becomes imbedded within the host  organization, 
so that the program becomes sustained and durable” (Goodman et al., 1993, 
p. 163)? Or are they more interested in providing a one-time or pilot  program? 
(Note: Goodman and colleagues [1993] have developed a scale for measuring 
 institutionalization.)

3. What	type	of	financial	support	are	decision	makers	willing	to	provide?	Does	it	
 include personnel for leadership and clerical duties? Released/assigned time for 
 managing the program and participation? Space? Equipment? Materials?

4. Are decision makers willing to consider changing the organizational  culture?  
That is, are decision makers interested in establishing a health supporting 
culture (Golaszewski, Allen, & Edington, 2008)? Among other things, such a 
culture might include health-supporting policies, services, and facilities. For 
example, are they interested in “well” days instead of sick days? Are they as 
interested in presenteeism—that is, showing up for work even if one is too 
ill, stressed, or distracted to be productive—as much as they are interested in 
 absenteeism? Would they like to create employee nonsmoking and safety belt 
policies? Change vending machine selections to more nutritious foods? Set aside 
an 	employee	room	for	meditation?	Develop	a	health	promotion	corner	in	the	
 organization’s library?

5. Will all individuals in the priority population have an opportunity to take advantage 
of the program, or will it be available to only certain subgroups?
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6. What type of committee will the planning committee be? Will it be a permanent or a 
temporary (ad hoc) committee (Hitt, Black, & Porter, 2012)? A permanent committee 
would indicate that decision makers want the planning committee to be a part of the 
ongoing structure of the organization.

7. What is the authority of the planning committee? Will it be an advisory group or 
a programmatic decision-making group? What will the chain of command be for 
program approval?

After the planning parameters have been defined, the planning committee should un-
derstand how the decision makers view the program, and should know what type and num-
ber	of	resources	and	amount	of	support	to	expect.	Identifying	the	parameters	early	will	save	
the planning committee a great deal of effort and energy throughout the planning process.

S U m m a r y

Creating a program rationale to gain the support of decision makers is an important 
initial step in program planning. Planners should take great care in developing a rationale 
for “selling” the program idea to these important people. A program rationale can be 
written	using	the	following	four	steps:	(1)	Identify	appropriate	background	information,	
(2) title the rationale, (3) write the content of the rationale, and (4) list the references used 
to create the rationale. A planning committee can be most useful in helping with some 
of the planning activities and in helping to sell the program to the priority population. 
Therefore, the committee should be composed of interested individuals, doers and 
influencers,	who	are	representative	of	the	priority	population.	If	the	planning	committee	
is to be effective, it will need to work efficiently and to know the planning parameters set 
for the program by the decision makers.

r e v I e W  Q U e S t I o n S

 1. What is the reason for creating a program rationale?

 2. Why is the support of decision makers important in planning a program?

 3. What kinds of reasons should be included in a rationale for planning and 
 implementing a health promotion program?

 4. How important is selling the idea of a program to decision makers?

 5. What items should be addressed when creating a program rationale?

 6. What is a problem statement? What does it include?

 7. What is social math? Give an example.

 8. Who should be selected as the members of a planning committee?
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 9. What are planning parameters? Give a few examples.

10. Why is it important to know the planning parameters at the beginning of the 
 planning process?

a C t I v I t I e S

1. Write a two-page rationale that sells a program you are planning to decision makers, 
using the guidelines presented in this chapter.

2. Write a two-page rationale for beginning an exercise program for a company with 
200 employees. A needs assessment of this priority population indicates that the 
number one cause of lost work time in this cohort is back problems and the number 
one cause of premature death is heart disease.

3. Write a problem statement that could be included in a program rationale for a 
 proposed adult smoking cessation program offered by the local health department in 
your hometown. The rationale will be given to the members of the County Board of 
Health. Use information and data from the County Health Rankings (http://www.
countyhealthrankings.org/) and Healthy People 2020 (http://www.healthypeople.
gov/2020/default.aspx) to support your problem statement.

4. Select a disease (e.g., diabetes, cancer, heart disease) or a health behavior (e.g., physical 
 inactivity, smoking) and write a paragraph describing the health problem using social 
math.

5.	 Visit	the	Websites	of	the	Task	Force	on	Community	Preventive	Services	(TFCPS)	and	
U.S. Preventive Services Task Force (USPSTF) (see Table 2.3 for URLs of the Websites). 
At the two sites, find out what the recommendations are for clinical skin cancer 
 screenings and educational programs for skin cancer. Summarize your findings in one 
to two paragraphs. Based on the recommendations, write another one to two para-
graphs  describing what advice you would give with regard to future health promotion 
programming to a community coalition that is trying to reduce the number of cases of 
skin cancer in its community.

6. For a program you are planning, write a two-page description of the individuals 
(by position/job title, not name) who will be asked to serve on the planning 
 committee, and provide a rationale for asking each to serve.

7. Provide a list (by position/job title, not name) and a rationale for each of the  
10 individuals you would ask to serve on a community-wide safety belt program. 
Use the town or city in which your college/university is located as the community.

8. Following are two program rationales written by former students at Ball State Univer-
sity. Read each of the rationales and then select one to critique using the guidelines 
presented in this chapter. Critique by describing the following: (a) the strengths of the 
rationale, (b) the weaknesses, and (c) how you would change the rationale to make it 
stronger. Be critical! Closely examine the content, reasoning, and references.

http://www.countyhealthrankings.org/
http://www.countyhealthrankings.org/
http://www.healthypeople.gov/2020/default.aspx
http://www.healthypeople.gov/2020/default.aspx
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e x a m P l e  1

A rationale for “No Butts About It”: A campaign to create a smoke-free ordinance in the 
restaurants of Delaware County, Indiana.*
The global tobacco use pandemic is responsible for 4.9 million deaths a year worldwide 
(WHO, 1998). The United States ranks as the second highest consumer of cigarettes in 
the world with 451 billion consumed each year (WHO, 1998). Tobacco use has been 
labeled the single most important preventable cause of death and disease in the United 
States, causing more than 440,000 deaths and resulting in more than $75 billion in direct 
medical costs annually. Nationally, smoking results in more than 5.6 million years of 
potential life lost each year.

In	the	United	States,	approximately	80%	of	adult	smokers	started	smoking	before	
the age of 18. That means that each day nearly 5,000 young people under the age of 
18	try	their	first	cigarette	(USDHHS,	2000).	It	is	clear	that	years	of	cigarette	smoking	
vastly increase the risk of developing several fatal conditions. Cigarette smoking is 
responsible	for	one-third	of	all	cancers.	It	is	the	leading	cause	of	lung	cancer	contribut-
ing	to	90%	of	all	lung	cancers.	It	is	also	associated	with	cancers	of	the	mouth,	phar-
ynx, larynx, esophagus, stomach, pancreas, uteri cervix, kidney, bladder, and colon 
(USDHHS,	1994).	Smoking	also	increases	the	risk	of	cardiovascular	disease	including	
stroke,	heart	attack,	vascular	disease,	and	aneurysm	(USDHHS,	1994).

Environmental tobacco smoke (ETS) is a mixture of the smoke given off by the burn-
ing end of a cigarette (sidestream smoke) and the smoke emitted at the mouthpiece and 
exhaled from the lungs of smokers (main stream smoke). ETS, also known as second hand 
smoke,	is	a	major	source	of	indoor	air	pollution.	In	the	United	States,	approximately	38,000	
deaths	are	attributable	to	ETS	exposure	each	year	(NCI,	2000).	When	a	cigarette	is	smoked,	
only 15% of the smoke is inhaled by the smoker, the other 85% goes directly into the air. 
Cigarette smoke contains more than 4,000 substances, and 40 of these are classified as car-
cinogens (cancer causing agents). Nearly nine out of ten nonsmoking Americans are exposed 
to ETS, as measured by the levels of cotinine, a chemical the body metabolizes from nico-
tine, in their blood. Eighty-eight percent of all nontobacco users had measurable levels of 
	cotinine	in	their	blood	according	to	a	study	conducted	by	the	CDC.	The	presence	of	cotinine	
is  documentation that a person has been exposed to ETS. Serum cotinine levels can be used 
to estimate nicotine exposure over the last two to three days.

ETS is estimated to cause approximately 3,000 lung cancer deaths per year 
among nonsmokers and contributes to 40,000 deaths related to cardiovascular disease 
(USDHHS,	1994).	These	deaths	are	all	due	to	breathing	the	smoke	of	others’	cigarettes	
and make ETS the third leading preventable cause of death in the United States. Some 
of the highest reported exposures to concentrations of ETS are found in food service 
establishments (EPA, 1992).

Approximately,	one	out	of	every	four	adults	in	Indiana	smokes	making	it	the	fourth	
highest	in	the	nation	(27%	compared	to	the	U.S.	median	of	23.3%)	(CDC,	2002).	The	
number of adults between ages 18 to 24 who smoke has risen due to the tobacco com-
panies	targeting	that	age	group	since	1996	(SFI,	2003).	The	results	of	the	Indiana	Youth	
Tobacco Survey show that 9.8% of middle school students and 31.6% of high school 
students	are	current	cigarette	smokers	(SFI,	2000).	The	smoking	attributable	mortality	

*This rationale was written by Peggy Chute, Fariba Mirzaei, and Joe Turner while they were graduate 
students	at	Ball	State	University,	Muncie,	IN.	Reprinted	with	permission.
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rate	(SAM)	in	Indiana	is	also	higher	(341.4/100,000)	compared	to	the	median	for	the	
United	States	(295.5/100,000)	(CDC,	2002).

The	five	 leading	causes	of	death	 in	Delaware	County	are	cardiovascular	disease,	
malignant neoplasm, chronic obstructive pulmonary disease, and unintentional injuries 
(Synergy, 1998). Lung and bronchial cancer had higher incidence of death when compared 
to	other	cancers.	“Residents	of	Delaware	County	are	clearly	at	risk	for	cigarette	smoking,	
with 3 in 10 claiming to smoke and having smoked 100 or more cigarettes in their entire 
lives”	(Synergy,	1998,	p.	17).	Delaware	County	residents	were	significantly	higher	when	
compared to the national average and the percentage of smokers increased from 1989 
(27%)	to	1998	(30%).	Currently,	Delaware	County	has	no	ordinance	to	prohibit	smok-
ing in public, including restaurants. This allows ETS to have effects on their nonsmoking 
clients, smoking clients, and workers of the restaurants.

One of the national health objectives for 2010 is to reduce public exposure to ETS 
(USDHHS,	2000).	Objective	27-13c	is	specifically	related	to	laws	on	smokefree	air	in	
restaurants. The base line measure for this objective was only 3 states and the target for 
2010	is	51	states	(50	states	and	the	District	of	Columbia).

To	reduce	public	exposure	to	ETS,	the	Centers	for	Disease	Control	and	Prevention	
recommends smoking bans and restrictions in public places to reduce exposure to 
 second-hand smoke. The Task Force on Community Prevention Services, a nonfederal 
public health panel, which conducted in-depth systematic reviews on selected tobacco 
interventions concluded that smoking bans and restrictions are the most effective 
measures	to	reduce	exposure	to	second-hand	smoke	(CDC,	2002).

Local ordinances requiring restaurants to be smokefree have spread rapidly. Over 
230 U.S. municipalities in different states, among these states Massachusetts, Texas, 
Colorado,	Wisconsin,	New	York,	Oregon,	North	Carolina,	and	Arizona,	have	smokefree	
ordinances	in	some	of	their	cities.	Fort	Wayne	is	a	good	example	in	the	state	of	Indiana,	
where a smokefree ordinance was passed in 1998. Additionally, the states of California, 
Maine,	Maryland,	Vermont,	and	Utah	have	smokefree	restaurant	laws.	Several	Canadian	
jurisdictions also have restaurant smoking bans.

Contrary to popular belief, restaurants that implement smokefree policies do not see 
a decline in profits. Studies in cities that have implemented such policies have shown sales 
to remain constant and in some cases sales have increased (Americans for Nonsmokers’ 
Rights, 2002).

In	addition	to	stable	economic	conditions,	health	care	costs	decline	due	to	a	decrease	
in worker’s compensation claims, decrease in absenteeism, and an increase in worker 
productivity	(CDC,	2002).

After reviewing national, state and local data it is clear that there is a significant health 
problem	in	regards	to	ETS	in	Delaware	County.	It	is	important	to	“think	globally	and	act	
locally.”	This	community	problem	provides	a	need	for	action	at	the	local	level.	In	order	to	
succeed in a local campaign to prohibit smoking in restaurants it is important to mobilize 
grassroots activities. Educating the citizens regarding the health risks of ETS, and mobilizing 
local	advocates	will	empower	the	Tobacco	Free	Coalition	of	Delaware	County’s	activities	in	
executing a smokefree ordinance campaign. A significant and active grassroots base of sup-
port is the most potent weapon to counter the relentless and well-funded opposition from 
the tobacco industry. Tobacco control advocates have the expertise to draft sound smoke-
free policies based on successes and lessons learned from other clean indoor air campaigns 
across the country, while policymakers often lack tobacco control knowledge or expertise.

The above rationale adds up to the conclusion that the Tobacco Free Coalition of 
Delaware	County	can	succeed	in	advocating	for	and	passing	a	smokefree	ordinance	in	
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Delaware	County	if	it	obtains	active	grassroots	support	from	the	community.	Passage	
of	an	ordinance	in	turn	will	decrease	the	dangers	of	ETS	exposure	in	Delaware	County.	
Therefore the No Butts About It program can be a means to achieving these goals.
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e x a m P l e  2

A Rationale for “Mind, Body, and Soul”: A Health Education Program at First 
Presbyterian Church, Muncie, IN*

The health status of Americans has improved greatly in the last 50 years as evidenced 
by the decrease in the number of cases of communicable disease, increased life expectancy, 
and the declining death rates (NCHS, 1997). However, the health status of Americans 
could be further improved if Americans were willing to make additional changes. We now 
know that better control of behavioral risk factors alone—such as lack of exercise, poor 
diet, use of tobacco and other drugs, and alcohol abuse—could prevent between 40% and 
70% of all mature deaths, one-third of all acute disabilities, and two-thirds of chronic 
disabilities	(USDHHS,	1990).

*This rationale was written by the undergraduate students enrolled in the program planning 
classes	at	Ball	State	University,	Muncie,	Indiana.
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Closer to home, recent data also indicate that the health status of Hoosiers has 
improved	but	they	too	could	do	more	to	improve	their	health.	In	1996,	32%	of	the	
adults	(>17	years	of	age)	in	Indiana	were	overweight,	29%	were	current	smokers,	and	
66%	were	classified	as	having	a	sedentary	lifestyle	(ISDH,	1998).	The	data	from	Indiana	
are also consistent with the data that were collected from the members of the adult 
education	class,	 the	Mariners,	at	First	Presbyterian	Church	in	Muncie,	 IN.	The	data	
collected using a health risk appraisal (HRA) (Healthier People Software, no date) and 
a health and spirituality questionnaire (developed by health science students from Ball 
State University) indicated that the Mariners were interested in educational programs on 
faith and its relationship to health, humor and healing, and stress management (includ-
ing	prayer	as	a	means	of	stress	reduction).	In	addition,	there	appears	to	be	a	need	for	or	
an interest in programs associated with aging (including Alzheimer’s disease), the family, 
nutrition, weight control, and exercise.

It	seems	logical	to	try	to	address	some	of	the	health	needs	and	interests	of	those	in	
the Mariners class through the Christian Education program of the church. For a long 
time, religious organizations have functioned as “healing” institutions as evidenced by 
the mental health issues addressed through pastoral counseling (Ransdell & Rehling, 
1996). The idea of addressing the health needs and interests of a priority population 
in	combination	with	spiritual	practices	has	been	encouraged.	“In	recent	years,	both	the	
validity of spiritual and religious practices as well as the potential to the overall health 
and well-being have not only been acknowledged by modern medicine, but encouraged 
as	mechanisms	for	health	enhancement”	(Droege,	1996,	p.	7).	And	further,	it	makes	good	
sense to offer health related programs at church since the Bible “provides a very power-
ful foundation for the development of health programs within the spiritual framework of 
the	church”	(Jackson,	1991,	pp.	8–9).	In	a	more	practical	sense,	religious	organizations	
have a number of important potential advantages for involvement in health education/
promotion programs because religious organizations (1) tend to involve large numbers 
of entire families, (2) are often the center of the neighborhood and a natural gather-
ing place, (3) have a long history of outreach and helping others, (4) often have a tal-
ented and multi-disciplinary membership, (5) have been found to be receptive to the 
efforts of primary prevention, and (6) have the facilities to accommodate such programs 
(Lasater,	Carleton,	&	Wells,	1991).	In	addition,	religious	organizations	are	good	settings	
for health education/promotion programs because when people attend they do so with 
the expectation of learning; religious organizations are accepted as educational institu-
tions (Lasater, Carleton, & Wells, 1991). Consequently, the church is a natural commu-
nity arena for health education/promotion programs that focus on behaviors that are 
then  reinforced by the social support and social networks that exist in churches (Levin, 
Larson, & Puchalski, 1997; Thomas, Quinn, Billingsley, & Caldwell, 1994).

Several benefits can be anticipated from the Mind, Body, and Soul program offered at 
First Presbyterian Church. First and foremost, it should be expected that the Mariners class 
members will increase their knowledge about the topics presented. Such knowledge will be 
beneficial to both the Mariners class members and the people—family and friends—with 
whom they come in contact. Second, such a program will introduce participants to topics 
that have not been addressed before in the class. Third, the program will provide partici-
pants with an opportunity to apply spiritual and religious concepts to everyday living. And 
fourth, such a program may attract other members of the congregation to the Mariners 
class that have not attended in the past.

The Mind, Body, and Soul program for the First Presbyterian Church Mariners class 
has great potential for being successful for several reasons. First, as noted earlier, the Bible 



 Chapter 2   Starting the Planning ProceSS 41

provides a solid base on which to build a health education/promotion program (Jackson, 
1991). A number of the scriptures support the healing power of faith (Lloyd, 1994). Class 
members are interested in learning more about the Bible. Second, the majority of similar 
other church-based health promotion programs have been highly successful (Cook, 1993). 
And finally, the program will be well planned and will meet the needs and interests of 
the class members. Ransdell and Rehling (1996) have indicated that such programs have a 
better chance of being successful.
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W e b l I n k S

1. http://www.thecommunityguide.org/index.html

Guide to Community Preventative Services

This Webpage includes evidence-based recommendations for programs and policies 
to promote population-based health.

2. http://new.wellsteps.com/

WellSteps

This is the home page for WellSteps, a company that helps other companies create 
worksite wellness programs. At the site you will find a number of different resources 

http://www.thecommunityguide.org/index.html
http://new.wellsteps.com/
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that can assist you as you begin the planning process. One tool found at this site is 
the	return	on	investment	(ROI)	calculator	for	health	care	costs	[http://www.wellsteps 
.com/roi/resources_tools_roi_cal_health.php] that can help you determine if a health 
promotion for a company would make good economic sense.

3. http://www.countyhealthrankings.org/

County Health Rankings

At this Website you will find a set of reports that rank the overall health of every 
county	in	the	United	States.	If	you	are	planning	county-wide	programs	you	will	find	
this to be a valuable resource when creating rationales. The County Health Rankings 
are a part of the Mobilizing Action Toward Community Health (MATCH) project, 
which is a collaboration between the Robert Wood Johnson Foundation and the 
University	of	Wisconsin	Population	Health	Institute.

4. http://www.astho.org

Association of State and Territorial Health Officials (ASTHO)

ASTHO is the national nonprofit organization representing the state and territorial 
public	health	agencies	of	the	United	States,	the	U.S.	Territories,	and	the	District	of	
Columbia. This Website has links to all the state and territorial health departments. 
If	you	are	planning	a	program	for	the	community	setting,	this	site	contains	a	lot	of	
information that could help you develop a rationale for your program.

5. http://www.census.gov/compendia/statab

U.S. Census Bureau

This page at the U.S. Census Bureau Website provides information about the national 
data book called Statistical Abstract of the United States. The data book contains a 
collection of statistics on social and economic conditions in the United States. Selected 
international data are also included. The Abstract is also a guide to sources of other 
data from the Census Bureau, other federal agencies, and private organizations.

6. http://www.welcoa.org/

Wellness Councils of America (WELCOA)

WELCOA was established in 1987 as a national nonprofit membership organization 
dedicated to promoting healthier lifestyles for all Americans, especially through 
health	promotion	initiatives	at	the	worksite.	If	you	are	planning	a	program	for	the	
worksite setting, this Website contains a lot of information that could help you 
 develop a rationale for your program.
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A key role, if not the central role, of the health education specialist is planning, 
 implementing, and evaluating programs. Box 3.1 identifies the responsibilities and 

competencies for health education specialists that pertain to the material presented in 
this chapter. Good health promotion programs are not created by chance; they are the 
product of coordinated effort and are usually based on a systematic planning model or 
approach. Planning models, which are visual representations and descriptions of steps 
or phases in the planning process are the means by which structure and organization 
are given to the successful development and delivery of health promotion programs. 

Models for Program Planning 
in Health Promotion

C h a p t e r   3 

C H a P t e r  O b j e C t i v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	 Explain	the	value	of	using	a	model	in	planning	a	program.

•	 Explain	the	value	of	the	Generalized	Model	in	particular.

•	 Identify	key	models	in	planning	health	promotion	programs	and	briefly	describe	each.

•	 Identify	the	basic	components	of	the	planning	models	presented	and	how	they	relate	
to	the	Generalized	Model.

•	 Apply	a	model	to	a	program	you	are	planning.

K e y  t e r m s

APEX-PH
ecological framework
enabling factors
formative research
Generalized	Model
Health	Communication	

Model

healthy communities
Healthy	Plan-It
intervention mapping
MAP-IT
MAPP
PATCH
population-based	approach

PRECEDE-PROCEED
predisposing factors
reinforcing factors
SMART	Model
SWOT
three Fs of program planning
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Models	provide	planners	with	direction	and	a	framework	from	which	to	build	interven-
tions that can improve the health of individuals and communities.

Through	the	years,	an	array	of	planning	models	has	been	developed	and	presented	
with widely varying degrees of acceptance and use. Although these models tend to share 
common elements, they often label and describe these elements differently, giving the 
	impression	that	something	unique	and	useful	has	been	offered.	However,	when	new	models	
emerge	and	appear	novel,	keep	in	mind	they	are	probably	more	similar	to	existing		models	
than different and unique. For this reason, we use what we call the Generalized Model to 
teach basic principles of planning and evaluation emphasized in most planning models. 
With	this	as	a	backdrop,	it	is	important	to	note	that	the	Generalized	Model	is	not	a	new	
model either but rather a composite of what is represented in most, if not all other models.

As illustrated in Figure 3.1,	the	Generalized	Model	consists	of	five	basic	elements	or	
steps: (1) assessing needs; (2) setting goals and objectives; (3) developing interventions; 
(4)	implementing	interventions;	and	(5)	evaluating	results.	In	addition,	pre-planning	is	a	
quasi-step	in	the	model	but	is	not	included	formally	since	it	involves	actions	that	occur	
before	planning	technically	begins.	The	first	step	in	the	Generalized	Model,	assessing	
needs, is the process of collecting and analyzing data to determine the health needs of a 
population and can include priority setting and the identification of a priority population. 
Setting goals and objectives identifies what will be accomplished while interventions or 
programs are the means by which the goals and objectives will be achieved (i.e., the how). 
Implementation	is	the	process	of	putting	interventions	into	action	and	evaluation	focuses	
on improving the quality of interventions (formative evaluation) as well as determining 
their	effectiveness	(summative	evaluation).	Collectively,	these	steps	define	planning	and	
evaluation	at	its	core.	To	illustrate	how	planning	models	in	general	are	aligned	with	the	
steps	outlined	in	the	Generalized	Model,	we	briefly	describe	how	certain	models	have	
evolved over the last few decades.

Box 3.1  Responsibilities and Competencies for Health 
Education Specialists

This chapter covers planning models as well as other considerations and criteria 
necessary to develop a planning sequence from start to finish. Responsibilities and 
competencies that are connected with the content in this chapter include:

Responsibility II: Plan Health Education

Competency 2.1: Involve priority populations and other  
stakeholders in the planning process

Competency 2.2: Develop goals and objectives

Competency 2.3: Select or design strategies and  
interventions

Competency 2.4: Develop a scope and sequence for the  
delivery of health education

Source: NCHEC, SOPHE, & AAHE (2010).
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In	1983,	the	Centers	for	Disease	Control	and	Prevention	(CDC)	introduced	PATCH, or 
Planned	Approach	to	Community	Health,	as	its	planning	model	of	preference	to	be	used	in	
partnership with state and local health departments and local communities (Lancaster &  
Kreuter, 2002). Box 3.2	displays	the	steps	or	phases	of	the	PATCH	model.	Note	the	simi-
larities	between	the	PATCH	model	and	the	Generalized	Model.	PATCH	begins	by	mobiliz-
ing	the	community	and	is	represented	by	what	we	have	previously	described	as	pre-plan-
ning. Both models collect and organize data (needs assessment), both choose priorities and 
select priority populations (needs assessment), both select and implement interventions, 
and both conduct evaluations.

In	1987,	a	new	model,	APEX-PH	(Assessment	Protocol	for	Excellence	in	Public	Health)	
emerged as a cooperative project among several prominent public health  organizations 
including	the	CDC,	the	American	Public	Health	Association	(APHA),	and	the	National	
Association	of	County	and	City	Health	Officials	(NACCHO)	(NACCHO,	1991).	APEX-PH	
was designed specifically for local health departments to engage in the planning and evalu-
ation process. Box 3.3	displays	the	steps/phases	of	the	APEX-PH	model.	In		essence,	this	
model involves data collection (needs assessment), developing and implementing an action 
plan	(interventions),	and	performing	evaluation.	APEX-PH	does	basically	the	same	thing	as	
PATCH	and	both	models	do	the	same	thing	as	the	Generalized	Model.
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Assessing
Needs

Setting Goals &
Objectives

Developing
Interventions

Implementing
Interventions

Evaluating
Results

Collecting and analyzing data to determine
the health needs of a population; setting

priorities and selecting a priority population

Improving quality and
determining effectiveness

Putting interventions into action

How goals and objectives
will be achieved

What will be accomplished

Figure 3.1 The Generalized Model

Box 3.2 Phases in the PATCH Model

Phase 1 Mobilizing the Community

Phase 2 Collecting and Organizing Data

Phase 3 Choosing Health Priorities and Target Groups

Phase 4 Choosing and Conducting Interventions

Phase 5 Evaluating the PATCH Process and Interventions
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Beginning	in	1997,	the	CDC	and	NACCHO	collaborated	on	the	development	of	a	new	
model and in 2000 released the MAPP	model—Mobilizing	for	Action	through	Planning	
and	Partnerships	(NACCHO,	2001).	In	essence,	the	MAPP	model	replaced	APEX-PH	as	a	
foundational approach to planning and evaluation. Box 3.4	displays	steps	in	the	MAPP	
process.	Starting	with	organizing	for	success	and	visioning	(i.e.,	pre-planning),	the	MAPP	
model guides planners through four needs assessments, which lead to the identification 
of strategic issues, then formulation of goals and objectives, and finally the action cycle 
(implementing interventions and evaluation) (see Figure 3.4 later in the chapter). Again, 
these	steps	are	very	consistent	with	the	Generalized	Model.

More	recently,	in	December	2010,	Healthy People 2020, a national planning frame-
work, was released to help guide public health and health promotion planning efforts for 
the	next	decade	(USDHHS,	2011c).	Box 3.5 displays a planning guide entitled MAP-IT 

Box 3.3 Phases in the APEX-PH Model

Phase 1 Organizational Capacity Assessment (Internal Assessment of Strengths)

Phase 2 The Community Process:

Collection and Analysis of Community Health Status Data

Collection and Analysis of Community Opinion Data

Development of an Action Plan with Goals and Objectives

Phase 3 Completing the Cycle (Implementation Plan and Evaluation Plan)

Box 3.5 Phases in MAP-IT

Phase 1 Mobilize

Phase 2 Assess

Phase 3 Plan

Phase 4 Implement

Phase 5 Track

Box 3.4 Phases of MAPP

Phase 1 Organizing for Success and Partnership Development

Phase 2 Visioning

Phase 3 four MAPP Assessments

Phase 4 Identify Strategic Issues

Phase 5 formulate Goals and Strategies

Phase 6 Action Cycle
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(mobilize, assess, plan, implement, and track), introduced as a way to assist communities 
in implementing their own adaptations of Healthy People 2020.	The	steps	in	MAP-IT	are	
nearly identical to the other models that have been introduced over the last 30 years as well 
as	the	Generalized	Model.

As	you	can	see,	the	Generalized	Model	represents	what	is	displayed	in	all	of	these	other	
models.	PATCH,	APEX-PH,	MAPP,	and	MAP-IT	are	all	theoretically	good	models	and	can	
each	be	used	to	successfully	plan,	implement,	and	evaluate	programs.	The	same	could	be	
said for	dozens	of	other	models,	some	of	which	are	presented	later	in	this	chapter.	However, if	
the disciplines of health education and health promotion could streamline the planning pro-
cess with a model that establishes a common framework with universally  accepted  labels 
and definitions, practitioners could consistently engage in the same process regardless of 
place	or	setting.	This	might	allow	for	better	measurement	and	reporting	of	the	key	steps	
 associated with planning and evaluation, and more importantly, improvement in our ability 
to	engage	in	the	process.	For	these	reasons,	we	promote	the	use	of	the	Generalized	Model.

In	practice,	most	planners	will	encounter	situations	where	it	is	not	feasible	to	use	
a model in its entirety or when it is necessary to combine parts of different models to 
meet specific needs. What is most critical for any student, practicing health education 
specialist, or planner is a working knowledge of the basic steps that guide any model or 
planning	approach.	The	two	most	significant	challenges	you	will	face	in	planning	efforts	
are: (1) the preferences of stakeholders for a planning model or approach; and (2) inter-
personal	conflicts	among	stakeholders.	Careful	study	of	the	Generalized	Model	will	help	
you address the first challenge.

Understanding	 the	Generalized	Model	will	 help	 you	 adapt	 and	 respond	 to	 com-
plex	planning	tasks	you	will	experience	in	professional	practice.	With	planning	expertise	
	associated	with	your	working	knowledge	of	the	Generalized	Model,	you	will	be	able	to	
both lead planning processes and educate other stakeholders about the basic sequence of 
the	planning	process.	Even	though	at	first	glance	most	models	look	linear	(i.e.,	one	step	
leads	to	the	next),	in	practice,	the	steps	outlined	in	the	Generalized	Model	get	blended	as	
practitioners	skip	back	and	forth	between	tasks.	Thus,	knowledge	and	familiarity	with	the	
Generalized	Model	and	the	basic	principles	of	planning	and	evaluation	will	help	you	quickly	
assimilate and interpret varying or competing stakeholder preferences for planning into a 
guiding paradigm that will generally keep you on track. Although there is nothing unique 
about	the	Generalized	Model	itself,	its	principles	are	the	building	blocks	for	all	other	models	
and actually represent the foundation of health education and health promotion practice.

Another	benefit	of	understanding	the	Generalized	Model	 is	an	 increased	ability	
to apply an important process closely related to program planning—grant writing. 
Requirements listed in requests for applications (RFAs) or requests for proposals (RFPs) 
related to grant announcements will be developed by the funding agency/organization 
and include their preferences for language and terminology. But the steps or require-
ments related to requests for health funding almost always relate back to the steps 
displayed	in	the	Generalized	Model.

For	example,	funding	requests	from	the	CDC	and	other	federal	or	national	organiza-
tions generally require applicants to organize proposals with the following types of sections: 
background and statement of need; work plan; management plan; evaluation; and budget. 
These	sections	parallel	closely	with	the	Generalized	Model:	the	background	and	statement	
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of need relate to the needs assessment; the work plan includes goals and objectives as well 
as a description of interventions; and the management plan generally includes requirements 
for	program	implementation.	The	Community	Tool	Box	(see	Weblinks	at	the	end	of	this	
chapter), a Website designed to assist health professionals with various tasks, outlines the 
standard components of a grant proposal. Sections include the statement of the problem/
needs assessment; project description (goals and objectives and methods/activities); the eval-
uation	plan;	and	the	budget	request	and	justification	(University	of	Kansas,	2011b).

Clearly,	understanding	 the	basic	 steps	of	program	planning	as	presented	 in	 the	
Generalized	Model	or	the	other	planning	models	used	in	health	promotion	have	broader	
benefit than just understanding principles related to program planning. A serious study 
of program planning models in general will help prepare you with key skills necessary to 
perform your work in health promotion.

Pay particular attention to the models presented in this chapter and see how they 
integrate	the	basic	elements	from	the	Generalized	Model	in	one	form	or	another.	With	an	
understanding and appreciation for the steps presented in this chapter, all planning mod-
els	will	become	much	easier	to	use	in	health	promotion	settings.	Then,	when	you	need	to	
make adjustments in the middle of a planning process, you will be able to identify and 
preserve the critical planning components.

In	practice,	selecting	a	specific	planning	model	to	apply	will	be	based	on	many	fac-
tors: (1) the preferences of stakeholders (e.g., decision makers, program partners, consum-
ers); (2) how much time and funding are available for planning purposes; (3) how many 
resources are available for data collection and analysis; (4) the degree to which clients are 
actually involved as partners in the planning process or the degree to which your planning 
efforts will be consumer oriented (i.e., planning is largely based on the wants and needs 
of consumers or the planning process is owned by the community itself); and (5) prefer-
ences of a funding agency (in the case of a grant or contract award). Planners must have 
the capacity to not only lead a planning process, but also negotiate these important issues 
with and among a diverse set of stakeholders.

Three	important	criteria,	or	the	three Fs of program planning: fluidity, flexibility, and 
functionality, should also help guide the selection of your model and govern the applica-
tion of its use. Fluidity suggests that steps in the planning process are sequential, or that 
they	build	on	one	another.	It	is	usually	a	problem	if	certain	steps	in	the	planning	process	
are	performed	out	of	sequence	as	diagrammed	in	the	Generalized	Model.	For	example,	
a planner cannot develop goals and objectives until a needs assessment has been performed 
and a priority health problem has been identified.

Flexibility	means	that	planning	is	adapted	to	the	needs	of	stakeholders.	Due	to	vari-
ous	circumstances,	planning	is	usually	modified	as	the	process	unfolds.	For	example,	some	
health	problems,	such	as	an	outbreak	of	influenza,	require	a	rapid	assessment	and	scan	of	
the environment. Strict adherence to a model in light of unique and pressing circumstances 
will	 generally	 lead	 to	 frustration	among	partners	 and	a	 less-than-desirable	outcome.	
Functionality means that the outcome of planning is improved health conditions, not the 
production of a program plan itself. A model is only a tool to help planners accomplish 
their real work—to enhance health and decrease disease and disability.

In	addition	to	the	three Fs, when deciding on a planning model, it is also important 
to ensure that the model is conducive to planning a population-based approach and that 
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it uses an ecological framework. Whereas systematic and strategic planning efforts can 
address smaller populations such as those found in a small community or worksite, many 
planning processes, due to costs and other resources, usually pertain to large population 
segments of even larger populations—thus the term population-based approach.

Planners must also understand the interaction between a priority population and the 
communities	in	which	they	live.	The	ecological	framework	helps	planners	better	appreciate	
that families, schools, employers, social networks, organizations, communities, and societies 
exert	an	influence	on	individuals	and	priority	populations	as	they	attempt	to	change	health	
behaviors	and	improve	their	health	(Bartholomew	et	al.,	2011).	Thus,	planners	must	work	
with	priority	populations	within	the	context	of	broad	environments.

In	addition,	during	pre-planning,	planners	need	to	determine	the	extent	to	which	
members of the priority population will be involved in the planning process and in 
decision	making.	This	varies	widely	 in	practice	and	may	range	from	no	community	
involvement	on	one	end	of	a	continuum	to	an	approach	like	community-based	partici-
patory research where the community itself owns the program and is the unit of iden-
tity, solution, and practice involved in all aspects of program development and delivery 
(Trickett,	2011).	Ideally,	planning	efforts	in	health	promotion	should	use	a	partnership-
based	approach	in	the	context	of	community	empowerment	and	mobilization	where	
professionals work in unison with community members in taking actions to improve 
health and reduce disease.

The	remainder	of	this	chapter	will	provide	an	example	of	how	the	Generalized	Model	
could hypothetically operate in practice and also present a few other prominent models 
used	by	planners	in	health	promotion	settings	including	PRECEDE-PROCEED;	MAPP	and	
MAP-IT	(as	previously	introduced);	and	SMART.	These	models	represent	a	wide	range	of	
planning	approaches	even	though	they	share	elements	displayed	in	the	Generalized	Model.	
Still other models, each of which may be just as good from theoretical or practical perspec-
tives,	will	be	briefly	presented	and	referenced.

Generalized Model

To	help	you	better	understand	how	the	Generalized	Model	might	work	in	practice,	we	
will	use	a	hypothetical	example	to	walk	you	through	its	five	steps.	Of	course,	in	practice,	
stakeholders may choose a different approach than what is presented here. But at least 
you can see how the steps in the model build upon each other.

Let’s	assume	Jane	Doe,	CHES,	a	recent	health	promotion	graduate,	has	just	been	
hired	by	a	medium-sized	county	health	department	in	California.	She	has	been	asked	
to lead a planning process to identify a health problem that will become the health 
department’s	key	priority	for	the	next	three	years.	As	daunting	as	this	might	seem	to	a	
new professional, it is not out of the realm of possibility.

The	first	thing	Jane	decides	to	do	is	some	pre-planning.	She	sets	out	to	identify	key	
stakeholders who can help guide the process as well as partners who will actually help her 
carry out the work. She organizes a few meetings with stakeholders to discuss the collec-
tive vision for the process including purpose, scope, and deliverables as well as the leader-
ship structure (i.e., authority, roles, and responsibilities). She ensures that five partners are 
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community residents who have volunteered previously with the health department and 
can help represent the community in general. Jane begins discussions with her partners 
to identify and secure resources to be able to implement a program once a priority health 
problem and priority population have been identified. Although Jane realizes she does 
not	need	to	spend	months	or	even	weeks	pre-planning,	she	also	understands	the	value	of	
getting all stakeholders on the same path with respect to vision, leadership, and resources. 
This	will	help	ensure	a	more	positive	and	successful	planning	approach.

The	actual	planning	and	evaluation	process	begins	with	a	needs assessment. Stakeholders 
determine together that they will collect data in three main categories: chronic diseases,  
infectious	diseases,	and	injuries.	Three	teams	are	assembled	to	address	each	of	the	cat-
egories	and	each	team	is	charged	with	identifying	8–10	leading	health	problems	or	dis-
eases	within	the	three	categories.	Teams	agree	to	use	a	recent	data	report	produced	by	the	
California	Department	of	Health	Services	(organized	by	county)	that	describes	leading	
causes	of	mortality,	morbidity,	and	hospitalizations	to	select	the	8–10	health	problems	for	
each of the categories. Stakeholders further determine that they will collect the following 
types	of	data	for	each	of	the	8–10	health	problems:	county-specific	mortality	and	mor-
bidity data; hospital discharge data; economic data; years of potential life lost; disability 
data; data on disparities; social determinants and risk factors for each health problem; and 
evidence of successful interventions that relate to the preventable nature of each health 
problem.	The	planning	team	decides	on	a	presentation	template	for	each	health	problem	
that includes graphs as well as brief descriptions for each of the predetermined criteria. 
The	three	planning	teams	decide	to	allow	two	months	to	collect	and	organize	all	the	data.

After two months have passed, all three teams come together to compile all of their 
work in a single report and to make an oral presentation of their findings. Afterward, 
Jane and the five community residents are given the assignment to use the basic prior-
ity	rating	(BPR)	model	(Neiger,	Thackeray,	&	Fagen,	2011)	to	narrow	the	list	of	health	
problems	within	each	category	to	five	(see	Chapter	4	for	BPR).	Jane	serves	as	the	mod-
erator of priority setting to make sure everyone understands the process. Within a week, 
five chronic diseases (heart disease, breast cancer, lung cancer, diabetes, and arthritis), five 
infectious	diseases	(HIV/AIDS,	pneumonia,	chlamydia,	E.coli,	and	meningitis),	as	well	as	
five unintentional injuries (falls, drownings, motor vehicle injuries, bicycle crashes, and 
auto-pedestrian	injuries)	surface	as	leading	health	problems	in	the	county.

After preliminary priority setting, the group of stakeholders decides it would like 
to supplement its needs assessment with a series of focus groups throughout the county 
to determine what community residents feel are the most significant health problems 
among the initial priorities. Stakeholders decide to hire an evaluation firm to conduct 
20 focus	groups	across	the	county	and	prepare	a	report.	The	final	bid	for	services	 is	
$8,500,	which	the	community	outreach	office	of	a	local	hospital	agrees	to	pay.

As the evaluation firm begins to organize and conduct focus groups, stakeholders 
use the BPR model to further prioritize the remaining 15 health problems. Jane leads 
all discussions but is assisted by a program coordinator from the local chapter of the 
American	Cancer	Society	who	has	years	of	experience	in	health	promotion	and	some	
	experience	with	the	BPR	model.	It	takes	the	group	two	additional	meetings	to	develop	
a list of their top five priorities: (1) motor vehicle injuries; (2) heart disease; (3) breast 
cancer; (4) chlamydia; and (5) diabetes.
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Within a month, the contracted evaluation team returns with its findings from the 
focus	groups.	Data	indicate	that	the	community	believes	effective	prevention	should	start	
with children and adolescents and that the county should focus on childhood obesity as 
a	risk	factor	for	heart	disease	as	well	as	the	prevention	of	sexually	transmitted	diseases	
(i.e., chlamydia) among adolescents.

With these findings, Jane and her stakeholders are faced with a difficult decision. 
The	BPR	model	and	process	produced	a	convincing	case	 that	motor	vehicle	 injuries	
should be the county’s top priority. But community residents are not in agreement. After 
thoughtful deliberation, stakeholders decide to develop a safe driving program among 
high school students throughout the county as well as a childhood obesity prevention 
program	among	elementary	and	junior	high	students.	They	further	decide	to	create	two	
planning teams for each of the priorities, with each team taking responsibility for grant 
writing	and	funding	in	general.	The	teams	are	also	tasked	to	identify	appropriate	part-
ners	with	specific	expertise	and	resources	in	each	of	the	two	priority	areas.

With health problems and priority populations identified, each newly formed team 
develops goals and objectives	for	each	of	the	two	priorities.	Using	Healthy People 2020 
as a starting point, the teams develop general goals for each of the priorities as well 
as	process,	impact,	and	outcome	objectives.	The	teams	carefully	develop	their	baseline	
measurements (i.e., starting points) for each objective based on the data collected in the 
needs assessment. Again, using the targets in Healthy People 2020, each team develops 
its own targets for each objective, ensuring that each one is specific, measurable, achiev-
able,	realistic,	and	time-phased.

With goals and objectives developed, the planning teams turn to developing the 
 interventions,	 the	 third	 step	 in	 the	Generalized	Model.	Here,	planners	need	 to	deter-
mine	if	they	will	use	existing	programs	and	tailor	them	to	their	priority	population	or	
develop their own programs. Jane remembers from her undergraduate coursework that 
	interventions	need	to	be	evidence-based.	She	works	with	both	teams	to	ensure	that	the	
interventions	selected	will	offer	a	high	probability	of	success.	In	the	end,	the	childhood	
obesity	team		decides	to	adapt	a	program	from	Utah	entitled	Gold Medal Schools.	This	
program is selected for its successful track record and its multifaceted approach combining 
educational	components	with	policies	leading	to	healthy	school	environments.	The	safe	
driving team selects a program called Driving School Home, a successful defensive  driving 
course	involving	high	school	students	from	Illinois.	Both	teams	then	begin	the	process	of	
fully understanding their programs and drafting budgets, including an analysis of how 
many staff members and volunteers would be required to implement each program, how 
much funding would be required to purchase program materials or capital equipment, and 
how much money might be required for consultants. Program protocols are available for 
each program and in a matter of weeks, both teams feel they understand the basic sequence 
of tasks and activities required to implement each program.

The	 fourth	 phase	 of	 the	 Generalized	Model,	 implementing interventions, is 
 focused on delivering interventions to the community. Before implementation occurs 
however, both teams begin to lay the necessary groundwork with school personnel to 
establish	partnerships	and	to	receive	approval	to	proceed	as	planned.	This	becomes	
more	complicated	than	Jane	had	anticipated.	However,	protocols	and	policies	previ-
ously	developed	by	the	various	school	districts	need	to	be	observed.	For	example,	
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one thing all school districts require is that each program be implemented on a pilot 
basis first to determine whether the likelihood of success is high enough to justify full 
implementation	of	the	programs	on	a	broader	basis.	In	total,	this	process	takes	three	
months. But afterward, strong partnerships are established and implementation is 
 approved for each program.

Implementation	 is	 equivalent	 to	 program	management.	 In	 this	 phase,	 program	
 partners ensure that programs are implemented as per predetermined protocol. Regular 
meetings	are	held	to	ensure	that	everyone	is	doing	his/her	job	as	planned.	Managers	
follow up with their staff and make sure that timelines are carefully followed and that 
monies	from	approved	budgets	are	accessible	for	program	support.	Implementation	also	
focuses	on	marketing	and	communication.	It	is	important	that	an	adequate	number	of	
members from the priority population is reached and that enough people actually par-
ticipate	in	the	programs.	Jane	and	her	teams	conduct	in-depth	interviews	with	school	
administrators to understand how to best communicate the purpose of the programs to 
potential participants (e.g., schools, students, and parents).

Jane helps to coordinate all the work of implementation and discovers that it takes 
a great deal of assertiveness and diplomacy to keep people moving forward on sched-
ule. She also learns that certain aspects of both programs need to be modified in the 
process	of	implementation	in	order	to	increase	the	likelihood	of	their	success.	Toward	
the end of year one of implementation, Jane realizes that while neither program was 
implemented perfectly, both programs are running smoothly with continued enthusi-
asm and support.

During	program	implementation,	Jane,	along	with	two	colleagues	from	the	county	
health department conduct formative evaluation to ensure that the quality of program 
components and implementation are being presented as planned and that modifica-
tions	are	made	continually	to	improve	the	likelihood	of	success.	This	also	proves	to	
be	a	challenge	for	Jane.	During	the	course	of	implementing	the	Driving School Home 
program, she has to replace an ineffective teacher. As the Gold Medal Schools program 
is	evaluated,	Jane	discovers	that	the	kick-off	assembly	is	too	long	and	that	both	teach-
ers and students are losing attention. As the assembly is shortened by 20 minutes and 
more	incentives	and	small	prizes	are	distributed,	everyone	feels	more	energized.	These	
come to represent just a few of the many program improvements that are made during 
year one.

In	addition,	both	teams	had	decided	prior	to	implementation	that	outcome	evalua-
tion, which would measure both changes in behavior as well as decreases in the actual 
health problems, would be conducted by faculty and graduate students from a nearby 
university.	University	personnel	were	willing	to	conduct	the	research	at	no	cost,	provid-
ing they could use all data for publications in scientific journals. While the researchers 
required	certain	things	of	Jane	and	her	partners,	it	became	a	win-win	situation	in	the	end.	
The	researchers	collected	data	immediately	after	the	programs	concluded	and	then	again	
at	three	months	after	the	conclusion	of	the	programs.	Data	indicated	that	the	Gold Medal 
Schools program was moderately effective and that the Driving School Home program 
was moderately to highly effective. Jane communicated to stakeholders that the programs 
were	more	likely	to	experience	higher	levels	of	success	in	future	implementations	based	on	
continual  improvements as part of formative and process evaluation. After data had been 
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collected and analyzed, Jane made several presentations to stakeholders reporting on what 
went	well	and	what	went	poorly.	These	presentations	helped	ensure	continued	funding	for	
both programs.

To	reiterate,	the	preceding	example	could	have	played	out	in	many	different	ways	
based	on	the	vision	and	competency	of	those	leading	the	planning	efforts.	The	purpose	
of	the	example	was	to	describe	how	the	phases	in	the	Generalized	Model	might	unfold.	
As you now read about other key planning models, it may be easier for you to see how 
these same phases are evident in the other models.

PreCeDe-PrOCeeD

“PRECEDE	 is	 an	 acronym	 for	predisposing, reinforcing, and enabling constructs in 
educational/ecological diagnosis and evaluation”	(Green	&	Kreuter,	2005,	p.	9).	“PROCEED	
stands for policy, regulatory, and organizational constructs in educational and environmen-
tal development”	(Green	&	Kreuter,	2005,	p.	9).

The	first	half	of	the	model,	PRECEDE,	“consists	of	a	series	of	planned	assessments	
that generate information that will be used to guide subsequent decisions” (Green & 
Kreuter,	2005,	p.	8).	The	second	half	of	the	model,	PROCEED,	“is	marked	by	the	strategic	
implementation of multiple actions based on what was learned from the assessments in 
the	initial	phase”	(Green	&	Kreuter,	2005,	p.	9).

the eight Phases of PreCeDe-PrOCeeD
As displayed in Figure 3.2,	PRECEDE-PROCEED	is	composed	of	eight	phases	or	steps.	
The	underlying	approach	of this model is to begin by identifying the desired outcome, to 
determine what causes it, and finally to design an intervention aimed at reaching the de-
sired	outcome.	In	other	words,	PRECEDE-PROCEED	begins	with	the	final	consequences	
and	works	backward	to	the	causes.	Once	the	causes	are	known,	an	intervention	can	be	
designed.

Phase 1 in the model is called social assessment and situational analysis and seeks 
to subjectively define the quality of life (problems and priorities) of those in the priority 
population while involving individuals in the priority population in an assessment of 
their own needs and aspirations. Some of the social indicators of quality of life include 
achievement,	alienation,	comfort,	crime,	discrimination,	happiness,	self-esteem,	unem-
ployment, and welfare.

Phase 2, epidemiological assessment, is the step in which the planners use data to 
identify and rank the health goals or problems that may contribute to or interact with 
problems	identified	in	Phase	1.	These	data	include	traditional	vital	indicators	(e.g.,	mor-
tality, morbidity, and disability data) as well as genetic, behavioral, and environmental 
factors	(Green	&	Kreuter,	2005)	and	represent	a	traditional	needs	assessment.	It	is	im-
portant to note that ranking the health problems in this phase is critical, because there 
are rarely, if ever, enough resources to deal with all or multiple problems. Also, this phase 
of	the	model	is	used	to	plan	health	programs.	Note	that	in	Figure	3.2,	arrows	connect	
the	genetics,	behavior,	and	environment	boxes	of	Phase	2	with	the	health	box	of	Phase	2	
and with Phase 1.
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Once	identified,	the	risk	factors	or	conditions	related	to	broader	health	problems	need	
to	be	prioritized.	This	can	be	accomplished	by	first	ranking	these	factors	by	importance	
and	changeability	and	then	using	the	2	×	2	matrix	presented	in	Figure 3.3.

Phase 3, educational and ecological assessment, identifies and classifies the various 
factors	that	have	the	potential	to	influence	a	given	behavior	into	three	categories:	pre-
disposing, reinforcing, and enabling. Predisposing factors include knowledge and many 
affective	traits	such	as	a	person’s	attitude,	values,	beliefs,	and	perceptions.	These	factors	
can facilitate or hinder a person’s motivation to change and can be altered through di-
rect communication. Barriers or facilitators created mainly by societal forces or systems 
make up enabling factors,	which	include	access	to	health	care	facilities	or	other	health-
related services, availability of resources, referrals to appropriate providers, transporta-
tion,	negotiation	and	problem-solving	skills,	among	others.	Reinforcing  factors  involve 
the different types of feedback and rewards that those in the priority population  receive 
after behavior change, which may either encourage or discourage the continuation 
of the behavior. Reinforcing behaviors can be delivered by, but not limited to, family, 
friends, peers, teachers, self, and others who control rewards. “Social benefits—such as 
recognition, appreciation, or admiration; physical benefits such as convenience, comfort, 
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relief of discomfort, or pain; tangible rewards such as economic benefits or avoidance of 
cost;	and	self-actualizing,	imagined,	or	vicarious	rewards	such	as	improved	appearance,	
self-respect,	or	association	with	an	admired	person	who	demonstrates	the	behavior—all	
reinforce behavior” (Green & Kreuter, 2005, p. 15).

Phase 4 comprises two parts: (1) intervention alignment; and (2) administrative and 
policy assessment.	The	intent	of	intervention	alignment	is	to	match	appropriate	strate-
gies and interventions with projected changes and outcomes identified in earlier phases 
(Green	&	Kreuter,	2005).	In	administration	and	policy	assessment,	planners	determine	if	
the	capabilities	and	resources	are	available	to	develop	and	implement	the	program.	It	is	
between	Phases	4	and	5	that	PRECEDE	(the	assessment	portion	of	the	model)	ends	and	
PROCEED	(implementation	and	evaluation)	begins.	However,	there	is	no	distinct	break	
between the two phases; they really run together, and planners can move back and forth 
between them.

The	four	final	phases	of	the	model—Phases	5,	6,	7,	and	8—make	up	the	PROCEED	
portion.	In	Phase	5—implementation—with appropriate resources in hand, planners select 
the	interventions	and	strategies	and	implementation	begins.	Phases	6,	7,	and	8	focus	on	the	
process, impact, and outcome evaluation, respectively, and are based on the earlier phases 
of the model, when objectives were outlined in the assessment process. Whether all three 
of these final phases are used depends on the evaluation requirements of the program. 
Usually,	the	resources	needed	to	conduct	evaluations	of	impact	(Phase	7)	and	outcome	
(Phase	8)	are	much	greater	than	those	needed	to	conduct	process	evaluation	(Phase	6).

Mobilizing for action through Planning and Partnerships (MaPP)

As	described	earlier,	Mobilizing	for	Action	through	Planning	and	Partnerships	(MAPP) 
was	 developed	 by	 the	 National	Association	 of	 County	 and	 City	 Health	 Officials	
(NACCHO).	As	such,	it	represents	a	planning	approach	especially	appropriate	for	city	
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or	county	health	departments	(e.g.,	local	health	departments).	The	vision	for	implement-
ing	the	MAPP	approach	involves	improving	health	and	quality	of	life	through	mobilized	
partnerships	and	taking	strategic	action	(NACCHO,	2001).	Figure 3.4	displays	the	six	
phases	of	MAPP	as	well	as	the	four	MAPP	assessments.

MAPP	is	composed	of	multiple	steps	 in	six	general	phases.	 In	the	first	phase	of	
MAPP,	Organizing for Success and Partnership Development, core planners assess 
whether	the	MAPP	process	is	timely,	appropriate,	or	even	possible.	This	involves	as-
sessing	resources	(including	budgets),	the	expertise	of	available	personnel,	support	of	
key decision makers and other stakeholders, and general interest of community mem-
bers.	If	resources	are	not	in	place,	the	process	is	not	undertaken.	If	the	decision	is	made	
to	proceed	with	a	MAPP	process,	the	following	work	groups	are	created:	(1)	a	core	
 support team, which prepares most, if not all of the material needed for the process; 
(2) the	MAPP	committee,	composed	of	key	sponsors	(usually	influential	figures	from	the	
private sector who lend support and other resources) and stakeholders who guide and 
oversee the process; and (3) the community itself, which provides input, representation, 
and	decision	making.	This	phase	answers	basic	questions	about	the	general	feasibility,	
resources,	and	appropriateness	of	the	MAPP	process.

Phase	2	of	the	MAPP	process,	Visioning, guides the community through a process 
that results in a shared vision (what the ideal future looks like) and common values 
(principles	and	beliefs	that	will	guide	the	remainder	of	the	planning	process)	(NACCHO,	
2001). Generally, a facilitator conducts the visioning process and involves anywhere 
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from	50	to	100	participants	including	the	advisory	committee,	the	MAPP	committee,	
and	key	community	leaders.	This	process	is	typical	of	what	should	occur	in	pre-planning.

Phase 3, the Four MAPP Assessments, represent the defining characteristic of the 
MAPP	model.	The	four	assessments	include	(1)	the	community	themes	and	strengths	
assessment (community or consumer opinion), (2) the local public health assessment 
(general capacity of the local health department), (3) the community health status 
 assessment (measurement of the health of the community by use of epidemiologic 
data), and (4) the forces of change assessment (forces such as legislation, technology, 
and other environmental or social phenomena that do or will impact the community). 
Collectively,	the	MAPP	assessments	provide	insight	on	the	gaps	that	exist	between	cur-
rent status in the community and what was learned in the visioning phase as well as 
strategic	direction	for	goals	and	strategies	(NACCHO,	2001).	The	MAPP	assessments	
provide	an	excellent	framework	for	the	types	of	data	collection	that	should	be	part	of	
any comprehensive needs assessment.

In	Phase	4	of	MAPP,	Identify Strategic Issues, a prioritized list of the most important 
issues	facing	the	health	of	the	community	is	developed.	Only	issues	that	jeopardize	the	
vision	and	values	of	the	community	are	considered.	Important	tasks	in	this	phase	include	
consideration of what would happen if certain issues were not addressed, understanding 
why an issue is strategic, consolidating overlapping issues, and identifying a prioritized 
list. Phase 5, Formulate Goals and Strategies, creates goals related to the vision and pri-
ority	strategic	issues.	It	also	selects	and	adopts	strategies.	This	phase	is	not	unlike	similar	
phases	in	the	models	that	have	already	been	discussed	in	this	chapter.	Finally,	Phase	6,	
the Action Cycle, is similar to implementation and evaluation phases in the Generalized 
Model	and	other	planning	models.	In	this	phase,	implementation	details	are	considered,	
evaluation plans (gathering credible evidence) are developed, and plans for disseminating 
results	are	made	(NACCHO,	2001).

MaP-it

As	briefly	described	earlier,	MAP-IT	is	a	planning	guide	or	model	used	to	assist	communi-
ties in adapting Healthy People 2020	at	the	state	or	local	level	(see	Box	3.5).	As	mentioned,	
the	five	phases	of	MAP-IT	are	nearly	identical	to	the	Generalized	Model.

MAP-IT	starts	by	mobilizing	key	individuals	and	organizations	into	a	coalition	that	
can	work	together	to	improve	the	health	of	the	community	(USDHHS,	2011c).	Once	
partners are identified and the coalition is organized, roles are established for each partner 
and	responsibilities	are	assigned.	These	responsibilities	may	include	facilitating	commu-
nity input through meetings and other events, developing and presenting educational and/
or training programs, leading fundraising or policy initiatives, and providing technical 
assistance	in	planning	or	evaluation	(U.S.	Department	of	Health	and	Human	Services,	
2011a).	In	essence,	the	mobilize	phase	of	MAP-IT	is	the	same	thing	as	pre-planning.

The	second	phase	of	MAP-IT	is	assess which is the equivalent of a needs assessment. 
This	phase	directs	planners	to	ask	and	answer	questions	such	as:	(1)	who	is	affected	by	
key health problems in our community? (2) what resources do we have to address the 
problems that we identify?; and (3) what resources are required to have a meaningful 
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impact?	This	phase	of	the	model	examines	both	the	problems	as	well	as	the	assets	within	
a community to help planners focus on what the community can do versus what it would 
like	to	do	(U.S.	Department	of	Health	and	Human	Services,	2011a).

In	the	assess phase both state and local data are collected and analyzed to help coali-
tion	members	set	priorities.	In	addition,	the	MAP-IT	model	directs	planners	to		examine	
the social determinants, or root causes of the problems associated with the data col-
lected.	This	might	include	an	investigation	of	how	the	physical	or	social	environments	
affect the health of the community, how a lack of access to health services contributes to 
death and illness, and how individual behavior as well as biology and genetics affect the 
health issues identified as priorities.

The	third	phase	of	MAP-IT,	plan, involves developing goals and objectives, measures, 
baselines,	and	targets.	This	means	that	as	part	of	the	objectives	that	are		developed,	plan-
ners will determine what will be measured (e.g., a decrease in smoking among adults), 
the baseline (e.g., percent of adults who currently smoke in the community), and the 
targeted	decrease	(e.g.,	a	decrease	of	three	percent	in	five	years).	In	this	phase,	planners	
also identify the specific interventions that will be used to accomplish the identified goals 
and	objectives.	This	means	addressing	the	following	questions:	(1)	“what	do	we	need	to	
do to reach our goals?” and (2) “how will we know when we have reached our goals?” 
This	phase	is	the	equivalent	of	developing	goals	and	objectives	and	interventions	in	the	
Generalized	Model.

The	 fourth	phase	 in	MAP-IT,	 implement, involves organizing the coalition so it 
can put	the	plan	into	action.	Here,	a	detailed	work	plan,	including	all	of	the	information	
developed in Phase 3, is assembled to identify clear action steps, describe who is responsi-
ble for completing the action steps, and display a timeline with related deadlines. A com-
munication plan is also produced in this phase to outline how program partners will 
reach and recruit participants and communicate the benefits of engaging in the program.

The	final	 phase	 of	MAP-IT,	 track,	 is	 the	 equivalent	 of	 evaluation.	Here,	 coali-
tion partners ask and answer specific questions such as: Are we evaluating our work 
	appropriately	(i.e.,	formative	evaluation)?	Did	we	follow	the	plan	(i.e.,	process	evalu-
ation)? What did we change (i.e., impact evaluation)? And, did we reach our goal (i.e., 
outcome	evaluation)	 (USDHHS,	2011c)?	MAP-IT	encourages	regular	evaluations	 to	
measure and track progress over time and draws special attention to the quality of data 
being	collected,	the	limitations	of	self-reported	data,	and	the	validity	and	reliability	of	
data	collected	(USDHHS,	2011c).	Progress	on	the	 impact	of	related	 interventions	 is	
shared	often	with	stakeholders	(USDHHS,	2011c).

sMart

Although most planning models try to involve members of the priority population in 
the planning process at some level and some go so far as to incorporate consumer data 
(see	MAPP	for	a	good	example),	planning	models	such	as	SMART	(Social	Marketing	
Assessment	and	Response	Tool	(Neiger	&	Thackeray,	1998),	with	a	social	marketing	
focus, generally do a better job of orienting program interventions to the preferences of 
consumers	throughout	the	entire	planning	process	(see	Chapter	11	for	more	information	
on	marketing	/	social	marketing).	Consumer	data	are	collected	continually,	first	to	under-
stand the wants and needs of consumers and then to test all aspects of intervention and 
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Box 3.6 The SMART Model

Phase 1: Preliminary Planning

•	 Identify	a	health	problem	and	name	it	in	terms	of	behavior.

•	 Develop	general	goals.

•	 Outline	preliminary	plans	for	evaluation.

•	 Project	program	costs.

Phase 2: Consumer Analysis

•	 Segment	and	identify	the	priority	population.

•	 Identify	formative	research	methods.

•	 Identify	consumer	wants,	needs,	and	preferences.

•	 Develop	preliminary	ideas	for	preferred	interventions.

Phase 3: Market Analysis

•	 Establish	and	define	the	market	mix	(4Ps).

•	 Assess	the	market	to	identify	competitors	(behaviors,	messages,	programs,	etc.),	
allies (support systems, resources, etc.), and partners.

Phase 4: Channel Analysis

•	 Identify	appropriate	communication	messages,	strategies,	and	channels.

•	 Assess	options	for	program	distribution.

•	 Identify	communication	roles	for	program	partners.

•	 Determine	how	channels	should	be	used.

Phase 5: Develop Interventions, Materials, and Pretest

•	 Develop	program	interventions	and	materials	using	information	collected	
in  consumer, market, and channel analyses.

•	 Interpret	the	marketing	mix	into	a	strategy	that	represents	exchange	and	
 societal good.

•	 Pretest	and	refine	the	program.

Phase 6: Implementation

•	 Communicate	with	partners	and	clarify	involvement.

•	 Activate	communication	and	distribution	strategies.

•	 Document	procedures	and	compare	progress	to	time	lines.

•	 Refine	the	program.

Phase 7: Evaluation

•	 Assess	the	degree	to	which	the	priority	population	is	receiving	the	program.

•	 Assess	the	immediate	impact	on	the	priority	population	and	refine	the	program	
as necessary.

•	 Ensure	that	program	delivery	is	consistent	with	established	protocol.

•	 Analyze	changes	in	the	priority	population.

Source: Adapted from Walsh et al. (1993) by Neiger & Thackeray (1998).
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communication	strategies.	There	is	some	evidence	to	suggest	that	this	planning	approach	
may	be	more	effective	than	traditional	approaches	used	in	health	promotion	(Neiger	&	
Thackeray,	2002).

The	SMART	model,	influenced	primarily	by	Walsh	and	colleagues	(1993),	is	also	a	
composite of several social marketing planning frameworks but differs from most plan-
ning models used in health promotion settings due to its multistep focus on the consumer. 
Unlike	some	social	marketing	planning	models,	SMART	has	been	used	from	start	to	finish	
in	successful	social	marketing	interventions	(Neiger	&	Thackeray,	2002).

As displayed in Box 3.6,	SMART	is	composed	of	seven	phases.	Like	other	social	
marketing	planning	models,	the	central	focus	of	SMART	is	consumers.	The	heart	of	this	
model, composed of Phases 2 through 4, pertains to acquiring a broad understanding 
of	the	consumers	who	will	be	the	recipients	of	a	program	and	its	interventions.	These	
three phases seek to understand consumers before interventions are developed or imple-
mented.	Though	these	phases	(2–4)	are	displayed	in	linear	fashion,	and	for	clarity	will	be	
described in sequence, they are typically performed simultaneously with members of the 
priority population.

the Phases of sMart
Preliminary Planning is critical for any type of health promotion program and in this 
model	includes	the	planning	elements	of	pre-planning	and	needs	assessment	as	described	
earlier. Preliminary planning allows program planners to objectively assess all health 
problems	and	determine	which	one	is	most	appropriate	to	address.	This	is	most	often	
accomplished through analysis of epidemiologic data, including various mortality and 
morbidity	rates	and	associated	risk	factor	data.	It	also	includes	objective	priority	setting	
with predetermined criteria. Sometimes planners do not undergo a process to select a 
priority health problem because the decision has already been made or the organization 
is	dedicated	to	a	specific	health	problem	(e.g.,	the	American	Heart	Association).	Once	a	
single health problem is determined, it is defined in terms of behaviors. Risk factors, or 
contributing	factors,	then	become	the	focus	of	the	social	marketing	process.	This	is	simi-
lar to most health promotion programs.

Some	social	marketing	practitioners	and	those	who	engage	in	community-based	par-
ticipatory research would argue that the priority population itself should determine the 
focus of an intervention or program. Good arguments can be made for this approach, 
including the idea that priority populations are capable of identifying their own problems 
and	solutions	and	that	they	will	be	more	vested	in	long-term	involvement	if	they	have	
ownership	in	the	process.	The	SMART	model	suggests	that	planners,	as	trained	health	
professionals,	have	both	the	expertise	and	responsibility	to	use	various	data	sets	to	over-
see and determine priority health problems within a community in partnership with mem-
bers	of	the	priority	population.	Once	a	priority	or	priorities	are	identified,	the	remainder	
of	the	process	becomes	almost	exclusively	consumer	driven.

While	health	professionals	may	determine	initial	program	direction,	the	SMART	
model directs that consumers drive the development and implementation of interventions. 
This	is	not	unlike	most	ventures	in	commercial	marketing	where	a	product	or	service	is	
developed internally then tested with consumers and modified prior to distribution. For 
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example,	a	company	such	as	Coca	Cola	develops	its	own	identity	and	mission	and	creates	
the	basic	essence	of	its	products	(e.g.,	soft	drinks).	But	it	engages	in	complex	marketing	
campaigns to better understand how to modify, improve, position, and deliver these prod-
ucts to its consumers in a way that offers benefits at reasonable costs.

Although	goals	are	outlined	in	Phase	1,	objectives	are	not.	This	makes	sense	from	a	
social	marketing	perspective,	since	consumer	research	has	not	yet	been	performed.	The	
goals are general statements of intent or direction, but they do not specify program com-
ponents or direct the planner into specific courses of action.

Another	task	in	Phase	1	is	to	develop	preliminary	plans	for	evaluation.	Theoretically,	
it will make sense to most planners to consider evaluation early in the planning pro-
cess.	In	reality,	evaluation	is	too	often	an	afterthought.	Preliminary	decisions	regarding	
evaluation outcomes must be made early in the planning process in order to account for 
personnel,	time,	and	budget	requirements.	Therefore,	it	is	also	important	to	determine	
how	baseline	and	post-program	(posttest)	data	will	be	collected	and	to	identify	valid	
survey or data collection instruments. Planners can also control for various kinds of bias 
or error in data collection if these basic evaluation concepts are considered before the 
program is implemented.

Finally, program costs need to be projected before the social marketing project begins. 
Social	marketing	can	be	an	expensive	proposition	in	terms	of	staff	costs	and	direct	expenses.	
When performed correctly, a social marketing project can take several months or up to a 
year before implementation even begins. Program planners and organizations must decide if 
they are ready to make these kinds of time and financial commitments.

At the end of Phase 1, the social marketing planners have (1) identified the focus of 
interest in terms of modifiable behaviors, (2) developed goals that provide general direc-
tion, (3) outlined preliminary plans for evaluation, and (4) estimated total project costs. 
Based on this information, the planners and organizations can make an informed decision 
about the potential costs and benefits of the project.

Phase	2	of	SMART	is	Consumer Analysis.	In	social	marketing	language,	the	process	
of performing consumer analysis is formative research. Formative research, as defined 
in social marketing, is a process that identifies differences among subgroups within a 
population, identifies a subgroup, determines the wants and needs of the subgroup, and 
identifies	factors	that	influence	its	behavior,	including	benefits,	barriers,	and	readiness	to	
change	(Bryant,	1998).

It	is	important	to	remember	that	no	single	type	of	data	collection	technique	is	neces-
sarily	best	in	performing	formative	research.	To	the	contrary,	it	is	helpful	to	use	multiple	
methods	to	gain	a	better	perspective	of	the	priority	population.	It	is	a	mistake	for	those	
who engage in social marketing to perform one or two focus groups in the name of con-
sumer	analysis	and	claim	they	understand	their	consumers.	Ordinarily,	however,	forma-
tive	research	will	involve	the	use	of	focus	groups,	in-depth	interviews,	and	surveys,	and	so	
on, to understand consumer preferences.

At the conclusion of Phase 2, a priority population is also identified. Adequate forma-
tive research has been performed yielding data about major themes, directions, and con-
sumer preferences related to the health problem and related interventions. Although Phases 
2 through 4 are often performed simultaneously, information collected in Phase 2 can pro-
vide	context	for	the	other	two	phases.	For	example,	knowing	about	consumer	preferences	
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related to some type of behavior change allows planners to more effectively understand 
consumer	preferences	related	to	the	market	mix	and	communication	strategies.

Phase 3, Market Analysis,	 examines	 the	 fit	 between	 the	 focus	 of	 interest	 (de-
sired  behavior change) and important market variables within the priority population. 
Marketing mix	is	a	term	that	is	often	used	in	both	commercial	and	social	marketing.	It	is	
composed of four components, also known as the 4Ps: product, price, place, and promo-
tion	(see	Chapter	11	for	more	on	the	4Ps).

At the conclusion of this phase, consumer analysis is enriched by a better under-
standing	of	important	market	variables	that	influence	consumers.	Combined	with	con-
sumer analysis and channel analysis, market analysis provides a powerful combination 
of useful information about consumers, the environment they live in, and strengths and 
weakness associated with potential social marketing interventions.

The	fourth	phase	of	SMART	is	Channel Analysis. Although communication may not 
be the focal point of a social marketing campaign, it will play a secondary role in com-
municating	important	messages	about	the	product.	In	addition	to	messages	and	related	
strategies, formative research includes specific questions about the type of communication 
channels consumers believe are most appropriate for the behavior change being addressed.

Finally, Phase 4, Channel Analysis, which considers which potential partners, if 
any,	might	collaborate	in	sharing	the	responsibility	for	communication.	For	example,	if	
mass	media	is	an		appropriate	channel,	and	consumer-oriented	public	service	announce-
ments are used in the communication strategy, television and radio stations may be 
willing	to	donate	air	time.	One	problem	frequently	experienced	in	social	marketing	is	
that multiple organizations with similar missions communicate competing, albeit only 
slightly	different	messages.	In	extreme	cases,	the	messages	can	be	nearly	polar	oppo-
sites. For this reason alone, it is important to develop communication partners. At the 
conclusion of Phase 4, communication channels are identified that are consistent with 
preliminary messages, and product distribution points and potential communication 
and intervention partners are identified.

Phase	5	of	SMART	consists	of	Develop Interventions, Materials, and Pretesting. 
Once	formative	research	is	performed,	it	is	critical	that	the	data	are	transferred	or	infused	
adequately into the design of programs, interventions, and communication strategies. 
To	do	this,	data	must	be	analyzed	and	categorized	appropriately	to	assure	that	planners	
 understand what they have seen, heard, and observed. As planners meet to design pro-
grams and materials, they should keep formative research data in front of them and refer 
to	them	often.	Discussion	and	decisions	should	reflect	all	data	and	represent	a	consensus	
among	all	planners.	In	other	words,	materials	and	methods	should	represent	what	was	
learned in formative research.

Once	a	program	prototype	is	developed,	it	 is	 imperative	to	return	to	the	priority	
population	and	test	the	concepts	before	implementing	a	widespread	campaign.	In	fact,	
social marketing represents a process of continually returning to the consumers until 
the program and all its support mechanisms are consistent with their views and prefer-
ences.	Several	mechanisms	are	available	to	perform	pretesting.	One	example	is	a	pilot	
test where the program can be implemented with the priority population on a smaller, 
less	expensive	scale.	Phase	6	of	SMART	is	Implementation.	This	phase	is	concerned	with	
clarifying	everyone’s	role,	including	external	partners.	This	means	that	procedures	are	
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communicated	and	documented,	and	that	time	lines	are	developed	and	followed.	In	this	
phase, the communication and distribution plans are activated and the actual program 
and	its	interventions	are	offered.	In	addition,	the	program	is	refined	continually,	based	
on consumer feedback.

The	seventh	and	final	phase	of	SMART	is	Evaluation.	The	preliminary	evaluation	
strategies	that	were	identified	in	Phase	1	now	take	effect.	Evaluation	always	has	at	least	
two major objectives: improve the quality of the program and determine the effective-
ness of the program. With respect to quality, program planners assess the degree to which 
the priority population, within the larger population, is actually receiving the program 
or interventions. Planners also assess the immediate impact the program is having and 
whether the interventions and related support strategies are acceptable and engaging to 
the	priority	population.	In	addition,	planners	ensure	that	program	delivery	is	consistent	
with program protocol or at least consistent with developed timelines.

Ultimately,	social	marketing,	and	all	its	related	work,	is	of	little	value	unless	behavior	
change	occurs	and	health	is	improved.	Evaluation	also	concerns	itself	with	measuring	
these	outcomes.	Effective	planners	and	evaluators	also	make	sure	that	evaluation	results	
are	folded	back	into	the	program	so	that	it	can	be	improved	before	it	is	too	late.	This	
 requires communicating evaluation results effectively to stakeholders.

Other Planning Models

As	noted,	other	planning	models	are	available	to	planners	in	addition	to	the	PRECEDE-
PROCEED,	MAPP,	MAP-IT,	and	SMART	models.	If	you	are	interested	in	learning	more	
about these models, check the original sources provided in the reference section at the 
back of the book.

sWOt (strengths, Weaknesses, Opportunities, threats) analysis
The	SWOT analysis has historically been associated with strategic planning efforts in 
the	business	and	marketing	sectors.	In	simple	terms,	it	is	an	analysis	of	an	organization’s	
internal strengths and weaknesses, as well as opportunities and threats in the operating 
environment.	Technically,	its	use	should	be	limited	to	the	preliminary	stages	of	decision	
making	in	preparation	for	more	comprehensive	strategic	planning	(Bartol	&	Martin,	
1991;	Johnson,	Scholes,	&	Sexty,	1989).

In	health	promotion	practice,	SWOT	analyses	are	common	among	planners	who	
want to minimize planning time and move quickly to action steps. Generally, a facilita-
tor helps a planning group identify issues or problems, set or clarify goals, and create a 
plan.	Common	to	SWOT	analyses	is	the	use	of	a	2	×	2	matrix	that	lists	strengths	and	
weaknesses	along	the	horizontal	axis	and	opportunities	and	threats	along	the	vertical	
axis.	The	organization	can	then	decide	if	it	prefers	to	build	upon	strengths	or	improve	on	
weaknesses	in	context	of	environmental	opportunities	and	threats.

A	SWOT	analysis	requires	planners	to	examine	their	organization’s	strengths.	This	
may include an assessment of what the organization does well or what it does differently 
or	better	than	similar	organizations,	existing	resources	(i.e.,	funds,	equipment,	supplies,	
materials),	 expertise	of	personnel,	quality	of	partnerships	 in	 the	community,	or	 track	
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record	of	successful	working	relationships.	Conversely,	the	SWOT	analysis	also	examines	
weaknesses	that	may	pertain	to	the	same	factors	cited	under	strengths.	In	addition,	weak-
nesses	may	involve	a	poor	reputation	among	stakeholders,	including	clients.	It	may	involve	
an inability to address certain health problems or determinants because of codes, regula-
tions, policy, or management decisions that give authority or opportunity to another entity.

Whereas	 strengths	 and	weaknesses	 assessed	 in	 a	 SWOT	analysis	pertain	 to	 an	
	organization’s	 internal	environment,	opportunities	and	threats	relate	to	the	external	
environment.	Opportunities	may	 involve	 unfulfilled	 consumer	 needs,	 loosening	 or	
 removal of administrative or legislative barriers that finally allow the development of a 
new program, a new funding stream made available by a government agency or other 
granting agency, or a newly organized coalition formed to address an emerging health 
problem.	Threats	may	involve	shifts	in	consumer	trends,	organizational	or	ideological	
competition, or private industry that promotes products or services that are harmful to 
the health of a community (e.g., the tobacco or alcohol industries, fast food corpora-
tions), or changing technology.

The	SWOT	analysis	differs	substantially	from	other	models	discussed	in	this		chapter.	
It	truly	represents	rapid	internal	and	external	scans	that	allow	planners	to	implement	
 interventions in a much shorter time frame. Building upon strengths or addressing specific 
weaknesses while taking advantage of opportunities in the environment is an advantage of 
the	SWOT	analysis.	Certainly,	this	approach	can	lead	to	challenges	if	consumer	input	is	not	
received, problems are not analyzed thoroughly, relevant determinants are not addressed, 
or interventions are identified and implemented without adequately understanding the 
	underlying	theory	or	rationale.	In	fact,	poorly	planned	programs	can	be	more	harmful	than	
no	programs	at	all.	However,	the	SWOT	analysis	has	its	place	in	planning	methodology	
and its simplicity is appealing to many planners.

Healthy Communities
Healthy Communities	(or	Healthy	Cities)	is	a	movement	that	began	in	the	1980s	in	Canada	
and,	with	the	assistance	of	the	World	Health	Organization,	spread	to	various	locations	
throughout	Europe.	As	a	result,	organizations	like	California	Healthy	Cities	and	Indiana	
Healthy	Cities	were	created	in	the	United	States.	The	movement	is	characterized	by	com-
munity ownership and empowerment and driven by the values, needs, and participation of 
community members with consultation from health professionals. Another characteristic 
of	Healthy	Communities	is	diverse	partnership.	It	is	not	uncommon	to	see	partners	from	
business or labor, transportation, recreation, public safety, or even politicians participate in 
the	Healthy	Communities	process.

The	Healthy	 Communities	 Program	 at	 the	 CDC	 has	 created	what	 it	 calls	 the	
CHANGE	 tool	 (Community	 Health	Assessment	 and	 Group	 Evaluation)	 to	 assess	
 community needs; action guides to assist in the development of interventions and strate-
gies;	and	technical	assistance	with	program	evaluation	(CDC,	2011a).	This	represents	a	
	viable	planning	framework	for	organizations	and	communities	engaging	in	the	Healthy	
Communities	approach.

Although	many	of	the	steps	associated	with	Healthy	Communities	appear	quite	
similar	to	the	Generalized	Model,	this	approach	is	characterized	by	community	owner-
ship more so than any other planning approach. While organizing community groups 
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and getting people involved requires patience, the model has been implemented widely 
throughout	the	world.	Lessons	learned	from	Healthy	Communities	include	the	idea	that	
the	pursuit	of	shared	values	in	the	context	of	ownership	and	empowerment	is	a	viable	
approach to improving health in the community.

the Health Communication Model
The	National	Cancer	Institute	(NCI)	has	produced	a	document	that	is	essential	to	any	plan-
ner engaged in health communication planning entitled, Making Health Communications 
Work	 (NCI,	 2002).	The	NCI	model	 for	 health	 communication	 is	 presented	 in	 four	
phases:	(1)	Planning	and	Strategy	Development;	(2)	Developing	and	Pretesting	Concepts,	
Messages,	and	Materials;	(3)	Implementing	the	Program;	and	(4)	Assessing	Effectiveness	
and	Making	Refinements.

Planning and Strategy Development involves several steps including assessing 
the health issue or problem and identifying potential solutions; defining communica-
tion  objectives; defining potential audiences and learning about them; investigating 
appropriate settings, channels, and activities best suited for the identified audiences; 
and		developing	a	communication	strategy	for	each	potential	audience	(NCI,	2002).	
Developing and Pretesting Concepts, Messages, and Materials direct planners to review 
existing	materials	for	appropriateness.	At	times,	print	material,	public	service	announce-
ments, and other resources may be available and appropriate with few, if any, modifica-
tions. Still, it may be necessary to create new concepts, messages, and materials to meet 
the	needs	of	a	specific	audience.	In	this	phase,	message concepts (messages or visuals in 
early	stages)	are	developed	and	tested.	These	will	eventually	evolve	into	messages	and	
materials	that	become	the	basis	of	the	communication	campaign.	In	this	phase,	planners	
develop and pretest the finished messages and materials as per the process generally fol-
lowed	in	social	marketing	campaigns.	The	exception	to	these	rules	is	the	introduction	
and increasing use of social media where consumers themselves are generating their 
own messages and content.

The	third	phase,	Implementing the Program, usually begins with a kickoff event 
that draws positive attention to the campaign and related programs and interventions. 
This	 is	generally	associated	with	a	press	conference	that	brings	partners	together	to	
formally introduce a new program. Appropriate spokespeople are selected and special 
attention	is	given	to	framing	issues	to	maximize	coverage,	interest,	and	participation.	
Developing	strategies	for	ongoing	media	relationships	and	coverage	are	also	designed	
in this phase. As with other planning models, communication, reinforcement of part-
nerships, and adherence to planned timelines are characteristics of this phase. Again, 
with the advent of social media, traditional press conferences and press coverage are 
being increasingly replaced or supplemented with more timely and accessible platforms 
(e.g.,	blogs,	Facebook,	Twitter).

Finally, Assessing Effectiveness and Making Refinements involves refining the commu-
nication plan as immediate feedback is received through process evaluation and evaluating 
the effectiveness of the campaign in terms of changes in determinants and health status. 
Planners must determine what information the evaluation must provide, define the data to 
collect, decide upon data collection methods, collect and process the data, analyze the data, 
write	an	evaluation	report,	and	disseminate	the	evaluation	report	(NCI,	2002).
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intervention Mapping
Intervention mapping was designed to fill a gap in health promotion practice by trans-
lating	data	 collected	 in	 the	PRECEDE	phases	of	PRECEDE-PROCEED	(i.e.,	 social,	
epidemiological, educational, ecological, administrative, organizational, and policy 
 assessments) into theoretically based and otherwise appropriate interventions (Green & 
Kreuter,	2005).	Once	planners	identify	program	objectives,	they	are	guided	by	diagrams	
and matrices that incorporate outputs of the assessment process with relevant theory 
(Green	&	Kreuter,	2005).	These	diagrams	and	matrices	are	perhaps	the	defining	strength	
of intervention mapping.

Intervention	mapping	is	comprised	of	six	steps.	The	first	step,	Needs Assessment, 
is	conducted	by	using	the	PRECEDE	phases	of	the	PRECEDE-PROCEED	model	and	
 includes establishing a participatory planning group, assessing community capacity, and 
linking the needs assessment to health outcomes and quality of life goals (Bartholomew 
et al., 2011). Step 2, Matrices of Change Objectives, specifies who and what will change 
as a result of the intervention (Bartholomew et al., 2011). Although the identification 
of goals and objectives is common to all planning models, intervention mapping makes 
a	unique	contribution	in	this	regard.	In	this	step,	planners	create	a	matrix	of	change	
objectives for each level of intervention planning (individual, interpersonal, organiza-
tional, community, and societal) by crossing performance objectives with determinants 
and writing change  objectives (Bartholomew et al., 2011, p. 21).

Step 3, Theory-Based Methods and Practical Applications, guides the planner through 
a	process	of	 selected	 theory-based	 interventions	and	 strategies	 that	hold	 the	greatest	
promise to change the health behavior(s) of individuals in the priority population. Step 4, 
Program Production, describes the scope and sequence of the intervention, the completed 
program	materials,	and	program	protocols	(Bartholomew	et	al.,	2011).	In	addition,	pro-
gram materials are pretested with the priority population prior to implementation.

Step 5 of intervention mapping is Adoption and Implementation.	This	step	requires	
the	same	development	of	matrices	as	in	Step	2,	except	in	these	matrices,	the	focus	is	on	
adoption	and	implementation	of	performance	objectives	(Bartholomew	et	al.,	2011).	In	
other words, instead of focusing on who and what will change within the priority popu-
lation, the focus is on what will be done by whom among planners or program partners. 
Finally,	Step	6	is	evaluation planning.	In	this	step,	planners	decide	if	determinants	were	
well specified, if strategies were appropriately matched to methods, what proportion of 
the priority population was reached, and whether or not implementation was complete 
and	executed	as	planned	(Bartholomew	et	al.,	2011).

Healthy Plan-it
Healthy Plan-It	was	developed	by	the	Sustainable	Management	Development	Program	
at	the	Centers	for	Disease	Control	and	Prevention	(CDC,	2000)	to	strengthen	in-country	
management	training	capacity	in	the	health	sector	of	developing	countries.	The	Health	
Analysis	for	Planning	Prevention	Services	(HAPPS),	a	planning	model	that	was	commonly	
used	in	the	1980s	prior	to	the	development	of	PATCH,	is	the	basis	for	Healthy	Plan-It	
(CDC,	2000).	The	model	itself	consists	of	six	steps:	(1)	priority	setting,	(2)	establishing	
goals,	(3)	outcome	objectives,	(4)	strategy,	(5)	evaluation,	and	(6)	budget.
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The	first	 step,	Priority Setting, involves participatory planning and consensus 
building,	as	well	as	priority	setting,	using	the	Basic	Priority	Rating	Process	(Neiger,	
Thackeray,	&	Fagen,	2011).	Participatory	planning	and	consensus	building	requires	
broad representation from the community, a facilitation process that promotes em-
powerment,	and	nurturing	respect	for	all	those	involved	in	the	planning	process.	This	
phase	builds	a	foundation	of	trust	within	an	atmosphere	of	flexibility	(CDC,	2000).	
Priority	setting	examines	 the	size	and	seriousness	of	health	problems,	effectiveness	
of interventions, and the propriety, economic feasibility, acceptability, resources, and 
legality	associated	with	all	potential	health	problems.	The	result	 is	a	ranked	list	of	
priorities.

The	second	step,	Establishing Goals, follows the pattern outlined in previous 
models. Goals are generalized statements of the result or achievement to which the 
planning	effort	 is	directed	(CDC,	2000).	The	third	step	 in	Healthy	Plan-It	develops	
Outcome Objectives.	These	are	related	to	the	program	goal(s),	are	usually	long-term	
in	 	nature,	and	are	always	measurable.	Outcome	objectives	also	relate	to	the	actual	
health	problem	(the	specific	disease	or	injury).	The	basis	for	program	success	is	gen-
erally	 linked	 to	 the	degree	 to	which	objectives	are	accomplished.	The	 fourth	step,	
Strategy, involves developing the methods or interventions that will be implemented 
to accomplish  outcome objectives. Strategies are designed to affect the determinants 
and contributing factors that lead to the health problem and will vary depending on 
program goals and objectives.

The	final	phases,	Evaluation and Budget, identify ways to measure the success of 
outcome objectives as well as program impacts related to determinants and contrib-
uting	factors	(impact	objectives).	The	process	of	evaluating	program	delivery,	as	well	
as changes in behaviors and actual health problems, is designed and implemented. 
Development	of	program	budgets	involves	planning	for	physical	resources,	personnel,	
facilities, and equipment. Although initial budgetary planning may be performed prior to 
step one to identify planning parameters, actual project costs are analyzed and distrib-
uted in the final step.

s u M M a r y

A model can provide the framework for planning a health promotion program. Several 
different	planning	models	have	been	developed	and	revised	over	the	years.	The	planning	
models for health promotion presented in this chapter are the following:

 1.  The	Generalized	Model

 2. PRECEDE-PROCEED

 3. MAPP

 4. MAP-IT
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 5. SMART	(Social	Marketing	Assessment	and	Response	Tool)

 6. SWOT	(Strengths,	Weaknesses,	Opportunities,	Threats)

 7. Healthy	Communities	(or	Healthy	Cities)

 8. The	Health	Communication	Model

 9. Intervention	Mapping

10. Healthy	Plan-It

The	Generalized	Model	 is	 recommended	as	 the	 template	 for	 learning	 the	basic	
principles of planning and evaluation: (1) assessing needs; (2) setting goals and objectives; 
(3) developing interventions; (4) implementing interventions; and (5) evaluating 
results. Several other models used in health promotion also continue to make valuable 
contributions typically using these same elements.

r e v i e W  Q u e s t i O n s

1. How	does	an	understanding	of	the	Generalized	Model	help	you	understand	other	
planning models?

2. What	are	the	elements	or	steps	in	the	Generalized	Model	that	are	common	in	most,	
if not all other planning models?

3. Why is it important to use a model when planning?

4. How	does	pre-planning	relate	to	most	of	the	models	presented	in	this	chapter?

5. Explain	the	degree	to	which	you	believe	consumers	or	members	of	the	community	
should	be	involved	in	the	planning	process.	Do	you	believe	they	should	own	or	
 control the process?

a C t i v i t i e s

1. After reviewing the models presented in this chapter, create your own model by identi-
fying what you think are the common components of the models. Provide a rationale 
for	including	each	component.	Then	draw	a	diagram	of	your	model	so	that	you	can	
share	it	with	the	class.	Be	prepared	to	explain	your	model.

2.	 In	a	one-page	paper,	defend	what	you	believe	is	the	best	planning	model	presented	
in this chapter.

3.	 Using	a	hypothetical	health	problem	for	a	specific	priority	population,	write	a	paper	
explaining	the	steps/phases	for	one	of	the	models	presented	in	this	chapter.
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4.	 Identify	a	public	service	announcement	on	television	or	radio,	or	obtain	a	copy	of	
one from a nearby health agency. Analyze factors such as messages, settings, and 
channels. Based on your analysis, was the public service announcement developed 
appropriately	for	the	intended	audience?	Summarize	your	comments	in	a	one-page	
paper.

W e b l i n k s

1. http://www.healthypeople.gov/2020/default.aspx

Healthy People

At this Website, Healthy People 2020 is outlined with several helpful links including: 
(1)	About	Healthy	People	(background	and	general	information);	(2)	Healthy People 
2020	topics	and	objectives;	(3)	Implementing	Healthy People 2020	(MAP-IT);	(4)	a	
list of the Healthy People 2020	consortium	and	partners;	and	(5)	Staying	Connected	
(ongoing	links	to	the	process).	It	is	a	site	with	which	planners	in	health	promotion	
should be familiar.

2. http://healthypeople.gov/2020/implementing/default.aspx

MAP-IT:	A	Guide	to	Using	Healthy People 2020	in	Your	Community

This	Website	provides	a	valuable	resource	to	assist	health	promotion	professionals	in	
implementing Healthy People 2020.	The	site	includes	field	notes	for	each	of	the	
phases	in	MAP-IT	with	examples	or	case	studies	from	various	health	organizations,	
as well as other resources and tool kits for each planning phase.

3. http://ctb.ku.edu/

Community	Tool	Box

This	Website	is	an	indispensable	tool	for	all	planners	in	health	promotion.	According	
to	the	site,	“The	Tool	Box	offers	more	than	7,000	pages	of	practical	guidance	in	
 creating change and improvement” related to planning steps and phases discussed in 
this	chapter.	“Topic	sections	include	step-by-step	instruction,	examples,	checklists,	
and related resources.”

4. http://www.naccho.org/topics/infrastructure/mapp/index.cfm

National	Association	of	County	and	City	Health	Officials

At	this	Website,	the	MAPP	model	is	comprehensively	diagrammed	and	explained.	
The	four	MAPP	assessments	are	described,	including	how	they	are	implemented,	
how to use subcommittees for each assessment, and how to make linkages between 
assessments.

5. http://www.communityhlth.org/communityhlth/resources/hlthycommunities.html

Association	for	Community	Health	Improvement

http://www.healthypeople.gov/2020/default.aspx
http://ctb.ku.edu/
http://www.naccho.org/topics/infrastructure/mapp/index.cfm
http://www.communityhlth.org/communityhlth/resources/hlthycommunities.html
http://healthypeople.gov/2020/implementing/default.aspx
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This	Website	provides	helpful	information	on	the	Healthy	Communities	Initiative	
 including current projects and links.

6. http://www.cdc.gov/healthcommunication/

Gateway	to	Health	Communication	and	Social	Marketing	Practice,	Centers	for	
	Disease	Control	and	Prevention

This	Website	provides	an	overview	of	health	communication	and	social	marketing	
practice including how to develop programs, segmenting an audience, and selecting 
appropriate channels and tools for program delivery.

7. http://www.cancer.gov/cancertopics/cancerlibrary/pinkbook

Making Health Communications Work	(National	Cancer	Institute,	2002)

At	this	Website,	the	entire	2002	edition	is	available,	including	the	Health	Communi-
cation	model.	This	is	arguably	the	most	comprehensive	document	available	on	health	
communication planning

http://www.cdc.gov/healthcommunication/
http://www.cancer.gov/cancertopics/cancerlibrary/pinkbook
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Assessing Needs

C h a p t e r   4 

C h A p t e r  O b j e C t i v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Define	need and needs assessment.

•	Define	capacity, community capacity, and capacity building.

•	 Explain	why	a	needs	assessment	is	an	important	part	of	the	planning	process.

•	 Explain	what	should	be	expected	from	a	needs	assessment.

•	Differentiate	between	primary	and	secondary	data	sources.

•	 List	the	various	methods	for	collecting	primary	data.

•	 Locate	secondary	data	sources	that	are	in	print	and	on	the	World	Wide	Web.

•	 Explain	how	a	needs	assessment	can	be	completed.

•	 Explain	what	is	meant	by	health	impact	assessment.

•	 Conduct	a	needs	assessment	within	a	given	population.

K e y  t e r m s

action research
basic priority rating (BPR)
BPR	model	2.0
bias
capacity
capacity building
categorical funds
community	capacity
community	forum
Delphi	technique
focus group
health	assessments	(HAs)
health	impact	assessment	(HIA)

HIPAA
key	informants
mapping
need
needs	assessment
networking
nominal	group	process
observation
obtrusive	observation
opinion leaders
participatory data collection
participatory research
photovoice

primary	data
proxy	measure
random-digit	dialing	(RDD)
secondary data
self-assessments
self-report
significant	others
single-step	survey
unobtrusive	observation
walk-through
windshield tour
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Once	the	planning	committee	is	in	place	and	a	planning	model	has	been	selected,	the	
next	step	in	the	planning	process	is	to	identify	the	needs	of	those	in	the	priority	

population.	Gilmore	(2012)	has	defined	need as “the difference between the present situ-
ation	and	a	more	desirable	one”	(p.	8).	These	needs	can	be	expressed	in	many	different	
ways.	For	example,	there	may	be	a	need	for	better	health,	or	a	need	for	more	knowledge,	
or	a	need	to	possess	a	certain	skill,	to	name	a	few.	Whether	a	need	of	the	priority	popula-
tion is actual (true	need)	or	perceived	(reported	need)	does	not	matter	(Gilmore,	2012).	
What	matters	is	being	able	to	identify	all	needs,	actual	and	perceived,	so	that	they	can	be	
addressed	through	appropriate	program	planning.

The	process	of	identifying,	analyzing,	and	prioritizing	the	needs	of	a	priority	popu-
lation is referred to as a needs assessment.	Other	terms	that	have	been	used	to	describe	
the	process	of	determining	needs	include	community analysis, community diagnosis, and 
community assessment.	Conducting	a	needs	assessment	may	be	the	most	critical	step	in	
the	planning	process	because	it	“provides	objective	data	to	define	important	health	prob-
lems,	sets	priorities	for	program	implementation,	and	establishs	a	baseline	for	evaluating	
program	impact”	(Grunbaum	et	al.,	1995,	p.	54).

There	are	many	reasons	why	a	needs	assessment	should	be	completed	before	the	other	
steps	of	the	planning	process	begin.	First,	it	is	a	logical	place	to	start	(Gilmore,	2012).	
Before	a	need	can	be	met,	it	first	must	be	identified	and	measured.	Second,	a	needs	as-
sessment	can	help	ensure	the	appropriate	use	of	planning	resources.	Without	determining	
and	prioritizing	needs,	resources	can	be	wasted	on	unsubstantiated	programming.	Third,	
failure	to	perform	a	needs	assessment	may	lead	to	a	program	focus	that	prevents	or	delays	
adequate	attention	directed	to	a	more	important	health	problem.	For	example,	a	health	
problem	that	tends	to	create	a	high	emotional	response,	particularly	among	parents,	is	the	
trauma	associated	with	bicycle	injuries	in	children.	Of	course,	it	is	a	tragedy	when	a	pre-
ventable	death	occurs.	In	2009,	13%	of	the	630	bicyclists	killed	in	the	United	States	were	
children	age	16	and	under	(NHTSA,	n.d.).	But	an	even	more	significant	determinant	of	
childhood	injury	and	death	in	the	United	States	is	the	inadequate	use	of	safety	belts	or	car	
seats	involved	with	motor	vehicle	crashes.	In	fact,	motor	vehicle	injuries	are	the	leading	
cause	of	death	among	children	at	every	age	after	their	fourth	birthday	and	are	the	great-
est	public	health	threat	to	children	in	the	United	States	today	(Miniño,	Xu,	&	Kochanek,	
2010).	A	needs	assessment	that	examined	both	bicycle	and	motor	vehicle	crashes	would	
lead	planners	to	determine	in	most	locations,	in	most	instances,	that	restraining	children	
in	motor	vehicles	with	safety	belts	or	approved	car	seats	is	an	even	more	important	issue.

Fourth,	a	needs	assessment	can	determine	the	capacity	of	a	community	to		address	specific	
needs. Capacity	refers	to	the	individual,	organizational,	and	community		resources,	such	as	
leadership,	relationships,	operations,	structures,	infrastructure,		politics,	and		systems,	to	name	
a	few,	that	can	enable	a	community	to	take	action	(Brennan	Ramirez,	Baker,	&	Metzler,	2008;	
Gilmore,	2012).	In	other	words,	when	related	to	health	promotion		community capacity is 
the	“characteristics	of	communities	that	affect	their	ability	to	identify,	mobilize,	and	address	
social	and	public	health	problems”	(Goodman	et	al.,	1998,	p.	259)	(see	Chapter	9	for	map-
ping	community	capacity).	“Assessing	community	capacity	helps	you	think	about	existing	
community	strengths	that	can	be	mobilized	to	address		social,	economic,	and		environmental	
conditions	affecting	health	inequities.	In	general,	you	should	look	at	the	places	(e.g.,	parks,	
libraries)	and	organizations	(e.g., education,	health	care,	faith-based	groups,	social	services,	
volunteer	groups,	businesses,	local	government,	law enforcement)	in	various	sectors	of	the	



 Chapter 4   AssEssING NEEds 73

community”	(Brennan	Ramirez	et	al.,	2008,	p. 54).	“It	is	also		important	to	identify	the	nature	
of	the	relationships	across	these	sectors	(e.g., norms,	values),	with	the	community	(e.g.,	civic	
participation),	and	among	various	subgroups	within	the	community	(e.g.,	distribution	of	
power	and		authority,	trust,	identity)”	(Sampson	&	Raudenbush,	1999,	and	Trachim,	1989,	
as	cited	in	Brennan	Ramirez	et	al.,	2008,	p.	54).

Fifth,	a	needs	assessment	can	provide	a	focus	for	developing	an	intervention	to	meet	
the	needs	of	the	priority	population.	And	finally,	knowing	the	needs	of	a	priority	popula-
tion	provides	a	reference	point	to	which	future	assessments	can	be	compared.

Having	just	stated	several	reasons	why	a	needs	assessment	should	be	completed,	it	
may	seem	odd	that	there	are	a	few	planning	scenarios	in	which	a	needs	assessment	would	
not	be	used.	The	first	would	be	if	another	needs	assessment	had	been	conducted	recently,	
possibly	for	another	related	program,	and	the	funding	or	other	resources	to	conduct	a	
second	needs	assessment	in	such	a	short	period	of	time	were	not	available.	A	second	
	scenario	in	which	a	needs	assessment	may	not	be	used	is	one	where	the	program	planners	
are	employed	by	an	agency	that	deals	only	with	a	specific	need	that	is	already	known	
(e.g.,	cancer	and	the	American	Cancer	Society),	or	the	agency	for	which	they	work	has	
received	categorical funds	that	must	be	used	for	dealing	with	a	specific	disease	(e.g.,	HIV/
AIDS)	or	program	(e.g.,	immunization)	(Bartholomew	et	al.,	2011).

The	remaining	portions	of	this	chapter	will	present	discussions	on	what	to	expect	
from	a	needs	assessment,	the	types	and	sources	of	data	used	to	conduct	a	needs	assess-
ment,	and	a	suggested	process	for	conducting	a	needs	assessment.	Box 4.1	 identifies	

Box 4.1  Responsibilities and Competencies for Health 
 Education Specialists

The content of this chapter is associated with a single area of responsibility. That 
responsibility and related competencies include:

Responsibility I: Assess Needs, Assets, and Capacity for Health Education

Competency 1.1: Plan Assessment Process

Competency 1.2: Access Existing Information and data Related 
to Health

Competency 1.3: Collect Quantitative and/or Qualitative data 
Related to Health

Competency 1.4: Examine Relationships among Behavioral, 
 Environmental, and Genetic Factors That  Enhance or Compro-
mise Health

Competency 1.5: Examine Factors That Influence the Learning 
Process

Competency 1.6: Examine Factors That Enhance or Compromise 
the Process of Health Education

Competency 1.7: Infer Needs for Health Education Based on 
 Assessment  Findings

Source: NCHEC, sOPHE, & AAHE (2010). 
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the	responsibilities	and	competencies	for	health	education	specialists	that	pertain	to	the	
	material	presented	in	this	chapter.

What to expect From a Needs Assessment

By	examining	the	needs	assessment	definitions	presented	by	others,	planners	can	get	an	
idea	of	what	to	expect	from	a	needs	assessment.	Gilmore	(2012)	defined	needs		assessment	
as	“a	planned	process	that	identifies	the	reported	needs	of	an	individual	or	group”	(p. 9).	
The	National	Commission	 for	Health	Education	Credentialing,	 Inc.,	 along	with	 two	
	professional	health	education	organizations,	have	defined	needs	assessment	as	a	“process	
by	which	health	education	specialists	gather	information	regarding	health	needs	and	desires	
of	a	population”	(NCHEC,	SOPHE,	&	AAHE,	2010,	p.	20).	A	third	definition	of	needs	
	assessment	states	that	it	is	the	process	of	collecting	and	analyzing	information	to	develop	an	
understanding of the issues, resources, and constraints of the priority population, as related 
to	the	development	of	health	promotion	programs	(Anspaugh	et	al.,	2000).	Altschuld	and	
Witkin	(2000)	provided	a	more	encompassing	definition	when	they	defined	a	needs	assess-
ment	as	a	“process	of	determining,	analyzing,	and		prioritizing	needs,	and	in	turn,	identifying	
and	implementing	solution	strategies	to	resolve	high-priority	needs”	(p.	253).

Other	authors	have	indicated	that	a	needs	assessment	should	answer	certain	ques-
tions.	Peterson	and	Alexander	(2001)	have	suggested	that	a	needs	assessment	should	
	answer	the	following	questions:	(1)	Who	is	the	priority	population?	(2)	What	are	the	
needs	of	the	priority	population?	(3)	Which	subgroups	within	the	priority	population	
have	the	greatest	need?	(4)	Where	are	these	subgroups	located	geographically?	(5)	What	
is	currently	being	done	to	resolve	identified	needs?	(6)	How	well	have	the	identified	needs	
been	addressed	in	the	past?	Indirectly,	getting	answers	to	the	latter	two	questions,	num-
bers	5	and	6,	provides	some	information	about	the	community	capacity	and	whether	
part	of	the	identified	needs	may	include	the	need	to	build	capacity.	Capacity building 
refers	to	activities	that	enhance	the	resources	of	individuals,	organizations,	and	commu-
nities	to	improve	their	effectiveness	to	take	action.

No	matter	how	needs	assessment	is	defined,	the	concept	embedded	in	the	defini-
tions	is	the	same:	identifying	the	needs	of	the	priority	population	and	determining	the	
degree	to	which	the	needs	are	being	met.	If	needs	are	not	being	met,	is	there	also	a	need	
to		enhance	capacity	to	do	so?

Acquiring Needs Assessment Data

Two	types	of	data	are	generally	associated	with	a	needs	assessment:	primary	data	and	
 secondary data. Primary data	are	those	data	you	collect	yourself	(via	a	survey,	a	focus	group,	
in-depth	interviews,	etc.)	that	answer	unique	questions	related	to	your	specific	needs	assess-
ment.	Most	methods	of	collecting	primary	data	are	ones	in	which	those		collecting	the	data	
interact	with	(e.g.,	interviewing)	those	from	whom	the	data	are	being	collected.	Such	meth-
ods	have	been	labeled	as	interactive contact methods	(Marti-Costa	&	Serrano-Garcia	as	
cited	in	Minkler,	2005).	Secondary data	are	those	data	already		collected	by	somebody	
else	and	available	for	your	use.	Thus,	the	methods	to	collect	these	data	have	been	labeled	
as no contact methods	(Marti-Costa	&	Serrano-Garcia	as	cited	in	Minkler,	2005).	The	



 Chapter 4   AssEssING NEEds 75

advantages	of	using	secondary	data	are	that	(1)	they	already	exist,	and	thus		collection	time	
is	minimal,	and	(2)	they	are	usually	fairly	inexpensive	to	access.	Both	of	these	advantages	
are	important	to	planners	because	programs	are	often	planned	when	both	time	and	money	
are	limited.	However,	a	drawback	of	using	secondary	data	is	that	the	information	might	
not identify the true needs of the priority population—perhaps because of how the data 
were	collected,	when	they	were	collected,	what	variables	were	considered,	or	from	whom	
the	data	were	collected.	A	good	rule	is	to	move	cautiously	and	make	sure	the	secondary	
data	are	applicable	to	the	immediate	situation	before	using	them.

Primary	data	have	the	advantage	of	directly	answering	the	questions	planners	want	
answered	by	those	in	the	priority	population.	However,	collecting	primary	data	can	be	
expensive	and	when	done	correctly,	take	a	great	deal	of	time.

An	overview	of	the	means	of	acquiring	primary	and	secondary	data	are	presented	in	
the following pages.

sources of primary Data
Primary	data	can	be	collected	using	a	variety	of	methods.	Those	most	commonly	used	in	
planning	health	promotion	programs	are	presented	in	Table 4.1.

single-step or Cross-sectional surveys Single-step surveys, or as they are often called 
cross-sectional	 (point-in-time)	 surveys,	 are	 a	means	of	 gathering	primary	data	 from	

Table 4.1 sources of Primary data

single-step or Cross-sectional surveys
From priority population—self-report

written questionnaires
telephone interviews
face-to-face interviews
electronic interviews
group interviews

Proxy measures
From significant others
From opinion leaders
From key informants

Multistep survey: delphi Technique
Community Forum (Town Hall Meeting)
Meetings
Focus Group
Nominal Group Process
Observation

direct observation
Indirect observation (proxy measures)
“Windshield” or walk-through (walking tours)
Photovoice and videovoice

self-Assessments
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	individuals	or	groups	with	a	single	contact—thus,	the	term	single-step.	Such	surveys	often	
take	the	form	of	written	questionnaires	and	interviews.	When	individuals	or	groups	(also	
sometimes	called	respondents or participants)	are	answering	questions	about	themselves,	
the	information	that	is	provided	is	referred	to	as	self-report	data.	Thus,	respondents	are	
asked	to	recall	(“When	was	your	last	visit	to	your	dentist?”)	and	report	accurate	(“On	
average,	how	many	minutes	do	you	exercise	each	day?”)	information.	Self-report	meas-
ures	are	essential	for	many	needs	assessments	and	evaluations	because	of	the	need	to	
obtain	subjective	assessments	of	experiences	(e.g.,	 feelings	about	available	programs,	
self-assessments	of	health	status,	and	health	behavior,	such	as	eating	patterns)	(Bowling,	
2005).	Even	marketing	data	(e.g.,	the	best	location	for	a	program,	the	best	time	to	offer	a	
program,	and	willingness	to	pay	for	a	program)	and	capacity	data	(“What	resources	are	
needed	to	make	this	change?)	can	be	collected	through	these	assessments.	In	addition,	self-
report	measures	have	a	broad	appeal	to	those	who	need	to	collect	data,	because	“they	are	
often	quick	to	administer	and	involve	little	interpretation	by	the	investigator”	(Bowling,	
2005,	p.	15).	However,	planners	should	be	aware	that	self-report	data	do	have	limitations.	
One	such	limitation	is	bias—those	data	that	have	been	distorted	because	of	the	way	they	
have	been	collected.	(See	the	section	in	Chapter	5	on	bias	free	data.)	To	overcome	some	
of	these	limitations	and	to	maximize	the	usefulness	of	self-report,	Baranowski	(1985)	has	
developed	eight	steps	to	increase	the	accuracy	of	this	method	of	data	collection:

1. Select	measures	that	clearly	reflect	program	outcomes.

2. Select	measures	that	have	been	designed	to	anticipate	the	response	problems	and	
that	have	been	validated.

3. Conduct	a	pilot	study	with	the	priority	population.	(See	Chapter	5	for	pilot	studies.)

4. Anticipate	and	correct	any	major	sources	of	unreliability.

5. Employ	quality-control	procedures	to	detect	other	sources	of	error.

6. Employ	multiple	methods.

7. Use	multiple	measures.

8. Use	experimental	and	control	groups	with	random	assignment	to	control	for	biases	
in	self-report.

By	following	these	steps,	planners	can	enhance	the	accuracy	of	self-report,	making	this	a	
more	effective	method	of	data	collection.

For	a	variety	of	reasons,	there	are	times	when	those	in	the	priority	population		cannot	
respond	for	themselves	or	do	not	want	to	respond.	In	such	situations,	planners	will	have	to	
collect	data	indirectly.	Such	a	method	is	referred	to	as	a	proxy	(or	indirect)	measure.	A proxy 
measure	is	an	outcome	measure	that	provides	evidence	that	a	behavior	has		occurred.	Or	as	
Dignan	(1995)	states,	“indirect	measures	are	unmistakable	signs	that	a	specific		behavior	
has	occurred”	(p.	103).	Examples	of	proxy	measures	include	(1)	lower	blood	pressure	for	
the	behavior	of	medication	taking,	(2)	body	weight	for	the	behaviors	of	exercise	and	diet-
ing,	(3)	cotinine	in	the	blood	for	tobacco	use,	(4)	empty	alcoholic	beverages	in	the	trash	
for		consumption	of	alcohol,	or	(5)	another	person	reporting	on	the	compliance	of	his/her	
partner	(Cottrell	&	McKenzie,	2011).	Proxy	measurements	of	skills	or	behavior	usually	
require	more	resources	and	cooperation	to	obtain	than	self-report	or	direct	observation	
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(Dignan, 1995).	The	greatest	concern	associated	with	proxy	measures	is	making	sure	that	
the	measure	is	both	valid	and	reliable	(Cottrell	&	McKenzie,	2011).

In	addition	to	surveying	the	priority	population,	there	are	other	groups	of		individuals	
who	are	commonly	asked	to	respond	to	single-step	surveys	for	the	purpose	of	collecting	
primary	needs	assessment	data.	They	include	significant	others	of	the	priority	population,	
community	opinion	leaders,	and	key	informants.	Significant others	may	include	family	
members	and	friends.	Collecting	data	from	the	significant	others	of	a	group	of	heart	dis-
ease	patients	is	a	good	example.	Program	planners	might	find	it	difficult	to	persuade	heart	
disease	patients	themselves	to	share	information	about	their	outlook	on	life	and	living	with	
heart	disease.	A	survey	of	spouses	or	other	family	members	might	help	elicit	this	informa-
tion	so	that	the	program	planners	could	best	meet	the	needs	of	the	heart	disease	patients.

Opinion leaders	are	individuals	who	are	well	respected	in	a	community	and	who	can	
accurately	represent	the	views	of	the	priority	population.	These	leaders	are:

1. Discriminating	users	of	the	media

2. Demographically	similar	to	the	priority	group

3. Knowledgeable	about	community	issues	and	concerns

4. Early	adopters	of	innovative	behavior	(see	Chapter	11	for	an	explanation	of	
these terms)

5. Active	in	persuading	others	to	become	involved	in	innovative	behavior

Opinion	leaders	include	political	figures,	chief	executive	officers	(CEOs)	of	companies,	
union	leaders,	administrators	of	local	school	districts,	and	other	highly	visible	and	re-
spected	individuals.	(See	Figure 4.1	for	a	form	for	tallying	opinion	leader	survey	data.)

Key informants	are	strategically	placed	individuals	who	have	the	knowledge	and	abil-
ity	to	report	on	the	needs	of	those	in	the	priority	population.	They	may	or	may	not	be	in	
	positions	with	formal	authority,	but	they	are	often	respected	by	others	in	the	community	
and	thus	possess	informal	authority.	Because	they	may	be	biased,	planners	need	to	be	careful	
not	to	base	an	entire	needs	assessment	on	the	data	generated	from	a	key	informant	survey.

Single-step	surveys	of	those	in	the	priority	population,	significant	others,	opinion	
leaders,	and	key	informants	can	be	administered,	as	noted	earlier,	several	different	ways.	
The	primary	means	of	collecting	data	from	these	individuals	include	written	question-
naires,	telephone	interviews,	face-to-face	interviews,	electronic	interviews,	and	group	
interviews.	A	discussion	of	each	follows.

Written Questionnaires.	 Probably	the	most	often	used	method	of	collecting		self-reported	
data	is	the	written	questionnaire.	It	has	several	advantages,	notably	the	ability	to	reach	a	
large	number	of	respondents	in	a	short	period	of	time,	even	if	there	is	a	large		geographic	
area	 to	 be	 covered.	This	method	offers	 low	 cost	with	minimum	 staff	 time	needed.	
However,	it	often	has	the	lowest	response	rate.

With	 a	written	 questionnaire,	 each	 individual	 receives	 the	 same	 questions	 and	
	instructions	 in	 the	 same	 format,	 so	 that	 the	possibility	of	 response	bias	 is	 lessened.	
The	corresponding	disadvantage,	however,	 is	the	inability	to	clarify	any	questions	or	
 confusion on the part of the respondent.
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As	mentioned,	the	response	rate	for	mailed	questionnaires	tends	to	be	low	especially	
if	respondents	cannot	remain	anonymous,	but	there	are	several	ways	to	overcome	this	
problem.	One	way	is	to	include	with	the	questionnaire	a	postcard	that	 identifies	the	
person	in	some	way	(such	as	by	name	or	identification	number).	The	individual	is	asked	
to		return	the	questionnaire	in	the	envelope	provided	and	to	send	the	postcard	back	sepa-
rately.	Anonymity	is	thus	maintained,	but	the	planner/evaluator	knows	who	returned	
a	questionnaire.	The	planner/evaluator	can	then	send	a	follow-up	mailing	(including	a	
letter	 indicating	the	importance	of	a	response	and	another	copy	of	the	questionnaire	
with	a	return	envelope)	to	the	individuals	who	did	not	return	a	postcard	from	the	first	
mailing.	The	use	of	incentives	also	can	increase	the	response	rate.	For	example,	some	
hospitals	offer	free	health	risk		appraisals	to	those	who	return	a	completed	needs	assess-
ment	instrument.

The	appearance	of	the	questionnaire	is	also	extremely	important	when	collecting	data.	
It	should	be	attractive,	easy	to	read,	and	offer	ample	space	for	the	respondents’		answers.	
It should	also	be	easy	to	understand	and	complete,	because	written	questionnaires	provide	
no	opportunity	to	clarify	a	point	while	the	respondent	is	completing	the	questionnaire.	In	
addition,	all	mailed	questionnaires	should	be	accompanied	by	a	cover	letter,	to	help	clarify	
directions	for	completion.

Short	questionnaires	that	do	not	take	a	long	time	to	complete	and	questionnaires	
that	clearly	explain	the	need	for	the	information	are	more	likely	to	be	returned.	Planners/
evaluators	should	give	thought	to	designing	a	questionnaire	that	is	as	easy	to	complete	
and return as possible.

__________________________________________

sreweivretni fo rebmuNdohtem noitcelloc ataD

______________________________

_____ :oT   ______ :morFdeweivretni elpoep fo rebmun latoT

Date Collected ________

Number of Persons Percentage of Persons 
Rank Health Problem Identifying Problem Identifying Problem

1.
2.
3.
4.
5.
6.
7.
8.
9.

10.

Source: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention (no date),
p. A3-12.Figure 4.1 Form to Tally Opinion Leader survey data

Source: U.s. department of Health and Human services, Centers for disease Control and Prevention (no date), 
p. A3–12.
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Face-to-Face Interviews.	 At	times,	it	is	advantageous	to	administer	the	instrument	to	the	
respondents	in	a	face-to-face	interview	setting.	This	method	is	time	consuming,	since	it	
may	require	not	only	time	for	the	actual	interview	but	also	travel	time	to	the	interview	
site	and/or	waiting	time	between	interviews.	The	interviewer	must	be	carefully	trained	
to	conduct	the	interview	in	an	unbiased	manner.	It	is	important	to	explain	the	need	for	
the	information	in	order	to	conduct	the	needs	assessment/evaluation	and	to	accurately	
record	the	responses.	Methods	of	probing,	or	eliciting	additional	information	about	an	
individual’s	responses,	are	used	in	the	face-to-face	interview,	and	the	interviewer	must	be	
skilled at this technique.

This	method	 of	 self-report	 allows	 the	 interviewer	 to	 develop	 rapport	with	 the	
	respondent.	The	flexibility	of	this	method,	along	with	the	availability	of	visual	cues,	has	
the	advantage	of	gaining	more	complete	data	from	respondents.	Smaller	numbers	of	re-
spondents	are	included	in	this	method,	but	the	rate	of	participation	is	generally	high.	It	
is	important	to	establish	and	follow	procedures	for	selecting	the	respondents.	There	are	
also	several	disadvantages	to	the	face-to-face	interview.	It	is	more	expensive,	requiring	
more	staff	time	and	training	of	interviewers.	Variations	in	the	interviews,	as	well	as	dif-
ferences	between	interviewers,	can	influence	the	results.

Telephone Interviews.	 Compared	 to	mailed	 surveys	 or	 face-to-face	 interviews,	 the	
	telephone	interview	offers	a	relatively	easy	method	of	collecting	self-reported	data	at	
a	moderate	cost.	But	it	 is	not	as	easy	and	inexpensive	as	it	once	was	“due	in	part	to	
the	increasing	use	of	cell	phones”	(SHADAC,	2009,	p.	1).	The	number	of	households	
in	the	United	States	that	do	not	have	landline	telephone	service,	known	as	wireless-
only households,	continues	to	grow.	It	has	been	estimated	that	more	than	one	out	of	
four	American	homes	(26.6%)	have	only	wireless	telephones	and	another	2.0%	do	not	
have	any	phone	service	(Blumberg	&	Luke,	2010).	“The	prevalence	of	such	‘wireless-
only’	households	now	markedly	exceeds	the	prevalence	of	households	with	only	landline	
	telephones	(12.9%),	and	this	difference	is	expected	to	grow”	(Blumberg	et	al.,	2011,	
p. 1).	Those	most	likely	to	live	in	wireless-only	households	are	younger,	living	with	other	
nonrelated	adults,	 renting	 their	 residence,	and	being	non-white	 (Blumberg	&	Luke,	
2010).	Therefore,	depending	on	whom	planners/evaluators	are	trying	to	interview	and	
how	they	plan	to	select	the	participants	for	interviews,	some	individuals	may	not	have	a	
chance	of	being	selected	and/or	contacted.

Prior	to	so	many	people	living	in	wireless-only	households	participants	who	were	
to	be	interviewed	by	telephone	were	selected	using	some	type	of	random	process.	One	
method	was	to	randomly	select	people	from	a	“list.”	For	example,	a	program	participants’	
list,	a	local	telephone	book,	student	directory,	church	directory,	or	employee		directory.	
However,	selecting	people	randomly	from	a	list	misses	people	with	unlisted	telephone	
numbers	and/or	cell	phones.	One	way	to	overcome	this	problem	is	a	method	known	
as  random-digit dialing (RDD),	 in	which	telephone	number	combinations	are	chosen	
at		random.	This	method	would	include	businesses	as	well	as	residences	and	nonwork-
ing	as	well	as	valid	numbers,	making	 it	more	 time	consuming.	The	numbers	may	be	
	obtained	from	a	table	of	random	numbers	or	generated	by	a	computer.	The	advantage	
of		random-digit	dialing	is	that	it	includes	the	entire	survey	population	with	a	telephone	
in	the	area,	including	people	with	unlisted	numbers	and	cell	phones.	However,	there	are	
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several	drawbacks	to	using	RDD.	The	first	is	that	those	with	cell	phones	may	not	have	a	
telephone	number	with	an	area	code	in	which	they	live.	This	is	a	problem	because	in	order	
to	use	the	RDD	technique	both	the	area	codes	and	the	exchanges	(i.e.,	the	first	three	digits	
of	the	seven-digit	telephone	number)	must	be	known.	Another	drawback	is	some	peoples’	
resistance	to	answering	questions	over	the	telephone	or	resentment	about	being	inter-
rupted	with	an	unwanted	call.	And	finally,	those	conducting	the	interviews	may	also	have	
difficulty	reaching	individuals	because	of	unanswered	phones	or	answering	machines.

Like	face-to-face	interviews,	telephone	interviewing	requires	trained	interviewers;	
without	proper	training	and	use	of	a	standard	questionnaire,	the	interviewer	may	not	be	
consistent	during	the	interview.	Explaining	a	question	or	offering	additional	information	
can cause a respondent to change an initial response, thus creating a chance for inter-
viewer	bias.	The	interviewer	does	have	the	opportunity	to	clarify	questions,	which	is	an	
advantage	over	the	written	questionnaire,	but	does	not	have	the	advantage	of	visual	cues	
that	the	face-to-face	interview	offers.

Electronic Interviews.	 With	more	and	more	individuals	having	access	to	the	Internet	and	
email	[“74%	of	American	adults	go	online,	57%	of	American	households	have	broad-
band	connections,	and	61%	of	adults	look	online	for	health	information”	(Fox	&	Jones,	
2009,	para.	1)],	 it	was	only	a	matter	of	time	until	planners/evaluators	used	them	to	
conduct	interviews.	Advantages	to	using	this	type	of	interviewing	compared	to	using	a	
written	questionnaire	include	the	reduced	response	time,	cost	of	materials,	ease	of	data	
collection,	flexibility	in	the	design	and	format	of	the	questionnaire,	control	over	the	ad-
ministration	such	as	distribution	to	the	recipients	all	at	the	same	time	on	the	same	day,	
and	recipient	familiarity	with	the	format	and	technology	(Granello	&	Wheaton,	2003).	
In	addition,	responses	received	can	be	formatted	to	enter	directly	into	a	spreadsheet/sta-
tistical	package	eliminating	manual	data	entry	or	scanning	(Cottrell	&	McKenzie,	2011).	
However,	there	are	several	drawbacks	to	using	the	Internet	for	interviewing:	not	every-
one	has	access	to	the	Internet,	obtaining	email	addresses	of	the	possible	respondents	can	
be	difficult,	and	some	people’s	lack	of	comfort	in	using	a	computer.	As	such,	studies	in	
the	literature	to	date	on	the	response	rate	to	electronic	interviews	has	been	mixed,	with	
some	studies	reporting	good	results	and	others	reporting	lower	rates	similar	to	written	
questionnaires	sent	via	the	U.S.	mail	(Cottrell	&	McKenzie,	2011).

With	the	expanded	use	of	 the	 Internet	has	come	an	 increase	 in	 the	number	of	
commercial	companies	 (e.g.,	Qualtrics,	SurveyMonkey,	Zoomerang)	 that	offer	 ser-
vices	 to	assist	 those	 in	using	 this	method	of	 interviewing.	This	 is	how	they	work.	
Customers	sign	up	and	pay	a	fee.	For	the	most	part,	the	fee	is	based	on	the	amount	
of	service	provided	and	the	length	of	time	the	service	is	used.	Typical	services	offered	
include design and preparation of the questionnaire, translation of the questionnaire 
into	another	language,	customizing	the	questionnaire	with	organization	logo/brand-
ing,	personalized	email	cover	letter	introducing	the	questionnaire,	personalized	email	
thank-you	letters	for	those	who	complete	the	instrument,	data	tallying	and	analysis,	
various	trainings,	and	customer	support.	The	costs	of	the	services	vary	depending	on	
the	type	of	customer,	but	most	companies	provide	a	discount	for	not-for-profit	and	
educational	organizations.
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Group Interviews.	 Interviewing	 individuals	 in	groups	provides	for	economy	of	scale.	
That	is,	data	can	be	collected	from	several	people	in	a	short	period	of	time.	But	there	
are	some	drawbacks	of	such	data	collection	that	primarily	revolve	around	one	or	more	
group	members’	influencing	the	response	of	others.	A	specific	form	of	group	interview	
discussed later in this chapter is focus groups. Focus groups are useful in collecting infor-
mation	for	a	needs	assessment,	but	can	also	be	used	to	determine	if	programs	are	being	
implemented	effectively	or	determine	program	outcomes.

Multistep survey	 As	its	title	suggests,	a	multistep	survey	is	one	in	which	those	collecting	
the	data	contact	those	who	will	provide	the	data	on	more	than	one	occasion.	The	tech-
nique that uses this process is called the Delphi technique.	It	is	a	process	that	generates	
consensus	through	a	series	of	questionnaires,	which	are	usually	administered	via	the	mail	
or	electronic	mail.	The	process	begins	with	those	collecting	the	data	asking	the	priority	
population	to	respond	to	one	or	two	broad	questions.	The	responses	are	analyzed,	and	a	
second	questionnaire,	with	more	specific	questions	based	on	responses	to	the	first	ques-
tionnaire,	is	developed	and	sent	to	the	priority	population.	The	answers	to	these	more	
specific	questions	are	analyzed	again,	and	another	new	questionnaire	is	created	and	sent	
out,	requesting	additional	 information.	If	consensus	is	reached,	the	process	may	end	
here;	if	not,	it	may	continue	for	another	round	or	two	(Gilmore	2012).	Most	often,	this	
process	continues	for	five	or	fewer	rounds.

Community Forum	 The	community forum,	also	sometimes	referred	to	as	a	town hall 
meeting,	approach	brings	 together	people	 from	the	priority	population	 to	discuss	
what	they	see	as	their	group’s	problems/needs.	It	is	not	uncommon	for	a	community	
forum	to	be	organized	by	a	group	representing	the	priority	population,	 in	conjunc-
tion	with	the	program	planners.	Such	groups	include	labor,	civic,	religious,	or		service	
organizations,	or	groups	such	as	 the	Parent	Teacher	Association	(PTA).	Once	peo-
ple	have	arrived,	a	moderator	 explains	 the	purpose	of	 the	meeting	and	 then	asks	
those	from	the	priority	population	to	share	their	concerns.	One	or	several	individuals	
from	the	organizing	group,	called	recorders,	are	usually	given	the	responsibility	 for	
 taking notes or taping the session to ensure that the responses are recorded accurately. 
However,	when	moderating	a	community	 forum,	 it	 is	 important	 to	be	aware	 that	
the silent	majority	may	not	speak	out	and/or	a	vocal	minority	may	speak	too	loudly.	
For	example,	an	individual	parent’s	view	may	be	wrongly	interpreted	to	be	the	view	
of	all parents.

At	a	community	forum,	participants	may	also	be	asked	to	respond	in	writing	(1)	by	
answering	specific	questions	or	(2)	by	completing	some	type	of	instrument.	Figure 4.2 
is	an	example	of	an	instrument	that	could	be	used	to	collect	data	from	participants	in	a	
community	forum.

Meetings	 Meetings	are	a	good	source	of	information	for	a	preliminary	needs	assess-
ment	or	various	aspects	of	evaluation.	For	example,	if	a	health	department	is	planning	
to	conduct	a	needs	assessment	and	would	like	some	direction	on	what	health	topics	to	
key	in	on,	planners	may	meet	with	a	small	group	from	the	priority	population	to	find	out	
what	they	see	as	health	issues	in	the	community.
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The	meeting	structure	can	be	flexible	to	avoid	limiting	the	scope	of	the	informa-
tion	gained.	The	cost	of	this	form	of	data	collection	is	minimal.	Possible	biases	may	
occur	when	meetings	are	used	as	the	sole	source	of	data	collection.	Those	involved	may	
give	“socially	acceptable”	responses	to	questions	rather	than	discussing	actual	concerns.	
There	also	may	be	limited	input	if	relatively	few	participants	are	included,	or	if	one	or	
two	participants	dominate	the	discussion.

Focus Group	 The	focus group	is	a	form	of	qualitative	research	that	grew	out	of	group	
therapy.	Focus	groups	are	used	to	obtain	information	about	the	feelings,	opinions,	per-
ceptions,	insights,	beliefs,	misconceptions,	attitudes,	and	receptivity	of	a	group	of	people	
concerning	an	idea	or	issue.	Focus	groups	are	rather	small,	compared	to	community	
forums,	and	usually	include	only	8	to	12	people.	If	possible,	it	is	best	to	have	a	group	
of people who do not know each other so that their responses are not inhibited by 
	acquaintance.	Participation	in	the	group	is	by	invitation.	People	are	invited	about	one	
to	three	weeks	in	advance	of	the	session.	At	the	time	of	the	invitation,	they	receive	gen-
eral	information	about	the	session	but	are	not	given	any	specifics.	This	precaution	helps	
 ensure that responses will be spontaneous yet accurate.

Once	assembled,	 the	group	 is	 led	by	a	 skilled	moderator	who	has	 the	 task	of	
obtaining	candid	responses	from	the	group	to	a	set	of	predetermined	questions.	 In	
	addition	 to	eliciting	 responses	 to	 the	questions,	 the	moderator	may	ask	 the	group	
to	prioritize	 the	different	responses.	As	 in	a	community	 forum,	 the	answers	 to	 the	

Directions: Please rank the need for each program in the community by placing a number in the
space to the left of the programs. Use 1 to rank the program of greatest need, 2 for the next
greatest need, and so forth, until you have ranked all seven programs. The program with the
highest number next to it should be the one that, in your opinion, is least needed. If you feel that
a program should not be considered for implementation in our community, please place an X in
the space to the left of the program instead of a number. Please note that the number you place
next to each program represents its need in the community, not necessarily your desire to par-
ticipate in it. After ranking the program, place an X to the right of the program in the column(s )
that represent the age group(s) to which you feel the program should be targeted.

Children Teens Adults Older 
Program All ages 5–12 13–19 20–64 adults 65�

_______ Alcohol education: ________ ________ ________ ________ ________

_______ Exercise/fitness: ________ ________ ________ ________ ________

_______ Nutrition education: ________ ________ ________ ________ ________

_______ Safety belt use: ________ ________ ________ ________ ________

_______ Smoking cessation: ________ ________ ________ ________ ________

_______ Smoking education: ________ ________ ________ ________ ________

_______ Weight loss: ________ ________ ________ ________ ________

Figure 4.2 Instrument for Ranking Program Need
Source: Instrument for Ranking Program Need. Amy L. Bernard. Copyright © 2011 by Amy L. Bernard. Reprinted 
with permission.
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questions	are	recorded	through	either	written	notes	and/or	audio	or	video	recordings,	
so	that	at	a	later	date	the	interested	parties	can	review	and	interpret	the	results.

Focus	groups	are	not	easy	to	conduct.	Special	care	must	be	given	to	developing	the	
questions	that	will	be	asked.	Poorly	written	questions	will	yield	information	that	is	less	
than	useful.	In	addition,	the	moderator	should	be	one	who	is	skilled	in	leading	a	group.	
As	might	be	surmised,	the	level	of	skill	needed	to	conduct	a	focus	group	increases	as	the	
topic	of	discussion	becomes	more	controversial.

Although	focus	groups	have	been	shown	to	be	an	effective	way	of	gathering	data,	
they	do	have	one	major	limitation.	Participants	in	the	groups	are	usually	not	selected	
through	a	random-sampling	process.	They	are	generally	selected	because	they	possess	
certain	attributes	 (e.g.,	 individuals	of	 low	 income,	city	dwellers,	parents	of	disabled	
children,	or	chief	executive	officers	of	major	corporations).	Participants	may	not	be	
representative	of	the	priority	population.	Therefore,	the	results	of	the	focus	group	are	
not	generalizable.	“Findings	[of	focus	groups]	should	be	interpreted	as	suggestive	and	
directional	rather	than	as	definitive”	(Schechter,	Vanchieri,	&	Crofton,	1990,	p.	254).	
For	more	detail	and	information	about	preparing	for	and	conducting	focus	groups,	see	
Gilmore	(2012)	and	National	Cancer	Institute	(2002	&	2004).

Nominal Group process	 The	nominal group process is a highly structured process in 
which	a	few	knowledgeable	representatives	of	the	priority	population	(five	to	seven	peo-
ple)	are	asked	to	qualify	and	quantify	specific	needs.	Those	invited	to	participate	are	asked	
to	record	their	responses	to	a	question	without	discussing	it	among	themselves.	Once	all	
have	recorded	a	response,	participants	share	their	responses	in	a	round-robin	fashion.	
While	this	is	occurring,	the	facilitator	is	recording	the	responses	on	a	chalkboard	or	flip-
chart	for	all	to	see.	The	responses	are	clarified	through	a	discussion.	After	the	discussion,	
the	participants	are	asked	to	rank-order	the	responses	by	importance	to	the		priority	popu-
lation.	This	ranking	may	be	considered	either	a	preliminary	or	a	final	vote.	If	it	is	prelimi-
nary,	it	is	followed	with	more	discussion	and	a	final	vote.

Observation Observation,	defined	as	“notice	taken	of	an	indicator”	(Green	&	Lewis,	1986,	
p.	363),	can	also	be	an	effective	means	of	collecting	data.	Not	only	can	people	be	observed,	
but	the	environment	(i.e.,	those	things	around	the	priority	population)	can	be	observed	as	
well.	Because	those	doing	the	observation	can	“see”	but	do	not	interact	with	those	in	the	
priority,	observation	has	been	labeled	a	minimal-contact method of data collection.

Observation	can	be	direct	or	indirect.	Direct observation	means	actually	seeing	a	
situation	or	behavior.	For	example,	direct	observation	may	include	watching	the	eating	
patterns	of	children	in	a	school	lunchroom,	observing	workers	on	an	assembly	line	to	see	
if	they	are	wearing	their	protective	glasses,	checking	the	smoking	behavior	of	employees	
on	break,	and	observing	drivers	for	safety	belt	use.	This	method	is	somewhat	time	con-
suming,	but	it	seldom	encounters	the	problem	of	people	refusing	to	participate	in	the	data	
collection, resulting in a high response rate.

Observation	is	generally	more	accurate	than	self-report,	but	the	presence	of	 the	
	observer	may	alter	the	behavior	of	the	people	being	observed.	For	example,	having	some-
one	observe	smoking	behavior	may	cause	smokers	to	smoke	less	out	of		self-consciousness	
due	to	their	being	under	observation.	When	people	know	they	are	being	observed	it	is	
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referred to as obtrusive observation. Unobtrusive observation	means	just	the	opposite;	
the	persons	being	studied	are	not	aware	they	are	being	measured,	assessed,	or	tested.	
Typically,	unobtrusive	observation	provides	less	biased	data,	but	some	question	whether	
unobtrusive	observation	is	ethical.

Differences	among	observers	may	also	bias	the	results,	because	different	observers	
may	not	observe	and	report	behaviors	 in	the	same	manner.	Some	behaviors,	such	as	
safety	belt	use,	are	very	easy	to	observe	accurately.	Others,	such	as	a	person’s	degree	of	
tension,	are	more	difficult	to	observe.	This	method	of	data	collection	requires	a	clear	def-
inition	of	the	exact	behavior	to	observe	and	how	to	record	it,	in	order	to	avoid	subjective	
observations.	Observer	bias	can	be	reduced	by	providing	training	and	by	determining	
rater	reliability.	If	the	observers	are	skilled,	observation	can	provide	accurate	evaluation	
data	at	a	moderate	cost.

As noted earlier in this chapter, indirect observation	(or	proxy	measure)	can	also	
be	used	to	determine	whether	a	behavior	has	occurred.	This	can	be	completed	by	either	
	“observing”	the	outcomes	of	a	behavior	or	by	asking	others	(e.g.,	spouse)	to		report	on	
such	outcomes	(see	the	earlier	discussion	on	proxy	measures).	In	addition,	these		measures	
can	be	used	to	verify	self-reports	when	observations	of	the	actual	changes	in	behavior	
cannot	be	observed.

Some	specific	methods	of	observation	that	have	been	useful	in	collecting	data	for	
health	promotion	programs	are	windshield tours or walk-throughs and  photovoice.	When	
using a windshield tour or walk-through,	the	person(s)	doing	the		observation	“walks	
or	drives	slowly	through	a	neighborhood,	ideally	on	different	days	of	the	week	and	at	
different	times	of	the	day,	on	the	lookout	for	a	variety	of	potentially		useful		indicators	
of	community	health	and	well-being”	(Hancock	&	Minkler,	2005,	p.	150).	Potentially	
useful	 indicators	may	 include:	“(A)	Housing	 types	and	conditions,	 (B) Recreational	
and	commercial	facilities,	(C)	Private	and	public	sector	services,	(D)	Social	and	civic	
activities,	(E)	Identifiable	neighborhoods	or	residential	clusters,	(F)	Conditions	of	roads	
and	distances	most	travel,	(G)	Maintenance	of	buildings,	grounds	and	yards”	(Eng	&	
Blanchard,	1990–1991,	p.	96–97).

Photovoice	(formerly	called	photo	novella)	is	the	creation	of	Wang	and	Burris	(1994,	
1997).	It	 is	a	form	of	participatory data collection (i.e., those in the priority popula-
tion participate in the data collection) in which those in the priority population are 
provided	with	cameras	and	skills	training	(on	photography,	ethics,	data	collection,	criti-
cal	discussion,	and	policy),	 then	use	 the	cameras	 to	convey	their	own	images	of	 the	
community	problems	and	strengths	(Kramer	et	al.,	2010;	Minkler	&	Wallerstein,	2005).	
“Photovoice	has	3	main	goals:	(1)	to	enable	people	to	record	and	reflect	their	commu-
nity’s	strengths	and	concerns;	(2)	to	promote	critical	dialogue	and	enhance	knowledge	
about	issues	through	group	discussions	of	the	photographs;	and	(3)	to	inform	policy	
makers”	(FYVPC,	2006,	para.	2).

Photovoice	has	been	used	a	lot	with	“marginalized	groups	of	various	ages	that	want	
their	perspective	seen	and	heard	by	those	in	power”	(WCPH,	2009,	p.	1).	More	recently	
it	has	been	receiving	increased	attention	because	of	its	application	to	health	promotion.	
There	are	a	number	of	reports	of	its	use	in	the	literature	that	have	resulted	in	success-
ful	policy	and	environmental	changes	(e.g.,	Goodhard	et	al.,	2006;	Kramer	et	al.,	2010;	
Wang,	Morrel-Samuels,	Hutchinson,	Bell,	&	Pestronk,	2004).
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The	process	for	using	photovoice	involves	the	following	steps:	(1)	defining	the	goals	
and	objectives	of	the	project;	(2)	identifying	the	community	participants;	(3)	providing	
	participants	with	the	purpose	and	philosophy	behind	photovoice;	(4)	providing	partici-
pants	with	training	to	carry	out	the	project;	(5)	providing	a	theme	for	taking	the		pictures	
(e.g.,	“show	what	is	unhealthy	about	our	community”);	(6)	letting	the	participants	take	
the	pictures;	(7)	selecting	the	photographs	that	reflect	the	concerns	of	the	project;	(8) in	
groups,	 engaging	 in	meaningful	dialogue	about	 the	 significance	of	each	photograph;	
(9) contextualizing	the	photographs	by	writing	captions	based	on	the		mnemonic	SHOWeD	
created	by	Wallerstein	(1987)	(i.e.,	What	do	you	See	here?	What’s	really	Happening	here?	
How	does	this	relate	to	Our	lives?	Why	does	this	problem	or	this	strength	exist?	What	
can we	Do	about	this?);	(10)	codifying	the	results	by	identifying	the	issues,	themes,	or	
	theories	that	emerge;	(11)	identifying	the	stakeholders	and	venues	to	present	the	results;	
(12)	making	 the	presentation(s)	 to	 the	community	 stakeholders	 (e.g., policy	makers,	
	decision		makers)	and	the	public;	and	(13)	taking	action	based	on	results	of	the	photovoice	
process	(Downey,	Ireson,	Scutchfield,	2009;	Kramer	et	al.,	2010;	Wang	&	Burris,	1997;	
Wang,	Morrel-Samuels,	et	al.,	2004;	Wang,	Yi,	Tao,	&	Carovano,	1998;	WCPH,	2009).

For	those	interested	in	learning	more	about	photovoice	please	see	reviews	by	Catalani	
and	Minkler	(2010)	and	Hergenrather,	Rhodes,	and	Bardhoshi	(2009).

self-Assessments	 Data	can	also	be	collected	by	those	in	the	priority	population	through	
self-assessments.	“A	majority	of	 these	approaches	address	primary	prevention	 issues,	
such	as	the	assessment	of	risk	factors	and	protective	factors	in	one’s	lifestyle	pattern,	and	
the	secondary	prevention	process	of	the	early	detection	of	disease	symptoms”	(Gilmore,	
2012,	p.	179).	Examples	of	such	assessments	include	breast	self-examination	(BSE),	tes-
ticular	self-examination	(TSE),	self-monitoring	for	skin	cancer,	and	health assessments 
(HAs).	“Health	assessments	include	instruments	known	as	health	risk		appraisals	or	health	
risk	assessments	(HRAs),	health	status	assessments	(HSAs),	various	lifestyle-specific	(e.g.,	
nutrition,	stress,	and	physical	activity)	assessment	instruments,	wellness	and	behavioral/
habit	inventories”	(SPMBoD,	1999,	p.	xxiii),	and	disease/condition	status		assessments	
(e.g., chances of getting heart disease or diabetes).

Of	the	different	self-assessments,	it	is	the	HAs	that	have	been	most	useful	in	the	needs	
assessment	process,	because	from	such	assessments	planners	can	obtain	“group	data	which	
summarize	major	health	problems	and	risk	factors”	(Alexander,	1999,	p.	5).	And	of	the	
HAs,	it	is	the	HRAs	that	are	most	often	included	in	the	needs	assessment	process.	HRAs	
are	instruments	that	estimate	“the	odds	that	a	person	with	certain	characteristics	will	die	
from	selected	causes	within	a	given	time	span”	(Alexander,	1999,	p.	5).	Even	though	HRAs	
are	used	as	part	of	needs	assessments,	this	was	not	their	original	intent.	The	original	pur-
pose	of	HRAs	was	to	engage	family	physicians	and	their	patients	in	conversation	about	
risks	of	premature	death	and	preventive	health	behaviors	(Robbins	&	Hall,	1970).

To	use	an	HRA	as	part	of	a	needs	assessment,	planners	would	have	those	in	the	prior-
ity	population	complete	a	questionnaire.	The	instruments	include	questions	about	health	
behavior	(e.g.,	smoking,	exercise),	personal	or	family	health	history	of		diseases	(e.g.,	can-
cer,	heart	disease),	demographics	(e.g.,	age,	sex),	and	usually	some	physiological	data	(e.g.,	
height,	weight,	blood	pressure,	cholesterol).	The	resulting	risk		appraisals,	in	most	cases,	
are	calculated	by	computers,	but	some	HRAs	are	hand-scored	by	the	participant	or	health	
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professional	(Alexander,	1999).	Most	HRAs	generate	both	individual	and	group	reports.	
Thus	planners	can	use	the	individual	reports	as	part	of	an	educational	program	for	the	
priority	population	and	use	the	group	reports	as	another	source	of	primary	needs	assess-
ment	data.

There	are	many	HA	instruments	on	the	market.	Before	using	one,	you	need	to		review	
information	about	the	instruments	that	are	available.	Hunnicutt	(2008a)	created	10	crit-
ical	questions	that	need	to	be	asked	when	a	health	risk	appraisal	is	purchased	from	a	
vendor:	(1)	How	long	has	the	vendor	been	in	business?	(2)	How	many	other	clients	have	
used	the	instrument?	(3)	Who	was	behind	the	development	of	the	HRA?	(4)	What	is	the	
best	price?	(5)	Is	the	vendor	willing	to	share	the	names	of	other	clients	who	have	used	
the	HRA?	(6)	Is	there	any	litigation	pending	against	the	vendor?	(7)	Is	the	vendor	HIPAA	
(Health	Insurance	Portability	and	Accountability	Act)	compliant?	(8)	Will	the	vendor	
store	the	HRA	data	at	a	site	outside	the	United	States?	(9)	Is	customer	service/technical	
assistance	included	with	the	purchase	of	the	HRA?	(10)	Who	is	the	key	contact	within	
the	company	of	the	vendor	and	what	is	his/her	emergency	number?

Although	this	discussion	has	revolved	around	the	use	of	HRAs	as	means	of	providing	
information	for	a	needs	assessment,	they	have	also	been	used	to	help	motivate	people	to	
act	on	their	health,	to	increase	awareness,	to	serve	as	cues	to	action,	and	to	contribute	to	
program	evaluation	(see	Hunnicutt,	2008b,	for	benefits	of	using	personal	health	assess-
ments	in	a	worksite).	However,	the	reliability,	validity,	and	effectiveness	in	predicting	risk	
and	prompting	behavior	change	is	questionable	(Edington,	Yen,	&	Braunstein,	1999).

The	following	conclusions	relative	to	HRAs	can	be	made:

1. The	reliability	of	HRA	risk	scores	can	vary	greatly	from	one	instrument	to	another.

2. Reliability	scores	decrease	when	users	calculate	their	own	score,	as	opposed	to	com-
puter scoring.

3. There	is	a	great	variance	in	the	self-reporting	of	specific	risk	factors	and	clinical	
physiologic	measurements.

4. Only	those	HRAs	for	which	reliability	can	be	demonstrated	should	be	used	for	
	evaluating	the	effectiveness	of	health	education.

Table 4.2	summarizes	the	advantages	and	disadvantages	of	the	various	methods	of	
collecting	primary	data.

sources of secondary Data
Several	 sources	 of	 secondary	 needs	 assessment	 data	 are	 available	 to	 planners.	The	
main	sources	include	data	collected	by	government	agencies	at	multiple	levels	(federal,	
	regional,	state,	or	local),	data	available	from	nongovernment	agencies	and	organizations,	
data	from	existing	records,	and	data	or	other	evidence	that	are	presented	in	the	literature	
(see Table 4.3).

Data Collected by Government Agencies	 Certain	government	agencies	collect	data	on	a	
regular	basis.	Some	of	the	data	collection	is	mandated	by	law	(e.g.,	census,	births,	deaths,	
notifiable	diseases,	etc.),	whereas	other	data	are	collected	voluntarily	(e.g.,	usage	rates	for	
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Table 4.2 Methods of Collecting Primary data

Method Advantages Disadvantages

self-Report

Written questionnaire via mail Large outreach Possible low response rate

No interviewer bias Possible problem of representation

Convenient No clarification of questions

Low cost

Minimum staff time 
 required

Easy to administer

Quick

standardized

Moderate cost

Relatively easy to administer

Permits unlimited callbacks

Can cover wide geographic 
areas

High response rate

Flexibility

Gain in-depth data

develop rapport

Need homogenous group if 
 response is low

No assurance addressee was 
 respondent

Possible problem of representation
Telephone interview

Possible interviewer bias

Requires trained interviewers

Wireless-only households

Unlisted number households

Face-to-face interview Expensive

Requires trained interviewers

Possible interviewer bias

 Limits sample size

Time-consuming

Electronic interview Low cost Must have Internet access

Ease and convenience self-selection

Almost instantaneous May lack anonymity

Commercial companies’ 
 services

Group interview High response rate

Efficient and economical

Can stimulate productivity 
of others

Pooled responses

spans time and distance

High motivation and 
 commitment

Reduced influence of others

Enhanced response quality 
and quantity

Equal representation

Consistent participant 
 contact

May intimidate and suppress 
 individual differences

Fosters conformity

delphi technique*
Group pressure may influence 

 responses

High cost and time commitment

Reduced clarification opportunities

Reduced immediate reinforcement

(Table 4.2 continues)
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Method Advantages Disadvantages

Community forum (town hall 
meeting)*

Relatively straightforward  
to conduct

Often difficult to achieve good 
 attendance

Relatively inexpensive

Access to a broad  cross- 
section of the  community

Participants in the community 
forum may tend to represent 
 special interests

People participate on own 
terms

The forum could degenerate into 
gripe session

Can identify most interested data analysis can be time  consuming

Meetings Good for formative evaluation Possible result bias

Low cost Limited input from participants

Focus groups*

Flexible

Low cost Qualitative information

Convenience Limited representativeness

Creative atmosphere dependence on moderator skill

Ease of clarification

Flexibility

Preliminary insights

Participant involvement

Nominal group process* direct involvement of 
 priority groups

Planned interactivity

diverse opinions

Full participation

Creative atmosphere

Recognition of common 
ground

Time commitment

Competing issues

Participant bias

segmented planning involvement

Observation Accurate behavioral data Requires trained observers

Can be obtrusive May bias behavior

Moderate cost Possible observer bias

May be time-consuming

self-assessments Convenient Possible low response rate

No interviewer bias Possible problem of representation

Moderate cost self-selection

Minimum staff time 
 required

Easy to administer

Flexibility

*From Gilmore (2012).

Table 4.2 (continued)
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Table 4.3  sample sources of secondary data Available from Governmental and 
Nongovernmental Agencies and Organizations

Type of Agency/ 
 Organization

Type of Data URL (Web Address)

Government Agencies

U.s. Bureau of Census demographic
U.s. Census http://www.census.gov/
Statistical Abstract of the 

 United States
http://www.census.gov/ 

compendia/statab/
Centers for disease Control 

and Prevention (CdC)
Health and Vital statistics

National Center for Health 
statistics (NCHs)

http://www.cdc.gov/nchs/

Morbidity Mortality Weekly 
 Report (MMWR)

http://www.cdc.gov/mmwr/

CdC WONdER http://wonder.cdc.gov/ 
welcome.html

Behavioral Risk Factors
Behavioral Risk Factor 

 surveillance system (BRFss)
http://www.cdc.gov/brfss/

Youth Risk Behavior 
 surveillance system (YRBss)

http://www.cdc.gov/ 
healthyyouth/yrbs/index.htm

Food & drug Administration 
(FdA)

Food, drugs and Medical 
 device data

http://www.fda.gov/

Environmental Protection 
Agency (EPA)

Environmental data and 
 statistics

http://www.epa.gov/

substance Abuse & Mental 
Health services Administra-
tion (sAMHsA)

substance & Mental Health 
 statistical Information

http://www.samhsa.gov/

National Cancer Institute Cancer statistics http://www.cancer.gov/

Nongovernmental Agencies and Organizations

American Cancer society Cancer Information and 
 statistics

http://www.cancer.org/

American Heart Association Heart disease and stroke 
 Information and statistics

http://www.heart.org/ 
HEARTORG

County Health Rankings Health data by U.s. Counties http://www.countyhealthrank-
ings.org

Henry J. Kaiser Family 
 Foundation

Health data by states http://www.statehealthfacts.
org

safety	belts).	Because	the	data	are	collected	by	the	government,	program	planners	can	gain	
free	access	to	them	by	contacting	the	agency	that	collects	the	data,	or	by	finding	them	on	
the	Internet,	or	in	a	library	that	serves	as	a	United	States	government	depository.	Many	
college	and	university	libraries	and	large	public	libraries	serve	as	such	depositories.

http://www.census.gov/
http://www.census.gov/compendia/statab/
http://www.census.gov/compendia/statab/
http://www.cdc.gov/nchs/
http://www.cdc.gov/mmwr/
http://wonder.cdc.gov/welcome.html
http://wonder.cdc.gov/welcome.html
http://www.cdc.gov/brfss/
http://www.cdc.gov/healthyyouth/yrbs/index.htm
http://www.cdc.gov/healthyyouth/yrbs/index.htm
http://www.fda.gov/
http://www.epa.gov/
http://www.samhsa.gov/
http://www.cancer.gov/
http://www.cancer.org/
http://www.heart.org/HEARTORG
http://www.heart.org/HEARTORG
http://www.countyhealthrankings.org
http://www.countyhealthrankings.org
http://www.statehealthfacts.org
http://www.statehealthfacts.org
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Data Available from Nongovernment Agencies and Organizations	 In	addition	 to	 the	
data	available	from	government	agencies,	planners	should	also	consult	with	nongov-
ernment	agencies	and	groups	for	data.	Included	among	these	are	health	care	systems,	
	voluntary	health	agencies,	business,	civic,	and	commerce	groups.	For	example,	most	of	
the	national	voluntary	health	agencies	produce	yearly	“facts	and	figures”	booklets	that	
include	a	variety	of	epidemiological	data.	In	addition,	local	agencies	and	organizations	
often	have	data	they	have	collected	for	their	own	use.	For	example,	it	 is	not	unusual	
for	a	local	United	Way	to	have	performed	a	needs	assessment	in	the	community	before	
distributing funds.

Data from existing records	 These	are	health	data	that	are	often	“collected	as	a 	by-product	
of	a	service	effort,	such	as	managing	a	clinic,	an	immunization	program,	or	a	water	pollu-
tion	control	program”	(Pickett	&	Hanlon,	1990,	p.	151).	These	data	can	also	serve	as	use-
ful	secondary	needs	assessment	data.	Using	such	data	may	be	an		efficient	way	to	obtain	
the	necessary	information	for	a	needs	assessment	(or	an		evaluation)		without	the	need	for	
additional	data	collection.	The	advantages	include	low	cost,	minimum	staff	needed,	and	
ease	in	randomization.	The	disadvantages	include	difficulty	in	gaining		access	to	the	neces-
sary	records	and	the	possible	lack	of	availability	of	all	the	information	needed	for	a	needs	
assessment	or	program	evaluation.

Examples	of	the	use	of	existing	records	include	checking	medical	records	to		monitor	
blood	pressure	and	cholesterol	levels	of	participants	in	an	exercise	program,	reviewing	
	insurance	usage	of	employees	enrolled	in	an	employee	health	promotion	program,	and	
comparing	the	academic	records	of	students	engaging	in	an	after-school	weight	loss	pro-
gram	with	those	who	are	not.	 In	these	situations,	as	with	all	needs	assessments	using	
	existing	records,	the	cooperation	of	the	agencies	that	hold	the	records	is	essential.	At	times,	
agencies	may	be	willing	to	collect	additional	information	to	aid	in	the	needs	assessment	for	
(or	an	evaluation	of)	a	health	promotion	program.	Keepers	of	records	are	concerned	about	
confidentiality	and	the	release	of	private	information.	The	importance	of	privacy	for	those	
planners	working	in	health	care	settings	was	further	emphasized	in	2003	with	the	enact-
ment	of	the	Standards for Privacy of Individually Identifiable Health Information section 
(The	Privacy	Rule)	of	the	Health	Insurance	Portability	and	Accountability	Act	of	1996	
(officially	known	as	Public	Law	104-191	and	referred	to	as	HIPAA,	pronounced	“hip-a”).	
The	rule	sets	national	standards	that	health	plans,	health	care	clearinghouses,	and	health	
care	providers	who	conduct	certain	health	care	transactions	electronically	must	implement	
to	protect	and	guard	against	the	misuse	of	individually	identifiable	health	information.	
Failure	to	implement	the	standards	can	lead	to	civil	and	criminal	penalties	(USDHHS,	
OCR,	n.d.).	Planners	can	deal	with	these	privacy	issues	by	getting	permission	from	all	
	participants	to	use	their	records	or	by	using	only	anonymous	data.

Data from the Literature	 Planners	might	also	be	able	to	identify	the	needs	of	a	priority	
population	by	reviewing	any	available	current	literature	about	that	priority	population.	
An	example	would	be	a	planner	who	is	developing	a	health	promotion	program	for	indi-
viduals	infected	by	the	human	immunodeficiency	virus	(HIV).	Because	of	the	seriousness	
of	this	disease	and	the	number	of	people	who	have	studied	and	written	about	it,	there	is	a	
good	chance	that	present	literature	could	reflect	the	need	of	a	certain	priority	population.
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The	 best	means	 of	 accessing	 data	 from	 the	 literature	 is	 by	 using	 the	 available	
	literature	databases.	Most	 literature	databases	 today	are	available	 in	 several	differ-
ent	forms,	including	computer	databases	and	the	Internet.	Depending	on	the	database	
used,	planners	can	expect	to	find	comprehensive	listings	of	citations	for	journal	articles,	
book	chapters,	and	books,	and,	in	some	databases,	abstracts	of	the	literature.	Within	the	
	listings,	most	databases	cite	sources	by	both	author	and	subject/title.	Figure 4.3 pro-
vides	an	example	of	what	planners	might	find	when	searching	a	database.

Many	literature	databases	are	available	to	planners.	Next	is	a	short	discussion	of	
those	databases	that	have	proved	helpful	to	health	promotion	planners.

psyciNFO	 PsycINFO®,	which	is	produced	by	the	American	Psychological	Association	
(APA),	is	an	abstract	(not	full-text)	“that	provides	systematic	coverage	of	the	psycho-
logical	literature	from	the	1800s	to	the	present”	(APA,	2011,	para.	1).	In	addition	to	
the	abstracts,	 it	also	contains	bibliographic	citations,	cited	references,	and	descriptive	
	information	(APA,	2011).	The	database	is	divided	into	several	major	categories,	but	two	
of	particular	interest	to	planners	are	(1)	behavioral	science	and	(2)	mental	health.

Medline	 Medline,	the	primary	component	of	and	accessed	through	PubMed®, is the 
U.S.	National	Library	of	Medicine’s®	(NLM)	premier	bibliographic	database	that	con-
tains	over	18	million	references	from	more	than	5,500	journals	covering	the	life	sciences	
with	a	concentration	on	biomedicine.	“A	distinctive	feature	of	Medline	is	that	the	records	
are	indexed	with	NLM’s	Medical	Subject	Headings	(MeSH®)”	(NLM, 2011,	para.	1).

education resource information Center (eriC)	 ERIC	 is	 an	 online	 digital	 library	 of	
education	literature	sponsored	by	the	Institute	of	Education	Sciences	(IES)	of	the	U.S.	

Figure 4.3 sample Citations

Author Citation

 Authors Article title
  ↓ ↓
Neiger,	B.	L.,	Thackeray,	R.,	&	Fagan,	M.	C.	Basic	priority	rating	model	2.0:	current	
applications	for	priority	setting	in	health	promotion	practice.	Health Promotion Practice. 
2011;	12(2),	166–171.
  ↑ ↑ ↑
Journal	Volume	 Pages	 Journal
(number)

Subject/Title Citation

 Article title
 ↓
Basic	priority	rating	model	2.0:	current	applications	for	priority	setting	in	health	promotion	
practice.	Neiger,	B.	L.,	Thackeray,	R.,	&	Fagan,	M.	C.,	Health Promotion Practice.	2011;	
12(2),	166–171.
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Department	of	Education.	ERIC	provides	free	access	to	more	than	1.3	million	biblio-
graphic	records	of	journal	articles	and	other	education-related	materials	that	have	been	
indexed	from	1966	to	the	present	(ERIC,	n.d.).

Cumulative index to Nursing & Allied health Literature (CiNAhL)	 The	CINAHL	grew	out	of	
the	work	of	a	hospital	librarian	in	the	1940s	who	created	an	index	for	nursing	journals.	
Demand	for	this	work	grew	over	the	years	until	in	1961	the	first	volume	of	Cumulative 
Index to Nursing Literature (CINL)	was	published.	In	order	to	keep	pace	with	the	trend	
toward	a	multidisciplinary	approach	to	health	care,	the	scope	of	coverage	was	expanded	
in	1977	to	include	allied	health	journals.	That	is	the	year	its	name	changed	to	CINAHL.	
This	database	went	online	in	1984.

ethXWeb	 ETHXWeb,	 which	 originates	 from	 the	 Bioethics	 Research	 Library	 at	
Georgetown	University,	is	a	database	that	“covers	ethical,	legal,	and	public	policy	issues	
surrounding	health	care	and	biomedical	research.	Citations	are	derived	from	the	litera-
ture	of	law,	religion,	ethics,	social	sciences,	philosophy,	the	popular	media,	and	the	health	
sciences”	(Cottrell	et	al.,	2012,	p.	304).

steps for Conducting a Literature search
General search procedures	 The	process	of	searching	a	database	is	not	difficult,	and	with	
the	exception	of	a	few	individual	differences,	most	 indexes	are	arranged	in	a	similar	
format.	As	Figure	4.3	indicated,	most	indexes	include	both	an	author	and	a	subject/title	
index.	An	item	that	is	specific	to	each	index	is	its	thesaurus	(or	in	the	case	of	Medline,	
Medical	Subject	Headings),	a	listing	of	the	key	words	the	indexes	used	to	index	the	sub-
ject/titles.	Planners	can	find	the	thesauri	online	or	in	a	separate	volume	with	or	near	a	
hard	copy	of	the	indexes.

Figure 4.4	provides	planners	with	a	literature	search	strategy	in	the	form	of	a	flow-
chart.	The	chart	begins	by	identifying	the	need	of	the	priority	population	or	topic	to	be	
searched.	At	this	point,	planners	can	search	either	by	subject/title	or	by	author.	If	plan-
ners know of an author who has done work on their topic, they can search the database 
using	the	author’s	last	name.	If	they	do	not	have	information	on	authors,	they	will	need	
to	match	their	topic	with	the	key	words	presented	in	the	thesaurus.	Since	there	are	times	
when	a	topic	is	not	expressed	in	the	same	terms	used	in	the	thesaurus,	planners	will	need	
to	look	for	related	terms.	Once	they	have	a	list	of	key	words,	they	need	to	search	the	da-
tabase	for	possible	matches.	In	conducting	this	search,	they	need	to	ensure	that	they	are	
using	the	database	that	covers	the	years	of	literature	in	which	they	are	interested.	This	
search should identify possible sources and citations.

Once	sources	are	identified,	planners	may	review	abstracts	(or	entire	documents)	
online	or	locate	a	hard	copy	of	the	document.	Then,	planners	must	determine	the	quality	
and	usefulness	of	the	publication	in	the	needs	assessment	process.	One	means	by	which	
planners	can	judge	the	quality	of	the	literature	is	to	examine	the	references	at	the	end	of	
the	publications.	First,	this	reference	list	may	lead	planners	to	other	sources	not	identified	
in	the	original	search.	Second,	if	the	sources	found	in	the	database	include	all	those	com-
monly	cited	in	the	literature,	this	can	verify	the	exhaustiveness	of	the	search.
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Also look to match topic with
related key words not
originally considered

Search the database for the
years in which interested

Identify Need or Topic

Match topic with key words
in the thesaurus

Subject/Title Search

Locate sources

Identify possible sources

Judge quality and quantity
of sources

Organize literature into
useable form

Search database for known
authors using last names for
the years in which interested

Author Search

Figure 4.4 Literature search strategy Flowchart
Source: Adapted from deeds (1992) and Marcarin (1995).
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searching via the World Wide Web	 The	continued	development	of	the	World	Wide	Web	
(WWW)	has	enhanced	the	opportunities	for	planners	to	obtain	a	variety	of	needs	assess-
ment	data	with	the	“touch	of	a	button”	from	their	home	or	office.	Many	of	the	govern-
ment	and	nongovernment	agencies	and	organizations,	as	well	as	the	databases,	discussed	
in	this	chapter	have	Websites	that	planners	can	access	if	they	have	the	Web	address,	also	
known	as	the	uniform	resource	locator	(URL).	If	the	Web	address	is	unknown,	planners	
can	use	a	search	engine	to	identify	appropriate	Websites.

Popular	search	engines	include	Yahoo,	Google,	and	bing.	Planners	can	experiment	
with	and	select	the	sites	that	best	fit	their	needs.	If	planners	are	using	a	term	that	has	
more	than	one	word	(i.e.,	heart disease),	 it	 is	best	to	use	quotation	marks	around	the	
term	when	entering	it	on	the	search	engine.	“This	will	let	the	search	engine	know	that	the	
exact	phrase,	as	contained	in	the	quotation	marks,	is	to	be	used	when	seeking	sites	that	
match.	If	the	quotation	marks	are	not	used,	the	search	engine	will	find	sites	that	contain	
any	of	the	words	in	the	query”	(Cottrell	et	al.,	2012,	p.	307)	and	thus	many	of	the	sites	
found	may	not	be	of	use.

As	with	any	data	source,	planners	need	to	be	aware	that	not	all	data	found	via	the	
Web	are	valid	and	reliable.	Thus	planners	need	to	scrutinize	sources	just	as	they	would	
data	found	in	hard	copies.	Several	authors	(e.g.,	Kotecki	&	Chamness,	1999;	Pealer	&	
Dorman,	1997)	have	published	useful	guides	for	evaluating	information	obtained	via	the	
Internet.

Using technology to Map Needs Assessment Data
As	has	already	been	mentioned	in	this	chapter,	more	and	more	needs	assessment	data	are	
being	obtained	through	the	use	of	technology	(i.e.,	electronic	interviews,	computerized	
searchers	of	the	World	Wide	Web	and	databases).

One	other	 process	 that	 is	 being	used	more	 frequently	 is	 the	 use	 of	 geographic	
	information	systems	 (GIS)	 to	help	provide	meaning	 to	collected	data.	Being	able	 to	
“map”	the	data	provides	this	meaning.	Mapping	is	the	visual	representation	of	data	by	
geography	or	location,	linking	information	to	a	place	(Kirschenbaum	&	Russ,	2005).	
“Mapping	 is	a	powerful	 tool	 for	 two	reasons:	 (1)	 it	makes	patterns	based	on	place	
much	easier	to	identify	and	analyze,	and	(2)	it	provides	a	visual	way	of	communicating	
those	patterns	to	a	broad	audience,	quickly	and	dramatically”	(Kirschenbaum	&	Russ,	
2005,	p.	450).	The	process	of	mapping	involves	(1)	identifying	the	geographic	area	that	
the	map	will	cover,	(2)	collecting	the	necessary	data,	(3)	importing	the	data	into	GIS	
	software	so	that	the	data	can	be	placed	on	maps,	and	(4)	analyzing	what	is	found	in	the	
maps.	In	more	technical	terminology,	“with	GIS,	digital	maps	and	databases	are	stored	
with	linked	geo-referenced	identifiers	to	facilitate	rapid	computer	manipulation,	analysis,	
and	spatial		display	of	information”	(Riner,	Cunningham,	&	Johnson,	2004,	p.	57).	The	
use	of	GIS	in	the	needs	assessment	process	will	continue	to	grow	as	the	development	
of	such	software	becomes	more	widely	available	and	easier	to	use.	Some	examples	of	
how	GIS	has	been	used	in	health	education	programs	are	available	in	a	document	titled	
Approaches to GIS Programs in Health Education	(available	from	ESRI	at	http://www.
esri.com/library/brochures/pdfs/health-education.pdf).

http://www.esri.com/library/brochures/pdfs/health-education.pdf
http://www.esri.com/library/brochures/pdfs/health-education.pdf
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Conducting a Needs Assessment

A	number	of	different	approaches	can	be	used	to	determine	the	needs	of	the	priority	
population.	“Need	assessments	range	from	informal	approaches,	using	educated	and	
informed	observations	to	formal,	comprehensive	research	projects.	However,	the	infor-
mal	approaches	are	less	reliable	than	a	planned	and	scientifically	developed	research	
	approach”	(Timmreck,	2003,	p.	89).	Oftentimes,	informal	approaches	are	used	because	
of	limited	time,	personnel,	and	money.	However,	as	noted	in	the	beginning	of	this		chapter,	
needs	assessment	may	be	the	most	critical	step	in	the	planning	process	and	should	not	
be	taken	lightly.	Resources	used	on	need	assessments	usually	pay	dividends	many	times	
over.	Therefore	the	authors	present	a	six-step	process	that	 is	more	formal	 in	nature:	
(1) determining	purpose	and	defining	the	scope	of	the	needs	assessment,	(2)	gathering	
data,	(3)	analyzing	the	data,	(4)	identifying	the	risk	factors	linked	to	the	health	problem,	
(5)	identifying	the	program	focus,	and	(6)	validating	the	need	before	continuing	on	with	
the planning process (see Figure 4.5).

step 1: Determining the purpose and scope of the Needs Assessment
The	initial	step	in	the	needs	assessment	process	is	to	determine	the	purpose	and	the	scope	
of	the	needs	assessment.	In	other	words,	what	is	the	goal	of	the	needs	assessment?	What	
does	the	planning	committee	hope	to	gain	from	the	needs	assessment?	How	extensive	will	
the	needs	assessment	be?	What	kind	of	resources	will	be	available	to	conduct	the	needs	
assessment?	In	reality,	the	first	challenge	associated	with	conducting	a	needs	assessment	
is	determining	whether	an	assessment	should	even	be	performed,	and	if	so,	what	type	of	
needs	assessment	is	appropriate.	For	example,	a	great	deal	of	health	promotion	today	
is	driven	by	categorical funding.	This	means	that	the	funding	that	supports	programs	is	
earmarked	or	dedicated	to	a	specific	health	problem	or	determinant	(e.g.,	risk	factor).	If	
this	is	the	case,	planners	will	not	assess	needs	related	to	what	health	problem	they	should	
address	since	this	is	already	predetermined	by	the	funding	agency.	Likewise,	if	a	planner	
works	for	the	American	Heart	Association,	he	or	she	will	not	assess	needs	to	determine	a	
priority	health	problem—that	has	already	been	identified	as	heart	disease.

Even	if	a	health	problem	is	already	identified,	it	may	be	necessary	to	identify	which	
determinants	 are	most	 significant	 or	which	 intervention	 strategies	 demonstrate	 the	
most	promise	in	addressing	the	problem	at	hand.	For	example,	heart	disease	may	be	
the		priority	health	problem,	but	it	may	be	critical	to	assess	the	comparative	importance	
of	smoking,	high	blood	pressure,	and	high	blood	cholesterol	 to	 identify	appropriate	
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Figure 4.5 steps in Conducting a Needs Assessment
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	interventions.	The	extent	 to	which	a	needs	assessment	 is	necessary	and	appropriate	
should	be		determined	by	stakeholders,	including	key	decision	makers.

Some	times,	it	is	important	to	perform	a	needs	assessment	even	if	the	health	prob-
lem	or	determinant	has	been	identified.	For	example,	if	the	priority	health	problem	is	
breast	cancer,	it	is	still	necessary	to	collect	current	information	on	the	degree	to	which	
women	are	either	dying	or	suffering	from	the	disease.	It	will	be	important	to	know	how	
prevalent	breast	cancer	is	and	where	it	is	most	prevalent	in	the	population,	as	well	as	
the	high-risk	subpopulations,	economic	costs,	and	general	trends	over	time.	Stakeholders	
will	want	continual	status	reports	on	the	extent	of	the	problem.

In	other	cases,	a	planner	may	be	in	a	situation	where	a	community	needs	assessment	
has	not	been	performed	for	a	long	period	of	time	or	where	categorical	funding	does	not	
dictate	what	health	problem(s)	should	be	addressed.	This	will	require	planners	and	their	
partners	to	collect	a	wide	range	of	data,	compare	the	importance	of	multiple	health	prob-
lems,	and	set	priorities.	In	a	general	sense,	this	is	the	process	that	is	often	referred	to	as	com-
munity assessment.	This	implies	that	all	significant	health	problems	are	examined	to	assess	
their	relative	significance.	Stakeholders	and	planning	groups	will	also	usually	determine	
how	many	health	problems	will	be	analyzed	in	the	needs	assessment.	This	will	be	influenced	
by	how	much	time,	and	how	many	resources,	can	be	directed	to	the	needs	assessment.

Another	 important	 decision	 that	must	 be	made	 is	 the	 extent	 to	 which	 actual	
	consumers	or	clients	will	be	involved	in	the	needs	assessment.	The	term	participatory or 
 action research	has	gained	popularity	in	recent	years,	though	it	is	often	misunderstood	or	
used inappropriately. Participatory research	has	been	“defined	as	systematic	inquiry,	with	
the collaboration of those affected by the issue being studied, for the purposes of educa-
tion	and	of	taking	action	or	effecting	change”	(Mercer	et	al.,	2008,	p.	409).

Once	the	basic	purpose	and	scope	of	the	needs	assessment	is	identified,	planners	may	
proceed	to	data	collection.	However,	planners	must	not	take	this	first	step	too	lightly.	
Although	a	natural	tendency	is	to	move	forward	quickly,	an	understanding	of	why	a	needs	
assessment	is	being	performed	will	give	proper	direction	to	all	other	steps	that	follow.

step 2: Gathering Data
The	second	step	in	the	needs	assessment	process	is	gathering	data.	As	noted	earlier	in	
this	chapter,	there	are	many	different	sources	of	needs	assessment	data.	A	part	of	the	
art	of	conducting	a	needs	assessment	is	to	be	able	to	identify	the	most	relevant	data	
possible. By relevant data,	we	mean	those	data	that	are	most	applicable	to	the	plan-
ning	situation	and	that	will	do	the	best	job	of	helping	planners	to	identify	the	actual	
needs	of	the	priority	population.	Because	of	the	cost	and	availability,	it	is	recommended	
that	planners	begin	the	data-gathering	process	by	trying	to	locate	relevant	secondary	
data.	For	example,	if	a	national	program	is	being	planned,	then	national	secondary	data	
should	be	sought	from	appropriate	national	government	and	nongovernment	agencies.	
If	a	local	program	is	being	planned,	then	appropriate	local	data	should	be	sought.	When	
planning	a	local	program,	it	is	not	unusual	to	find	that	local	data	do	not	exist.	If	that	
is	the	case,	planners	may	need	to	use	state,	regional	or	national	data	(in	that	order)	
and	apply	them	to	the	local	area.	For	example,	let’s	assume	diabetes	mellitus	mortal-
ity	data	are	needed	for	 local	planning	and	the	only	data	available	are	national	 level	
data.	Planners	could	use	national	data	(e.g.,	21.8	per	100,000	people	died	of	diabetes	



 Chapter 4   AssEssING NEEds 97

in	2008)	to	estimate	the	number	of	deaths	in	a	local	community.	If	the	population	of	
a	local	city	is	250,000,	planners	could	infer	that	the	number	of	deaths	due	to	diabetes	
in	the	city	during	2008	totaled	55	(i.e.,	21.8	×	2.5).	If	the	city’s	population	were	older,	
55	deaths	could	be	viewed	as	a	low	estimate	since	diabetes	deaths	are	more	prevalent	
in	older	populations.	Conversely,	 if	the	population	were	younger,	55	deaths	could	be	
viewed	as	a	high	estimate.	Obviously,	as	noted	at	the	beginning	of	this	chapter,	there	
are	disadvantages	of	using	secondary	data,	but	good	planners	use	and	interpret	them	in	
light	of	their	limitations	(McDermott	&	Sarvela,	1999).

Once	 relevant	 secondary	data	have	been	 identified,	planners	need	 to	 turn	 their	
	attention	to	gathering	the	appropriate	primary	data	in	order	to	fill	in	the	“data	gaps”	to	
better	understand	the	needs	of	the	priority	population.	For	example,	if	secondary	data	
show	that	there	is	a	need	for	cancer	education	programming,	but	does	not	specifically	
identify	the	type	of	cancer	or	segment	the	priority	population	by	useful	demographic	
characteristics	(e.g.,	age	or	sex),	then	efforts	should	be	made	to	collect	such	data.	Or,	it	
may	be	that	all	the	secondary	data	are	quantitative data	such	as	how	frequently	a	service	
is	used,	and	thus	it	might	be	very	useful	to	collect	primary	data	that	are	qualitative in 
nature	such	as	detailed	explanations	of	why	a	service	was	not	used.	It	should	be	noted	
that	primary	data	collection	could	have	a	dual	purpose.	Not	only	do	primary	data	col-
lections	provide	valuable	information	about	the	specific	planning	situation	that	cannot	
be	obtained	from	secondary	data,	they	also	provide	an	opportunity	to	get	those	in	the	
priority	population	actively	involved	and	contributing	to	the	program	planning	process.	
Thus,	planners	need	to	decide	what	primary	data	are	needed,	from	whom	they	should	be	
collected	(e.g.,	All?	Some?	Just	certain	demographic	groups?),	and	what	methods	(e.g.,	
Interviews?	Questionnaires?	Focus	groups?)	would	be	best	for	not	only	collecting	the	
needed	information	but	also	in	getting	active	participation	from	the	priority	population.

It	should	also	be	noted	that	the	planning	model	used	to	develop	a	program	might	
also	drive	the	types	of	data	collected	for	the	needs	assessment.	For	example,	when	the	
SMART	(Social	Marketing	Assessment	and	Response	Tool)	model	is	used	planners	would	
be	 interested	 in	collecting	data	that	would	assist	with	Consumer	Analysis	 (Phase 2),	
Market	Analysis	(Phase	3),	and	Channel	Analysis	(Phase	4).	When	the	Mobilizing	for	
Action	through	Planning	and	Partnerships	(MAPP)	model	is	being	used	planners	should	
be	collecting	data	that	would	provide	information	for	the	Assessments	(Phase	3)	which	
yield	a	list	of	challenges	and	opportunities	 in	a	community	(see	Box 4.2 for the four 
	assessments	found	in	Phase	3	of	MAPP).

As	planners	conclude	 the	 second	step	 in	 the	needs	assessment	process,	 they	must	
	remember	that	each	planning	situation	is	different.	It	is	desirable	to	have	both	primary	
and	secondary	needs	assessment	data	in	order	to	gain	a	clear	picture	of	needs;	however,	
	depending	on	the	resources	and	circumstances,	planners	may	have	access	to	only	one	or	the	
other.	In	addition,	there	is	usually	a	trade-off	between	quality	and	quantity	of	data.	Planners	
must	use	the	best	data	available	under	the	challenges	and	constraints	facing	them.

step 3: Analyzing the Data
At	this	point	in	the	needs	assessment	process,	planners	must	analyze	all	the	data	collected,	
with	the	goal	of	identifying	and	prioritizing	the	health	problems.	The	goal	of	data	analysis	
is	easily	stated,	but	this	step	may	be	the	most	difficult	to	complete.	There	are	those	rare	
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occasions	when	the	data	analysis	is	not	very	complicated	because	the	need	is	obvious.	For	
example,	the	data	may	clearly	show	that	breast	cancer	rates	have	continued	to	rise	in	a	com-
munity,	while	the	number	of	breast	screenings	has	dropped,	and	those	in	the	priority	popu-
lation	recognize	the	problem.	Or,	in	another	setting	the	data	analysis	shows	a	very	clear	cor-
relation	between	the	health	status	of	the	priority	population	and	the	lack	of		primary	health	
care	received.	However,	not	all	analyses	of	data	yield	such	obvious	needs.	More	often	than	
not,	planners	are	faced	with	trying	to	compare	data	that	are	not	easily	compared.	The	data	
may	be	mixed	(i.e.,	apples	and	oranges)	or	confusing.	For	example,	they	may	have	mortality	
data	for	one	health	problem,	morbidity	data	for	another,	and	perhaps	behavioral	risk	factor	
data	for	yet	another.	Or,	if	planners	are	working	with	a	multicultural	priority	population,	
data	analysis	may	even	be	more	confusing,	because	health	concepts	held	by	one	culture	may	
be	very	different	than	the	health	concepts	held	by	the	planners.	These	cultural	differences	
“often	involve	family,	community,	and/or	supernatural	agents	in	cause	and	effect,	placation,	
and	treatment	rituals	to	prevent,	control,	or	cure	illness.	A	failure	to	understand	and	appre-
ciate	these	‘differences’	can	have	serious	implications	for	success	of	any	health	promotion/
disease	prevention	effort”	(Kline	&	Huff,	1999,	p.	106).

One	systematic	way	to	analyze	the	data	is	to	use	the	first	few	phases	of	the	PRECEDE-
PROCEED	model	for	guidance.	Start	by	asking	and	answering	the	following	questions:

1. What	is	the	quality	of	life	of	those	in	the	priority	population?

2. What	are	social	conditions	and	perceptions	shared	by	those	in	the	priority	population?

Box 4.2 The Four MAPP Assessments

•	 The Community Themes and Strengths Assessment provides a deep under-
standing of the issues that residents feel are important by answering the 
 questions: “What is important to our community?” “How is quality of life 
 perceived in our community?” and “What assets do we have that can be used  
to improve community health?”

•	 The	Local Public Health System Assessment (LPHsA) focuses on all of the 
 organizations and entities that contribute to the public’s health. The LPHsA 
 answers the questions: “What are the components, activities, competencies, and 
capacities of our local public health system?” and “How are the Essential services 
being provided to our community?”

•	 The	Community Health Status Assessment identifies priority community health 
and quality of life issues. Questions answered include: “How healthy are our 
 residents?” and “What does the health status of our community look like?”

•	 The	Forces of Change Assessment focuses on identifying forces such as legisla-
tion, technology, and other impending changes that affect the context in which 
the community and its public health system operate. This answers the questions: 
“What is occurring or might occur that affects the health of our community or the 
local public health system?” and “What specific threats or opportunities are 
 generated by these occurrences?”

Source: “The Four MAPP Assessments” in The Assessments. Copyright © 2011 by National Association of 
County and City Health Officials. Reprinted with Permission.
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3. What	are	the	social	indicators	(e.g.,	absenteeism,	crime,	discrimination,	perfor-
mance,	welfare,	etc.)	in	the	priority	population	that	reflect	the	social	conditions	
and 	perceptions?

4. Can	the	social	conditions	and	perceptions	be	linked	to	health	promotion?	If	so,	how?

5. What	are	the	health	problems	associated	with	the	social	problems?

6. Which	health	problem	is	most	important	to	change?

The	last	question	in	this	list	is	really	asking	the	question,	Which	problem/need	should	
get	priority?	The	problems/needs	must	be	prioritized	not	because	 the	 lowest-priority	
problems/needs	are	not	important,	but	because	organizations	have	limited		resources	to	
deal	with	all	identified	problems/needs.	Thus,	“priority	setting	is	critical	in	narrowing	the	
scope	of	activity	to	reflect	the	availability	of	resources	within	the	context	of	stakeholders’	
values	and	preferences.	In	addition,	priority	setting	helps	health	promotion	practitioners	
stay	focused	on	problems	that	actually	affect	the	health	status	of	the	population”	(Neiger,	
Thackeray,	&	Fagen,	2011,	p.	166).	Therefore,	in	setting	priorities,	the	planners	should	
seek answers to these questions:

1. What	is	the	most	pressing	need?

2. Are	there	resources	adequate	to	deal	with	the	problem?

3. Can	the	problem	best	be	solved	by	a	health	promotion	intervention,	or	could	it	be	
handled	better	through	another	means?

4. Are	effective	intervention	strategies	available	to	address	the	problem?

5. Can	the	problem	be	solved	in	a	reasonable	amount	of	time?

The	actual	process	of	setting	priorities	can	take	many	different	forms	and	can	range	
from	subjective	approaches	such	as	simple	voting	procedures,	forced	rankings,	and	the	
nominal	group	process	with	stakeholders	to	more	objective	but	time-consuming	processes	
such	as	the	Delphi	technique	(Gilmore,	2012)	and	the	basic priority rating (BPR)	model.	
The	BPR	model,	which	was	first	known	as	the	“priority	rating	process,”	was	introduced	
more	than	50	years	ago	(Hanlon,	1954)	in	an	attempt	to	prioritize	health	problems	in	devel-
oping	countries.	During	this	span	of	time,	the	BPR	has	been	most	useful	to	program	plan-
ners.	Although	the	BPR	model	has	provided	basic	direction	in	priority	setting,	it	does	not	
represent	the	broad	array	of	data	available	to	decision	makers	today	(Neiger	et	al.,	2011).	In	
addition,	“elements	in	the	model	give	more	weight	to	the	impact	of	communicable	diseases	
as	compared	to	chronic	diseases”	(Neiger	et	al.,	2011,	p.	166).	As	such,	Neiger	and	his	col-
leagues	have	proposed	changes	to	the	BPR	model	and	suggested	a	new	name	for	the	model;	
BPR Model 2.0.	To	provide	both	background	and		currency,	both	the	BPR	model	(Pickett	&	
Hanlon,	1990)	and	the	BPR	model	2.0	(Neiger et	al.,	2011)	are	presented	here.

bpr model	 The	BPR	model	requires	planners	to	rate	four	different	components	of	the	
identified	needs	and	insert	the	ratings	into	a	formula	in	order	to	determine	a	priority	
	rating	between	0	and	100.	The	components	and	their	possible	scores	(in	parenthesis)	are:

A. size	of	the	problem	(0	to	10)

B. seriousness	of	the	problem	(0	to	20)
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C. effectiveness	of	the	possible	interventions	(0	to	10)

D. propriety,	economics,	acceptability,	resources,	and	legality	(PEARL)	(0	or	1)

The	formula	in	which	the	scores	are	placed	is:

Basic Priority Rating (BPR) =
(A + B)C

3
* D

Component	A,	size	of	the	problem,	can	be	scored	by	using	epidemiological	rates	
or	determining	the	percentage	of	the	priority	population	at	risk.	The	higher	the	rate	or	
percentage,	the	greater	the	score.	Pickett	and	Hanlon	(1997)	offer	the	scale	noted	in	
Table 4.4	for	scoring	the	size	of	the	problem	when	using	incidence	and	prevalence	rates.

Component	B,	seriousness	of	the	problem,	is	examined	using	four	factors:	economic	
loss	to	community,	family,	or	individuals;	 involvement	of	other	people	who	were	not	
initially	affected	by	the	problem,	as	with	the	spread	of	an	infectious	disease;	the	severity	
of	the	problem	measured	in	mortality,	morbidity,	or	disability;	and	the	urgency	of	solving	
the	problem	because	of	additional	harm.	Because	the	maximum	score	for	this	compo-
nent	is	20,	raters	can	use	a	0	to	5	score	for	each	of	the	four	factors.

Component	C,	effectiveness	of	the	interventions,	is	often	the	most	difficult	of	the	
four	components	to	measure.	The	efficacy	of	some	intervention	strategies	is	known,	such	
as	immunizations	(close	to	100%)	and	smoking	cessation	classes	(around	30%),	but	for	
many,	it	is	not.	Planners	will	need	to	estimate	this	score	based	upon	the	work	of	others	or	
their	own	expert	opinions.	In	scoring	this	component,	planners	should	consider	both	the	
effectiveness	of	intervention	strategies	in	terms	of	behavior	change,	as	well	as	the	degree	
to	which	the	priority	population	will	demonstrate	interest	in	the	intervention	strategy.

Component	D,	PEARL,	consists	of	several	factors	that	determine	whether	a	particular	
intervention	strategy	can	be	carried	out	at	all.	The	score	is	0	or	1;	any	need	that	receives	
a	zero	will	automatically	drop	to	the	bottom	of	the	priority	list	because	a	score	of	zero	
(a multiplier)	for	this	component	will	yield	a	total	score	of	zero	in	the	formula.	Examples	
of	when	a	zero	may	result	are	if	an	intervention	is	economically	impossible,		unacceptable	
to	the	priority	population	or	planners,	or	illegal.	Ideally,	some	of	these	assessments	will	be	
made	before	a	health	problem	is	considered	in	the	priority	setting	process.

Once	the	score	for	the	four	components	is	determined,	an	overall	priority	rating	for	
each	need	can	be	calculated,	and	the	prioritizing	can	take	place.

Table 4.4 scoring the size of the Problem

Incidence or Prevalence per 100,000 Population Score

50,000 or more 10
5,000 to 49,999 8
500 to 4,999 6
50 to 499 4
5 to 49 2
0.5 to 4.9 0

Source: Public Health: Administration and Practice. George E. Pickett and John J. Hanlon. 
Copyright © 1997 by McGraw Hill Education. Adapted with permission.
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bpr model 2.0	 Building	on	the	BPR	model,	Neiger	and	his	colleagues	(2011)	offered	
the	following	adaptations	to	the	model	and	suggested	calling	the	revised	model	the	BPR	
model	2.0.

A. Size	of	the	problem.	“Depending	on	the	availability	of	data	and	preferences	of	the	
stakeholders use one of the following:

1. Use	incidence	and	prevalence	data	and	score	each	on	a	scale	of	0	to	5	for	a	total	
of 10	points	(it	is	recognized	that	incidence	represents	a	proportion	of	prevalence).

2. Use	incidence	or	prevalence	data	and	score	each	health	problem	on	a	scale	of	0	
to 10	points.

3. Use	age-adjusted	cause-specific	mortality	rates	and proportional	mortality	ratios	
for	each	health	problem	and	score	each	on	a	scale	of	0	to	5	for	a	total	of	10	points.

4. Use	age-adjusted	cause-specific	mortality	rates	or	proportional	mortality	ratios	
and	score	each	health	problem	on	a	scale	of	0	to	10	points”	(p.	168).

B. Seriousness	of	the	problem.	Both	the	definitions	for	the	components	of	“seriousness”	
and	the	scoring	for	the	components	be	changed	as	follows:

1. Urgency—defined	“as	the	degree	to	which	a	health	problem	is	increasing,	
	stabilizing,	or	decreasing	and	that	5-year	mortality	trend	data	be	used	to	score	it”	
(p.	168).	Scores	should	be	assigned	as	follows:	increasing	trend	data	(5	or	4	points);	
stabilized	trend	data	(3	or	2	points);	and	decreasing	trend	data	(1	or	0	points).

2. Severity—expand	the	definition	of	the	criterion	to	include:	(a)	the	lethality	of	a	
health	problem	(as	measured	by	five-year	survival	rate),	(b)	premature		mortality	
(as	measured	by	years	of	potential	life	lost	or	years	of	productive	life	lost),	and	
(c) disability	(as	measured	by	disability-adjusted	life	years	[DALYs]).	Scores	
should	be	assigned	as	follows:	0-	to	5-point	scale	(i.e.,	5–4	is	high,	3–2	is	medium,	
and	1–0	is	low).

3. Economic	loss—defined	as	the	accumulation	of	costs	(direct	and	indirect)	borne	
by	society	associated	with	the	health	problem.	Scores	should	be	assigned	as	
	follows:	0-	to	5-point	scale	(i.e.,	5–4	is	high,	3–2	is	medium,	and	1–0	is	low).

4. Impact	on	others—expand	the	definition	of	the	criterion	to	include:	“(a)	as	
the	communicable	nature	of	the	health	problem	(particularly	when	analyzing	
	communicable	diseases);	(b)	the	behavioral	effects	related	to	the	health	problem	
on	others	(e.g.,	secondhand	smoke,	driving	while	under	the	influence	of	alcohol	
or	other	drugs,	violence	perpetrated	on	others,	etc.);	or	(c)	the	emotional	and	
physical	impact	the	health	problem	(with	attendant	disabilities)	has	on	others	
with		respect	to	care	giving”	(p.	169).	Scores	should	be	assigned	as	follows:	0-	to	
5-point	scale	(i.e.,	5–4	is	high,	3–2	is	medium,	and	1–0	is	low).

C. Effectiveness	of	the	possible	interventions.	Limit	the	definition	of	“effectiveness”	to	
evidence	of	successful	intervention	and	not	rate	the	“reach”	of	the	intervention.	The	
scoring	of	effectiveness	should	be	based	on	the	typology	of	evidence	developed	by	
Brownson,	Fielding,	and	Maylahn	(2009).	Scores	should	be	assigned	as	follows:	 
0-	to 10-point	scale	(i.e.,	10–9	reflect	evidence-based	interventions,	8–7	reflect	
	effective	programs,	6–5	reflect	promising	interventions,	4–3	reflect	emerging	
	interventions,	and	2–0	reflect	unproven	interventions).
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D. PEARL.	The	calculation	of	PEARL	should	remain	the	same.	However,	if	secondary	
data	are	available	to	calculate	the	PEARL	it	should	be	calculated	prior	to	collecting	
primary	data	so	that	the	needs	assessment	may	be	more	focused.

For	an	example	application	of	the	BPR	model	2.0	readers	should	refer	to	Neiger	
et al.	(2011).

Finally,	how	will	planners	know	when	they	have	completed	Step	3	(Analyzing	the	
Data)	of	the	needs	assessment	process?	Planners	should	be	able	to	list	in	rank	order	the	
problems/needs	of	the	priority	population.

step 4: identifying the risk Factors Linked to the health problem
Step	4	of	the	needs	assessment	process	is	parallel	to	the	second	part	of	Phase	2	of	the	
PRECEDE-PROCEED	model:	epidemiological	assessment.	In	this	step,	planners	need	to	
identify	the	determinants	of	the	health	problem	identified	in	the	previous	step.	That	is,	
what	genetic,	behavioral,	and	environmental	risk	factors	are	associated	with	the	health	
problem?	Because	most	genetic	determinants	either	cannot	be	changed	or	interact	with	
the	behavior	and/or	environment,	the	task	in	this	step	is	to	identify	and	prioritize	the	
behavioral	and	environmental	factors	that,	if	changed,	could	lessen	the	health	problem	
in	the	priority	population.	Also,	it	should	be	noted	that	the	term		environmental factors 
applies	to	more	than	just	the	physical	environment	(e.g., clean	air	and	water,	proximity	
to	facilities).	Environment	is	multidimensional	and	can		include	economic	environment	
(e.g.,	affordability,	incentives,	disincentives);	service		environment	(e.g.,	access	to	health	
care,	equity	 in	health	care,	barriers	 to	health	care);	 social	environment	 (e.g.,	 social	
support,	peer	pressure);	psychological	environment	(e.g.,	emotional	learning	environ-
ment);	and	the	political	environment	(e.g., health	policy).	In	essence	then,	modifying	
behavioral	and/or	environmental	 	factors	or	 	determinants	 is	 the	real	work	of	health	
promotion.	Thus,	 if	 the	health	problem	is	 lung	cancer,	planners	should	analyze	the	
health	behaviors	and		environment	of	the	priority	population	for	known	risk	factors	of	
lung	cancer.	For	example,	higher	than	expected	smoking	behavior	may	be	present	in	
the	priority	population,	and	the	people	may	live	in	a	community	where	smokefree	pub-
lic	environments	are	not	valued.	Once	these	risk	factors	are	identified,	they	too	need	to	
be	prioritized	(see	Figure 3.3	for	a	means	of	prioritizing	these	risk	factors).

step 5: identifying the program Focus
The	fifth	step	of	the	needs	assessment	process	is	similar	to	the	third	phase	of	the	PRECEDE-
PROCEED	model:	educational	and	ecological	assessment.	With	behavioral,	environmental,	
and	genetic	risk	factors	identified	and	prioritized,	planners	need	to	identify	those	predis-
posing,	enabling,	and	reinforcing	factors	that	seem	to	have	a	direct	impact	on	the	risk	
factors.	In	the	lung	cancer	example,	those	in	the	priority	population	may	not	have	(1)	
the	skills		necessary	to	stop	smoking	(predisposing	factor),	(2)	access	to	a	smoking	cessa-
tion	program	(enabling	factor),	or	(3)	people	around	them	who	support	efforts	to	stop	
smoking	(reinforcing	factor).	“Study	of	the	predisposing,	enabling,	and	reinforcing	factors	
automatically	helps	the	planner	decide	exactly	which	of	the	factors	making	up	the	three	
classes	deserve	the	highest	priority	as	the	focus	of	the	intervention.	The	decision	is	based	on	
their	importance	and	any	evidence	that	change	in	the	factor	is	possible	and	cost-effective”	
(Green	&	Kreuter,	1999,	p.	42).
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In	addition,	when	prioritizing	needs,	planners	also	need	to	consider	any	existing	
health	promotion	programs	to	avoid	duplication	of	efforts.	Therefore,	program	planners	
should	seek	to	determine	the	status	of	existing	health	promotion	programs	by	trying	to	
answer	as	many	questions	as	possible	from	the	following	list:

1. What	health	promotion	programs	are	presently	available	to	the	priority	population?

2. Are	the	programs	being	utilized?	If	not,	why	not?

3. How	effective	are	the	programs?	Are	they	meeting	their	stated	goals	and	objectives?

4. How	were	the	needs	for	these	programs	determined?

5. Are	the	programs	accessible	to	the	priority	population?	Where	are	they	located?	
When	are	they	offered?	Are	there	any	qualifying	criteria	that	people	must	meet	to	
enroll?	Can	the	priority	population	get	to	the	program?	Can	the	priority	population	
afford	the	programs?

6. Are	the	needs	of	the	priority	population	being	met?	If	not,	why	not?

There	 are	 several	ways	 to	 seek	 answers	 to	 these	 questions.	 Probably	 the	most	
	common	way	is	through	networking	with	other	people	working	in	health	promotion	and	
the	health	care	system—that	is,	communicating	with	others	who	may	know	about	exist-
ing	programs.	(See	Chapter	9	for	a	more	detailed	discussion	of	networking.)	These	people	
may	be	located	in	the	local	or	state	health	department,	in	voluntary	health	agencies,	or	in	
health	care	facilities,	such	as	hospitals,	clinics,	nursing	homes,	extended	care	facilities,	or	
managed	care	organizations.

Planners	might	also	find	 information	about	existing	programs	by	checking	with	
someone	in	an	organization	that	serves	as	a	clearinghouse	for	health	promotion		programs	
or	by	using	a	community	resource	guide.	The	local	or	state	health	department,	a	local	
chamber	of	commerce,	a	coalition,	the	local	medical/dental	societies,	a	community	task	
force,	or	a	community	health	center	may	serve	as	a	clearinghouse	or	produce	such	a	guide.	
Another	avenue	is	to	talk	with	people	in	the	priority	population.	Although	they	may	not	
know	about	all	existing	programs,	they	may	be	able	to	share	information	on	the	effective-
ness	and	accessibility	of	some	of	the	programs.	Finally,	some	of	the	information	could	be	
collected	in	Step	2	through	separate	community		forums,	focus	groups,	or	surveys.

step 6: validating the prioritized Needs
The	final	step	in	the	needs	assessment	process	is	to	validate	the	identified	need(s).	Validate 
means	to	confirm	that	the	need	that	was	identified	is	the	need	that	should	be	addressed.	
Obviously,	if	great	care	were	taken	in	the	needs	assessment	process,	validation	should	
be	a	perfunctory	step.	However,	there	have	been	times	when	a	need	was	not	properly	
validated;	much	energy	and	many	resources	have	thereby	been	wasted	on	unnecessary	
programs.

Validation	amounts	to	“double	checking,”	or	making	sure	that	an	identified	need	
is	the	actual	need.	Any	means	available	can	be	used,	such	as	(1)	rechecking	the	steps	
followed	in	the	needs	assessment	to	eliminate	any	bias,	(2)	conducting	a	focus	group	
with	some	individuals	from	the	priority	population	to	determine	their	reaction	to	the	
identified	need	(if	a	focus	group	was	not	used	earlier	to	gather	the	data),	and	(3)	getting	
a	“second	opinion”	from	other	health	professionals.
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Application of the six-step Needs Assessment process
In	the	previous	sections,	a	six-step	approach	for	conducting	a	needs	assessment	was	
	presented.	Now	we	would	 like	 to	 present	 an	 example	 of	 how	 this	 process	may	be	
	applied.	Let’s	assume	that	a	committee	has	been	appointed	by	the	health	administrator	
of	a	local	health	department	to	plan	a	cancer	prevention	program	for	the	county,	and	
that	the		composition	of	the	committee	closely	represents	the	greater	community.	Let’s	
also		assume	that	the	parameters	for	the	authority	of	the	planning	committee	have	also	
been	set.	Here	is	how	this	needs	assessment	may	be	carried	out.

Step 1:	Determining	the	Purpose	and	Scope	of	the	Needs	Assessment—After	an	
	organizational	meeting	and	a	couple	subsequent	meetings,	the	planning	committee	
decided	that	the	purpose	of	the	needs	assessment	was	fourfold.	To	determine	(1)	what	
types	of	cancers	were	of	greatest	concern	in	the	county,	(2)	which	subpopulations	
within	the	county	were	at	the	greatest	risk	for	the	cancers	identified,	(3)	what	the	most	
common	risk	factors	were	for	the	cancer(s)	and	subpopulation(s)	identified,	and	(4)	the	
focus	of	the	proposed	program.	The	committee	members	also	decided	that	the	scope	of	
the	needs	assessment	would	be	defined	by	the	collection	of	both	primary	and	secondary	
data,	and	that	they	wanted	part	of	the	primary	data	collection	to	be	participatory	in	
	nature.	That	is,	they	wanted	some	of	those	in	the	priority	population	to	participate	in	
the data collection process.

Step 2:	Gathering	Data—Because	of	the	costs	and	resources	associated	with	primary	
data	collection,	the	committee	members	decided	to	begin	data	collection	by	identifying	
available	sources	of	secondary	data.	Initially	they	gathered	secondary	data	for	the	past	
five	years	for	both	the	state	and	the	county	in	which	they	lived	from	the	state	health	
department	for	the	incidence	of	invasive	cancer;	cancer	mortality	rates	(i.e.,	crude	and	
age-adjusted);		mortality	rates	for	various	types	of	cancer	broken	down	by	sex,	age,	and	
race/ethnicity;	and		behavioral	risk	factors	that	were	known	to	contribute	to	or	cause	
the	various	types	of	cancer.	In	addition,	committee	members	were	able	to	get	secondary	
data	from	the	state	environmental	agency	regarding	the	levels	of	air	and	water	pollu-
tion	in	all	92	counties	of	the	state.

The	secondary	data	were	good	but	they	did	not	present	a	complete	picture	of	
the	cancer	issue	in	their	county.	What	was	not	available	in	the	secondary	data	were	
	information	and	data	related	to	cancer	education	programs,	cancer	screening	programs,	
access	to	health	care	providers	that	specialized	in	cancer	care,	and	the	county	residents’	
interest	in	taking	part	in	activities	that	would	reduce	the	incidence	and	prevalence	in	
their	community.	Therefore,	the	committee	created	three	different	questionnaires	to	
be	administered	via	single-step	surveys.	The	three	questionnaires	dealt	with	cancer	
	prevention	activities	(i.e.,	education	and	screenings),	cancer	treatment,	and	attitudes	
	toward	and	willingness	to	participate	in	cancer	programs	if	offered	in	the	community.

To	make	part	of	the	primary	data	collection	a	participatory	process	the	committee	
sought	out	two	groups	of	volunteers	from	the	county	who	were	interested	in	cancer	
control.	The	first	group	was	asked	to	assist	in	data	collection	by	administering	the	
surveys	to	various	individuals	in	the	county	by	visiting	places	where	residents	were	
likely	to	gather	such	as	service	group	meetings,	religious	organizations	(i.e.,	churches,	
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mosques,	and	synagogues),	services,	worksites,	and	neighborhood	meetings.	The	second	
group	of	volunteers	was	asked	to	collect	data	via	a	photovoice	process	with	a	theme	of	
“identify	those	unhealthy	areas	of	the	county	that	contribute	to	cases	of	cancer.”

Step 3: Analyzing	the	Data—The	committee	members	decided	to	analyze	the	data	
	comparing	their	county	data	versus	the	state	data	using	the	informal	technique	of		eye-balling	
the	data.	To	help	make	sense	of	some	of	the	data	they	created	a	few		cross-tabulation	
	tables.	The	analysis	of	the	secondary	cancer	data	from	the	state	health	department,	the	
County	Health	Rankings	(see	Weblinks	at	the	end	of	the	chapter),	and	the	Kaiser	Family	
Foundation’s	state	health	facts	(see	Weblinks	at	the	end	of	the	chapter)	showed:

•	 higher	county	incidence	rate	for	invasive	cancers	(501/100,000	vs.	426/100,000)
•	 both	higher	county	cancer	crude	mortality	rates	(208/100,000	vs.	195/100,000)	

and	age-adjusted	(199/100,000	vs.	183/100,000)
•	 higher	county	prevalence	rates	for	colorectal,	lung,	and	pancreas	cancers
•	 lower	county	prevalence	rates	for	breast,	cervix,	and	prostate	cancers

The	analysis	of	the	secondary	behavior	risk	data	from	the	state’s	Behavior	Risk	Factor	
Surveillance	System	data	showed:

•	 higher	percentage	of	county	residents	who	had	not	had	either	a	sigmoidoscopy	or	
colonoscopy	in	the	recommended	time	period

•	 higher	percentage	of	county	women	who	had	either	a	clinical	breast	examination	
(77.1%	vs.	74.5%)	or	mammogram	(76.3%	vs.	73.1%)	in	the	recommended	time	
period

•	 higher	percentage	of	county	women	who	had	a	Papanicolaou	smear	(82.6%	vs.	
77.4%)	in	the	recommended	time	period

•	 higher	percentage	of	county	residents	who	were	physically	inactive	(55.7%	vs.	
48.9%)

•	 higher	prevalence	of	county	residents	who	smoked	(28.3%	vs.	23.0%)

The	analysis	of	the	primary	data	from	the	three	surveys	conducted	by	the	committee	
showed county residents:

•	 would	participate	in	free	and/or	inexpensive	cancer	screenings	if	they	were	
	convenient

•	 were	in	favor	of	creating	more	smokefree	public	areas
•	 felt,	and	the	data	showed,	that	there	were	too	few	health	care	providers	in	the	

county that dealt with cancer.

The	analysis	of	the	photovoice	process	identified	two	major	themes	in	the	county:

•	 many	of	the	county	residents	were	physically	inactive	and	appeared	to	be	either	
overweight	or	obese,	and

•	 there	were	few	smokefree	public	places	in	the	county

Based	on	all	the	available	primary	and	secondary	data	the	committee	prioritized	the	list	
of	cancers	using	the	BPR	model	2.0.	Those	calculations	yielded	the	following	BPR	
scores:	breast	(38.7),	colorectal	(56.8),	lung	(51.8),	cervix	(30.4),	pancreas	(24.0),	and	
prostate	(41.7).	Therefore,	the	committee	decided	to	work	to	reduce	the	incidence	of	
colorectal and lung cancers in the county.
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Step 4:	Identifying	the	Risk	Factors	Linked	to	the	Health	Problem—The	risk	factors	
	associated	with	colorectal	cancer	include	age	(>	50	years),	personal	history	of	colorec-
tal	polyps	or	cancer,	personal	history	of	inflammatory	bowel	disease,	family	history	of	
	colorectal	cancer,	diets	high	in	red	meats,	physical	inactivity,	obesity,	smoking,	heavy	
	alcohol	use,	and	type	2	diabetes	(ACS,	2011).	The	risk	factors	associated	with	lung	cancer	
	include	smoking,	exposure	to	radon,	exposure	to	asbestos,	high	levels	of	arsenic	in	the	
drinking	water,	personal	or	family	history	of	lung	cancer,	and	air	pollution	(ACS,	2011).

Step 5:	Identifying	the	Program	Focus—Based	on	the	analysis	of	the	data	and	the	risk	
factors	associated	with	identified	priority	cancers	the	planning	committee	decided	
to	focus	the	cancer	prevention	program	on	two	areas:	working	to	offer	more	cancer	
screening	programs	in	the	county,	and	working	toward	a	nonsmoking	ordinance	in	the	
county	in	order	to	create	smokefree	public	places.

Step 6: Validating	the	Prioritized	Needs—Before	moving	forward	with	the	planning	for	
the	cancer	prevention	programs	to	deal	with	colorectal	and	lung	cancer,	the		committee	
had	representatives	from	both	the	state	department	of	health’s	cancer	prevention	
	program	and	the	American	Cancer	Society	review	their	needs	assessment	to	validate	
their	findings.	Both	groups	agreed	with	the	program	focus.

health impact Assessment

Before	leaving	the	topic	of	needs	assessment	we	need	to	introduce	the	term	health  impact 
assessment (HIA).	It	is	an	important	topic	because	an	HIA	could	impact	the	focus	of	a	
needs	assessment	and	it	is	“a	rapidly	emerging	practice”	(CDC,	2009b,	para. 6)	in	the	
United	States	(see	Dannenberg	et	al.,	2008,	for	examples	of	its	use).	A	HIA	has	been	
	defined	as	“a	combination	of	procedures,	methods,	and	tools	by	which	a	policy,	pro-
gram,	or	project	may	be	judged	as	to	its	potential	effects	on	the	health	of	a	population,	
and	the	distribution	of	those	effects	within	the	population”	(ECHP,	1999,	p.	4).	In	other	
words,	an	HIA	is	an	“approach	that	can	help	to	identify	and	consider	the		potential—or	
actual—health	impacts	of	a	proposal	on	a	population.	Its	primary		output	is	a	set	of	ev-
idence-based	recommendations	geared	to	informing	the	decision		making	process.	These	
recommendations	aim	to	highlight	practical	ways	to	enhance	the		positive	aspects	of	a	
proposal,	and	to	remove	or	minimise	[sic]	any		negative		impacts	on	health,	well-being	
and	health	inequalities	that	may	arise	or	exist”	(Taylor	&	Quigley,	2002,	pp.	2–3).

The	World	Health	Organization	 (2011)	has	noted	 that	HIAs	are	based	on	 four	
	values.	They	include:

1. Democracy—allowing	people	to	participate	in	the	development	and	implementation	
of	policies,	programmes	or	projects	that	may	impact	on	their	lives.

2. Equity—HIA	assesses	the	distribution	of	impacts	from	a	proposal	on	the	whole	
	population,	with	a	particular	reference	to	how	the	proposal	will	affect	vulnerable	
people	(in	terms	of	age,	gender,	ethnic	background,	and	socio-economic	status).

3. Sustainable	development—that	both	short	and	long	term	impacts	are	considered,	
along	with	the	obvious,	and	less	obvious	impacts.
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4. Ethical	use	of	evidence—the	best	available	quantitative	and	qualitative	evidence	
must	be	identified	and	used	in	the	assessment.	A	wide	variety	of	evidence	should	be	
collected	using	the	best	possible	methods	(para.	1.).

There	are	a	number	of	different	frameworks	(i.e.,	guides)	that	can	be	used	to		conduct	
a	HIA	(see	Mindell,	Boltong,	&	Forde	2008	for	a	review	of	guides)	and	they	“can	range	
from	 simple,	 fairly	 easy-to-conduct	 analyses	 to	more	 in-depth,	 complex	 	analyses”	
(Brennan	Ramirez	et	al.,	2008,	p.	46),	but	most	of	these	guides	include	the	following	
major	steps:

1. Screening	(identify	projects	or	policies	for	which	an	HIA	would	be	useful)

2. Scoping	(identify	which	health	effects	to	consider)

3. Assessing	risks	and	benefits	(identify	which	people	may	be	affected	and	how	they	
may	be	affected)

4. Developing	recommendations	(suggest	changes	to	proposals	to	promote	positive	or	
mitigate	adverse	health	effects)

5. Reporting	(present	the	results	to	decision	makers)

6. Evaluating	(determine	the	effect	of	the	HIA	on	the	decision)	(CDC,	2009a,	para.	3)

As	planners	prepare	for	a	needs	assessment	they	must	also	consider	whether	an	HIA	

should be a part of the process.

s U M M A r y

This	chapter	presented	several	definitions	of	needs	assessment	and	a	discussion	of	primary	
and	secondary	data.	The	sources	of	these	data	were	discussed	at	length.	Also,	presented	
in	this	chapter	was	a	six-step	approach	that	planners	can	follow	in	conducting	a	needs	
assessment	on	a	given	group	of	people.	It	is	by	no	means	the	only	way	of	conducting	an	
assessment,	but	it	is	one	viable	option.	No	matter	what	procedure	is	used	to	conduct	a	
needs	assessment,	the	end	result	should	be	the	same.	Planners	should	finish	with	a	clearly	
defined	program	focus.	Finally,	the	term	health	impact	assessment	was	introduced.

r e v i e W  Q U e s t i O N s

 1. What	is	a	need?	What	does	needs assessment	mean?

 2. What	is	meant	by	the	terms	capacity, community capacity, and capacity building?

 3. What	should	program	planners	expect	from	a	needs	assessment?

 4. What	is	the	difference	between	primary	and	secondary	data?

 5. Name	several	different	sources	of	both	primary	and	secondary	data.
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 6. What	advice	might	you	give	to	someone	who	is	interested	in	using	previously	
	collected	data	(secondary	data)	for	a	needs	assessment?

 7. What	is	the	difference	between	a	single-step	(cross-sectional)	and	a	multistep	
	survey?

 8. Explain	the	difference	between	a	community	forum	and	a	focus	group.

 9. What	are	the	steps	in	the	photovoice	process?

10. What	is	a	health	assessment	(HA)?

11. Describe	the	steps	used	to	conduct	a	literature	search.

12. What	are	the	six	steps	in	the	needs	assessment	process,	as	identified	in	this	chapter?	
What	is	the	most	difficult	step	to	complete?

13. What	is	the	difference	between	BPR	model	and	the	BPR	model	2.0?

14. What	is	health	impact	assessment	(HIA)	and	how	could	it	affect	a	needs	assessment?

A C t i v i t i e s

1.	 Assume	a	local	health	department	(LHD)	that	serves	a	rural	population	of	about	
100,000	people	has	hired	you.	After	a	few	months	on	the	job,	your	supervisor	has	
given	you	the	task	of	conducting	a	needs	assessment.	The	last	one	completed	by	this	
LHD	was	15	years	ago.	Based	on	the	annual	reports	of	the	LHD	over	the	past	5	
years,	it	has	been	determined	that	the	needs	assessment	should	focus	on	the	needs	of	
the	elderly.	For	the	purpose	of	this	needs	assessment,	the	LHD	has	defined	elderly	
as those	65	years	of	age	and	older.	Working	with	the	six-step	approach	to	needs	
	assessment	presented	in	this	chapter,	complete	the	first	two	steps.	Complete	Step	1	
by	writing	a	purpose	and	scope	for	the	needs	assessment.	Complete	the	first	part	of	
Step	2	by	identifying	at	least	four	sources	of	relevant	secondary	data.	Also,	describe	
what	you	think	would	be	the	best	way	to	go	about	collecting	primary	data	and	
	defend	your	choice.	Then	complete	this	activity	by	creating	a	list	of	things	you	would	
like	to	find	out	by	gathering	primary	data.

2.	 Visit	the	Website	of	a	commercial	company	(e.g.,	Zoomerang,	SurveyMonkey,	and	
Qualtrics)	that	is	in	the	business	of	helping	others	collect	primary	data	via	the	
	Internet.	Once	at	the	site,	find	out	as	much	as	you	can	about	using	the	service.	What	
	specific	services	does	the	company	offer?	How	much	do	the	services	cost?	What	
group	of	program	planners	do	you	think	would	most	benefit	from	using	the	services?	
Summarize	the	results	of	your	fact-finding	experience	in	a	one-page	paper.

3.	 Using	secondary	data	provided	by	your	instructor	or	obtained	from	the	World	Wide	
Web	(such	as	data	from	a	Behavioral	Risk	Factor	Surveillance	System,	state	or	local	
secondary	data,	or	data	from	the	National	Center	for	Health	Statistics),	analyze	the	
data	and	determine	the	health	problems	of	the	priority	population.
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4.	 Using	data	from	the	County	Health	Rankings	Website	(http://www.county 
healthrankings.org/),	examine	the	data	presented	for	the	county	in	which	you	grew	
up	or	currently	live.	After	reviewing	the	data,	prepare	a	written	response	that	sum-
marizes	the	general	health	status	of	the	county.

5.	 Visit	the	Community	Tool	Box	Website	(http://ctb.ku.edu/en/tablecontents/sub_
tools_1165.aspx)	and	review	the	information	presented	in	the	sample	informed	
	consent	forms.	After	reviewing	the	information,	create	a	consent	form	that	could	be	
used	with	the	collection	of	primary	data	via	a	written	questionnaire	for	a	program	
you are planning.

6.	 Administer	an	HHA/HRA	to	a	group	of	25	to	30	people.	Using	the	data	generated,	
identify	and	prioritize	a	collective	list	of	health	problems	of	the	group.

7.	 Plan	and	conduct	a	focus	group	on	an	identified	health	problem	on	your	campus.	
Develop	a	set	of	questions	to	be	used,	identify	and	invite	people	to	participate	in	the	
group,	facilitate	the	process,	and	then	write	up	a	summary	of	the	results	based	on	
your	written	notes	and/or	an	audiotape	of	the	session.

8.	 Using	the	data	(paper-and-pencil	instruments,	clinical	tests,	and	health	histories)	
	generated	from	a	local	health	fair,	identify	and	prioritize	a	collective	list	of	health	
problems	of	those	who	participated.

W e b L i N k s

1. http://ctb.ku.edu/

The	Community	Tool	Box

This	site	provides	excellent	resources	on	community	assessment,	conducting	surveys,	
identifying	problems,	and	assessing	community	needs	and	resources.	Topic	sections	
include	step-by-step	instruction,	examples,	checklists,	and	related	resources.

2. http://www.countyhealthrankings.org/

County	Health	Rankings

This	Website	is	a	result	of	collaboration	between	the	Robert	Wood	Johnson	
	Foundation	and	the	University	of	Wisconsin	Population	Health	Institute	to	develop	
a collection	of	county	health	rankings	for	each	state.

3. http://www.cdc.gov/nchs/surveys.htm

National	Center	for	Health	Statistics

This	Webpage	of	the	National	Center	for	Health	Statistics	(NCHS)	provides	an	
	overview	of	all	of	the	surveys	and	data	collections	systems	of	the	NCHS.	In	addition,	
it	provides	the	results	of	many	of	the	surveys	and	examples	of	the	questionnaires	
used to collect the data.

http://ctb.ku.edu/
http://www.countyhealthrankings.org/
http://www.cdc.gov/nchs/surveys.htm
http://www.countyhealthrankings.org/
http://www.countyhealthrankings.org/
http://ctb.ku.edu/en/tablecontents/sub_tools_1165.aspx
http://ctb.ku.edu/en/tablecontents/sub_tools_1165.aspx
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4. http://www.statehealthfacts.org

Kaiser	Family	Foundation	State	Health	Facts	Online

This	site	contains	current	state-level	data	on	demographics,	health,	and	health	policy,	
including	health	coverage,	access,	financing,	and	state	legislation.	Planners	can	access	
information	as	tables,	bar	graphs,	or	color-coded	maps.

5. http://wonder.cdc.gov/

CDC	WONDER

This	is	the	home	page	for	the	Centers	for	Disease	Control	and	Prevention’s	(CDC)	
Wide-ranging	Online	Data	for	Epidemiologic	Research	(WONDER).	CDC	
	WONDER	is	an	easy-to-use,	menu-driven	system	that	provides	access	to	a	wide	
array	of	secondary	public	health	information.	It	also	has	a	link	to	the	latest	data	to	
support the Healthy People 2020	objectives.

http://www.statehealthfacts.org
http://wonder.cdc.gov/
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C h a p t e r   5 

Measurement, Measures, 
Measurement Instruments, 
and Sampling

C h a p t e r  O b j e C t I v e S

After reading this chapter and answering the questions that follow, you should be able to:

•	Define	measurement.

•	 Explain	the	difference	between	quantitative	and	qualitative	measures.

•	 Explain	why	measurement	is	such	an	important	process	as	it	relates	to	program	
planning	and	evaluation	as	well	as	research.

•	 Briefly	describe	the	four	levels	of	measurement.

•	 List	the	variables	that	are	often	measured	by	health	education	specialists.

•	 List	the	four	desirable	characteristics	of	data.

•	 Explain	the	various	types	of	validity.

•	Define	reliability	and	explain	why	it	is	important.

•	Define	bias	in	data	collection	and	discuss	how	it	can	be	reduced.

•	 Explain	why	measurement	instruments	must	be	fair.

•	 Briefly	describe	the	steps	to	identify,	obtain,	and	evaluate	existing	
measurement instruments.

•	 Briefly	describe	the	process	for	creating	a	data	collection	instrument.

•	Describe	how	a	sample	can	be	obtained	from	a	population.

•	Differentiate	between	probability	and	nonprobability	samples.

•	Describe	how	a	pilot	test	is	used.

K e y  t e r m s

bias
census
cluster	sampling
concurrent	validity

construct	validity
content	validity
convergent	validity
criterion-related	validity

culture
cultural	competence
discriminant	validity
face	validity
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In	this	chapter,	we	will	examine	critical	concepts	necessary	to	maximize	the	quality	of	data,	
whether	for	a	needs	assessment	or	a	program	evaluation.	Specifically,	we	will	examine	the	

(1)	term	measurement,	(2)	types	of	data	generated	from	measurement,	(3)	importance	of	
measurement,	(4)	levels	of	measurement,	(5)	types	of	measures,	(6)	desirable	characteristics	
of	measures,	(7)	measurement	instruments,	(8)	sampling,	and	(9)	the	importance	of	pilot	
testing	in	the	data	collection	process.

Box 5.1	identifies	the	responsibilities	and	competencies	for	health	education	special-
ists	that	pertain	to	the	material	presented	in	this	chapter.

Measurement

Measurement	can	be	defined	as	the	process	of	applying	numerical	or	narrative	data	from	
an	instrument	(e.g.,	a	questionnaire)	or	other	data-yielding	tools	to	objects,	events,	or	peo-
ple	(Windsor,	Clark,	Boyd,	&	Goodman,	2004).	For	example,	if	researchers	collect	data	on	
height	and	weight	from	a	group	of	people	then	translate	those	data	to	body	mass	index	(BMI)	
values	(weight	in	kilograms	divided	by	height	in	meters	squared),	they	can	classify	partici-
pants	as	either	underweight	(usually	a	BMI	of	6	18.50),	normal	(18.50-24.99),		overweight	
(25-29.99)	or	obese	(7	30).	In	order	to	measure	something	then,	planners/evaluators	need	
to	identify	what	instrument	or	tool	will	be	used	to	collect	data,	how	data	will	be	categorized	
using	numbers	or	words,	and	how	these	categories	of	data	will	be	classified	(e.g., high	risk,	
medium	risk,	low	risk	or	excellent	health,	good	health,	poor	health,	etc.).

The	data	generated	by	measurements	can	be	classified	into	two	broad	categories,	
	depending	on	 the	method	by	which	 they	 are	 collected.	Quantitative measures “are 

fairness
field	study
instrumentation
internal consistency
inter-rater reliability
interval	level	measures
intra-rater reliability
levels	of	measurement
measurement	instrument
nominal	level	measures
nonprobability	samples
nonproportional	stratified	

random	sample
ordinal	level	measures
parallel	forms	reliability
pilot test

pilot testing
population
predictive	validity
preliminary	review
pre-pilots
probability	sample
proportional	stratified	

random	sample
psychometric	qualities
public	domain
qualitative	measures
quantitative	measures
random	selection
rater reliability
ratio	level	measures
reliability

sample
sampling
sampling	frame
sampling	unit
sensitivity
simple	random	sample	 

(SRS)
specificity
strata
stratified	random	sample
survey	population
systematic	sample
test–retest reliability
universe
validity

Key terms, continued
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	numerical	data	collected	to	understand	individuals’	knowledge,	understanding,	percep-
tions,	and	behavior”	(Harris,	2010,	p.	208).	Examples	of	quantitative	data	could	include	
the	mortality	rates	for	diabetes	over	the	 last	five	years,	 the	aforementioned	BMIs	of	
participants	in	a	weight	loss	program,	the	prevalence	of	cigarette	smoking	among	ado-
lescents,	the	ratings	on	a	patient	satisfaction	survey,	and	the	pretest	and	posttest	scores	
on	a	HIV	knowledge	test.	Qualitative measures are “data collected with the use of nar-
rative	and	observational	approaches	to	understand	individuals’	knowledge,	perceptions,	
attitudes	and	behaviors”	(Harris,	2010	p.	208).	Qualitative	data	are	usually	represented	
as	words	that	are	organized	into	codes	and	themes.	Examples	of	qualitative	data	could	
include	notes	generated	from	observational	studies,	transcripts	from	focus	groups,	and	
taped	recordings	of	in-depth		interviews	with	key	informants.	Quantitative	and	qualita-
tive	measures	both	have	their	 	individual	strengths	and	weaknesses,	yet	their	greatest	
utility	may	occur	when	both	are	used	together	in	the	measurement	process.	While	quan-
titative	data	are	generally	associated	with	better	representations	of	entire	populations,	

Box 5.1  Responsibilities and Competencies for Health 
Education Specialists

Because of the importance of measurement to program planning and evaluation, 
the content of this chapter cuts across two different areas of responsibility. Those 
responsibilities and related competencies include:

Responsibility I: Assess Needs, Assets, and Capacity for Health Education

Competency 1.2: Access existing information and data related 
to health

Competency 1.3: Collect quantitative and/or qualitative data 
related to health

Competency 1.4: Examine relationships among behavioral, 
 environmental, and genetic factors that  enhance or compromise 
health

Competency 1.6: Examine factors that enhance or compromise 
the process of health education

Competency 1.7: Infer needs for health education based on 
 assessment findings

Responsibility IV: Conduct Evaluation and Research Related to Health Education

Competency 4.2: design instruments to collect evaluation/ 
research data

Competency 4.3: Collect and analyze evaluation/research data

Competency 4.4: Interpret results of the evaluation/research

Competency 4.5:  Apply findings from evaluation/research

Source: NCHEC, sOPHE, & AAHE (2010).
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qualitative	data	can	provide	rich	contextual	understanding	of	those	same	populations.	
Table 5.1 provides	a	comparison	of	many	of	the	qualities	and	characteristics	of	quanti-
tative	and	qualitative	measures.

the Importance of Measurement in program planning and evaluation
As	noted	earlier	in	the	chapter	(see	Box	5.1),	health	education	specialists	are	expected	to	
have	the	knowledge	and	skills	(NCHEC,	SOPHE,	&	AAHE,	2010)	to	plan	and	carry	out	
the	processes	associated	with	measurement;	for	example,	(1)	when	reviewing	literature	in	
order	to	justify	a	program,	health	education	specialists	need	to	be	able	to	understand	the	
data	generated	by	measurement	in	order	to	determine	if	they	have	adequate	and	appro-
priate	evidence	for	a	proposed	program;	(2)	when	conducting	a	needs	assessment,	health	
education	specialists	must	understand	the	basic	principles	of	measurement	in	order	to	
select	and	use	appropriate	data	collection	instruments;	(3)	when	health	education	spe-
cialists	are	planning	an	evaluation	to	measure	whether	program	objectives	have	been	
met,	they	need	to	be	able	to	measure	related	program	outcomes;	(4)	when	a	funding	
agency	wants	evidence	that	a	program	it	funds	is	making	a	difference	in	a	community,	
health	education	specialists	must	apply	appropriate	measurement	techniques	to	generate	
the	needed	evidence;	or	(5)	when	health	education	specialists	are	asked	to	interpret	the	
results	of	a	program	evaluation	to	a	group	of	stakeholders,	they	need	to	be	competent	
in	determining	and	communicating	whether	program	components	actually	produced	the	
identified	results.	Each	of	these	examples	demonstrates	the	need	for	a	sound	understand-
ing	of	the	processes	associated	with	measurement.	In	other	words,	measurement	is	an	
integral	part	of	program	planning,	implementation,	and	evaluation.

Levels of Measurement
A	fundamental	question	of	measurement	is	deciding	how	something	should	be	measured	
(McDermott	&	Sarvela,	1999).	For	example,	consider	a	scenario	in	which	planners/eval-
uators	need	data	on	the	income	levels	of	program	participants	to	control	for	differences	

Table 5.1 Comparison of Quantitative and Qualitative Measures

Quantitative Measures Qualitative Measures

Measures level of occurrence Provides depth of understanding
Asks how often? and how many? Asks why?
studies actions studies motivations
Is objective Is subjective
Provides proof Enables discovery
Is definitive

Measures levels of actions and trends, etc.

Is exploratory  

Allows insights into behavior and trends, etc.
describes Interprets

Source: Cottrell & McKenzie (2011, p. 228) from debus (1988).
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in	socioeconomic	status.	They	could	ask	about	the	participants’	income	level	in	any	of	
the following three ways:

1. Which	of	the	following	categories	most	closely	corresponds	with	your	household	
	income:	poor,	lower	middle	class,	upper	middle	class,	or	wealthy?

2. What	income	category	best	describes	your	household	income?	$0	to	10,000;	$10,001	
to	25,000;	$25,001	to	40,000;	$40,001	to	$55,000;	55,001	to	70,000;	$70,001+

3. What	is	your	household	income?	________

Although	these	questions	all	pertain	to	household	income,	each	question	generates	
a	different	type	and	level	of	data	which	in	turn	dictates	the	type	of	analysis	that	can	be	
used.	Thus,	when	planners/evaluators	begin	to	think	about	data	collection,	they	need	
to	consider	both	the	wording	of	their	questions	and	how	that	wording	will	impact	the	
nature	of	their	analysis.

Nearly	70	years	ago,	Stevens	(1946)	proposed	that	four	 levels of measurement— 
nominal,	ordinal,	interval,	and	ratio—were	the	basis	for	all	scientific	measurement.	In	fact,	
these	four	levels	of	measurement	are	widely	accepted	in	social	and	behavioral		research	and	
are necessary to classify the type of data used and to identify the appropriate type of statis-
tical	test	or	analysis	that	can	be	applied	to	the	data.

The	four	levels	of	measurement	proposed	originally	by	Stevens	(1946)	are	considered	
“hierarchical”	in	nature.	In	other	words,	they	progress	from	more	simple	or	basic	to	more	
complex.	As	mentioned,	this	hierarchy	also	relates	to	an	increasing	complexity	of	statisti-
cal	analysis.

1. Nominal level measures	constitute	the	lowest	level	in	the	measurement	hierarchy	and	
use	names	or	labels	to	categorize	people,	places,	or	things.	While	nominal	data	represent	
different	categories,	they	do	not	represent	any	particular	value	or	order	(i.e.,	they	are	
	simply	grouped	by	name).	“The	two	requirements	for	nominal	measures	are	that	the	
	categories	have	to	be	mutually	exclusive	so	that	each	case	fits	into	one	of	the	categories,	
and	the	categories	have	to	be	exhaustive	so	that	there	is	a	place	for	every	case”	(Weiss,	
1998,	p.	116).	For	example,	a	question	that	would	generate	nominal	data	is,	“What	is	
your	sex?”	The	possible	answers	include	the	categories	of	“female”	and	“male.”	These 
answers	are	exhaustive	(contain	all	possible	answers)	and	mutually	exclusive	(the	
	respondent	has	to	be	one	or	the	other,	but	not	both).	We	can	then	assign	numbers	to	
these categories		according	to	a	particular	rule	we	create	(e.g.,	1	=	female,	2	=	male).

2. Ordinal level measures	like	nominal	level	measures,	allow	planners	to	put	data	
into categories	that	are	mutually	exclusive	and	exhaustive,	but	also	permit	them	to	
rank-order	the	categories.	The	different	categories	represent	relatively	more	or	less	of	
something.	However,	the	distance	between	categories	cannot	be	measured.	For	example,	
the	question	“How	would	you	describe	your	level	of	satisfaction	with	your	health	care?	
(select	one)	very	satisfied—satisfied—not	satisfied”	creates	categories	(very		satisfied—
satisfied—not	satisfied)	that	are	mutually	exclusive	(the	respondent	cannot	select	two	
categories)	and	exhaustive	(there	is	a	category	for	all	levels	of	satisfaction),	and	the	
categories	represent	more	or	less	of	something	(amount	of	satisfaction),	thus	there	is	a	
rank	order.	We	cannot,	however,	measure	the	distance	(or	difference)	between	the	levels	
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of	satisfaction	(e.g.,	what	the	difference	is	between	very	satisfied	and	satisfied).	Is	the	
distance	between	very	satisfied	and	satisfied	the	same	distance	between	satisfied	and	not	
satisfied?	Ordinal	data	categories	are	not	necessarily	an	equal	distance	apart.	Another	
example	is	when	a	patient	is	asked	how	much	pain	he/she	is	experiencing	on	a	scale	
from	1	to	10.	While	7	is	more	severe	than	5,	this	difference	may	not	be	the	same	as	the	
difference	between	3	and	1.

3. Interval level measures	enable	planners	to	put	data	into	categories	that	are		mutually	
exclusive	and	exhaustive,	and	rank-orders	the	categories.	Furthermore,	the	widths	
or	differences	between	categories	must	all	be	the	same	(Hurlburt,	2003),	which	al-
lows	for	the	distance	between	the	categories	to	be	measured.	There	is,	however,	no	
absolute	zero	value.	For	example,	a	question	that	generates	interval	data	is,	“What	
was	the	high	temperature	today?”	We	know	that	a	temperature	of	70ºF is 	different	
than	a	temperature	of	80ºF,	that	80º	is	warmer	than	70º,	that	there	is	10ºF	difference	
	between	the	two,	and	if	the	temperature	drops	to	0º	F	there	is	still	some	heat	in	the	
air	(though	not	much)	because	0ºF	is	warmer	than	–10ºF.	Similarly,		whereas	a	score	
of	zero	on	an	IQ	test	may	indicate	certain	things,	it	does	not	mean	a	person	is	devoid	
of	any	intelligence.

4. Ratio level measures,	the	highest	level	in	the	measurement	hierarchy,	enable	planners	
to	do	everything	with	data	that	can	be	done	with	the	other	three	levels	of	measures;	
however,	those	tasks	are	accomplished	using	a	scale	with	an	absolute	zero.	Example	
questions	that	generate	interval	data	include:	“What	was	your	score	on	the	test?”	“How	
tall	are	you	in	inches?”	“How	much	do	you	weigh?”	and	“During	an		average	week,	
how	many	minutes	do	you	exercise	aerobically?”	An	absolute	zero	“point	means	that	
the	thing	being	measured	actually	vanishes	when	the	scale	reads	zero”	(Hurlburt,	2003,	
p.	17).	For	example,	when	a	person	has	a	blood	pressure		reading of	zero	over	zero,	
there	is	in	fact	no	blood	pressure.

Because	interval	and	ratio	data	are	continuous	and	rank-ordered	values	with	equal	
distance	between	them,	and	because	most	statistical	procedures	are	the	same	for	both	types	
of	data	(Valente,	2002),	some	have	combined	them	into	a	single	level	of	measurement	and	
refer to the resulting data as numerical data.

When	planners/evaluators	make	decisions	about	the	type	of	statistical	tests	and	analy-
ses	to	perform,	they	need	to	examine	the	level	of	measurement	that	was	produced	by	their	
questionnaire	or	other	instrumentation.	Generally	speaking,	nominal	and	ordinal	measures	
are	associated	with	nonparametric	tests	(less	likely	to	assume	a	normal	distribution	of	data,	
(i.e.,	bell	shaped	curve)	while	interval	and	ratio	data	are	more	often	associated	with	para-
metric	tests	(more	likely	to	assume	a	normal	distribution	of	data).

types of Measures
Many	different	types	of	measures	are	used	to	conduct	needs	assessments	or	evaluate	
programs	and	it	is	important	to	match	the	methods	of	measurement	with	the	focus	of	the	
task.	Typically,	health	promotion	programs	focus	on	one	or	more	of	the	following	types	
of	measures	(also	called	variables)	related	to:	demographics,	awareness,	knowledge,	psy-
chosocial	characteristics,	skills,	behaviors,	environmental	attributes,	health	outcomes,	
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and	quality	of	life	indicators.	Table 5.2	provides	examples	of	how	data	can	be	generated	
for	each	of	these	different	types	of	measures.

Desirable Characteristics of Data

The	results	of	a	needs	assessment	or	program	evaluation	are	only	as	good	as	 the	data	
that are	collected	and	analyzed.	If	a	questionnaire	is	filled	with	ambiguous	questions	and	
the		respondents	are	not	sure	how	to	answer,	it	is	highly	unlikely	that	the	data	will	reflect	the	
true	knowledge,	attitudes,	and	so	on,	of	those	responding.	Therefore,	it	is	of	vital	importance	
that	planners	and	evaluators	make	sure	that	the	data	they	collect	are	reliable,	valid,	fair,	
and		unbiased.	Collectively,	these	three	characteristics—reliability,		validity,	and	fairness—are	
	referred	to	as	an	instrument’s	psychometric qualities	(Cottrell	&	McKenzie,	2011).

Table 5.2 Types of Measures, data Generated, and Methods of Obtaining the data

 
Measure

 
Example Data

Commonly Used Methods 
of Data Collection

demographics social and economic characteristics of a 
 population; e.g., sex, age, race, income

self-report questionnaires, 
census records

Awareness Conscious of, for example, location of services, 
significance of risk factors related to disease

self-report questionnaires, 
polls

Knowledge Bloom’s taxonomy*

•	 knowledge	(remembering)

•	 comprehension	(lowest	level	of	 
 understanding)

•	 application	(using	learned	material)

•	 analysis	(ability	to	analyze	learned	material)

•	 synthesis	(creating	from	learned	material)

•	 evaluation	(ability	to	judge	the	value)

Written or oral tests

Psychosocial 
 characteristics

Attitudes, beliefs, motivation, and personality 
traits, e.g., fears, sympathy, belonging,  
cohesiveness

self-report validated scales

skills Ability to perform a task (i.e., giving an insulin 
shot or performing CPR)

Observation (skills testing)

Behaviors smoking, exercise, alcohol consumption self-report questionnaires
Environmental 
 attributes

Factors or conditions outside a person, e.g., 
social support, access to care, clean air

self-report questionnaires, 
observation, checklists, 
 laboratory tests

Health outcomes Biological and clinical health, e.g., prevalence 
of HIV or breast cancer in a  community

self-report questionnaires, 
health screenings

Quality of life 
(QoL)

satisfaction, happiness, and fulfillment,  
health-related quality of life

self-report validated scales

*Source: Taxonomy of Educational Objectives: The Classification of Educational Goals. Handbook I: Cognitive Domain. L. W. 
 Anderson, d. R. Krathwohl, P. W. Airasian, K. A. Cruikshank, R. E. Mayer, P. R. Pintrich, J. Raths, M. C. Wittrock. Copyright © 
2000 by Pearson Education. Reprinted with permission.
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reliability
Reliability	 refers	 to	 consistency	 in	 the	measurement	 process.	That	 is,	 reliability “is 
an		empirical	estimate	of	the	extent	to	which	an	instrument	produces	the	same	result	
(measure	or	score),	applied	once	or	two	or	more	times”	(Windsor	et	al.,	2004,	p.	93).	
However,	no	instrument	will	ever	provide	perfect	accuracy	in	measurement.	Green	and	
Lewis	(1986)	illustrated	the	theory	of	reliability	with	an	equation,	where	total	score	
(obtained	score)	equals	the	true	score	(unobservable)	plus	an	error	score.	The	total	score	
	represents	the	individual’s	score	obtained	on	a	measuring	instrument.	The	true	score	rep-
resents	the	score	for	the	same	individual	if	all	conditions	and	the	measuring	instrument	
were	perfect.	The	error	score	represents	the	portion	of	the	total	score	that	is	generated	
from	the	“imprecision	in	measurement	due	to	human	error,	uncontrollable	environment	
occurrences,	 inappropriateness	of	measurement	instruments,	and	other	unanticipated	
things”	(Dignan,	1995,	p.	40).	For	example,	suppose	the	total	score	of	an	individual	on	a	
knowledge	test	was	85	out	of	a	possible	100	points.	The	question	then	becomes	whether	
the	85%	is	a	true	indication	of	the	person’s	knowledge.	If	the	conditions	under	which	
the	score	was	generated	were	perfect	and	the	measurement	instrument	had	perfect	reli-
ability,	the	error	score	would	be	zero	and	we	could	say	the	85%	score	is	a	true	indica-
tion	of	the	person’s	knowledge.	However,	if	the	conditions	under	which	the	score	was	
generated were not	perfect	(e.g.,	the	person	did	not	have	enough	time	to	take	the	test)	
and	the	measurement	instrument	did not	have	perfect	reliability	(e.g.,	it	included	several	
poorly worded questions), the error score would not	be	zero	and	we	would	conclude	
that	the	score	of	85%	was	not	a	true	indication	of	the	person’s	knowledge.	The	subject	
may		really	know	more,	or	maybe	less,	than	was	indicated	by	the	score.	“Reliability	coef-
ficients	are	highest	if	no	error	exists	(r =	1.0)	and	lowest	when	there	is	only	error	or	no	
association (r =	0.0)	between	two	measures”	(Windsor	et	al.,	2004,	p.	95).

Planners	need	to	strive	to	collect	data	under	the	best	conditions	with	the	most	reliable	
measurement	instruments	possible	(Cottrell	&	McKenzie,	2011).	Several	methods	of	deter-
mining	reliability	are	available.

Internal consistency	 is	 one	 of	 the	most	 commonly	 used	methods	 of	 estimating	
	reliability	(Windsor	et	al.,	2004).	It	refers	to	the	intercorrelations	among	the	individual	
items	on	the	instrument,	that	is,	whether	items	on	the	instrument	are	measuring	the	same	
research	domain.	This	can	be	done	by	examining	the	instrument	to	ensure	that	the	items	
reflect	what	is	to	be	measured	and	that	the	level	of	difficulty	of	all	items	is	consistent.	
Statistical	methods	can	also	be	used	to	determine	internal	consistency	by	correlating	the	
items	on	the	test	with	the	total	score.	A	Chronbach’s	alpha	reliability	coefficient	measures	
internal	consistency	and	ranges	from	0	to	1	with	scores	of	greater	than	0.70	typically	clas-
sified	as	acceptable	and	scores	of	0.80	classified	as	good	(George	&	Mallery,	2003).	While	
alpha	coefficients	of	0.90	or	greater	are	generally	considered	to	be	excellent,	scores	this	
high	can	also	indicate	there	is	redundancy	in	the	instrumentation	(i.e.,	too	many	questions	
may	be	asking	the	same	thing).

Test–retest reliability,	or	stability	reliability,	“is	used	to	generate	evidence	of	sta-
bility	over	a	period”	(Torabi,	1994,	p.	57)	of	time.	To	establish	this	type	of	reliability,	
the	same	instrument	is	used	to	measure	the	same	group	of	people	under	similar,	or	the	
same	conditions,	at	two	different	points	in	time,	and	the	two	sets	of	data	generated	by	
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the	measurement	are	used	to	calculate	a	correlation	coefficient	(Cottrell	&	McKenzie,	
2011).	An	adequate	amount	of	time	should	be	allowed	between	the	test	and	retest	so	
that	individuals	are	not	responding	on	the	basis	of	remembering	responses	they	made	
the	first	time,	but	not	be	so	long	that	other	events	could	occur	in	the	intervening	time	to	
influence	their	responses.	To	avoid	the	problems	of	retesting,	parallel	forms	(equivalent	
forms)	of	the	test	can	be	administered	to	the	participants	and	the	results	can	be	corre-
lated.	While	a	Cohen’s	kappa	coefficient	(Cohen,	1960)	equal	to	or	greater	to	than	0.70	
is	generally	acceptable,	a	coefficient	of	0.80	is	ideal	and	should	be	documented	(Harris	
2010;	Windsor	et	al.,	2004).

Rater reliability	focuses	on	the	consistency	between	individuals	who	are	observing	or	
rating	the	same	item	or	when	one	individual	is	observing	or	rating	a	series	of	items.	If	two	
or	more	raters	are	involved,	it	is	referred	to	as	inter-rater reliability.	If	only	one	individual	
is	observing	or	rating	a	series	of	events,	it	is	referred	to	as	intra-rater reliability. There 
are	several	different	ways	to	calculate	rater	reliability.	In	a	research	study,	most	research-
ers	would	use	Cohen’s	kappa	to	calculate	rater	reliability.	However,	a	quicker	and	easier	
method	is	to	calculate	it	as	a	percentage	of	agreement	between/among	raters	or	within	an	
individual	rater	(DiIorio,	2005).	An	example	of	inter-rater	reliability	would	be	the	percent	
of	agreement	between	two	observers	who	are	observing	passing	drivers	in	cars	for	safety	
belt	use.	If	10	cars	are	observed	by	the	raters	and	they	agree	8	out	of	10	times	on	whether	
the	drivers	are	wearing	their	safety	belts,	the	inter-rater	reliability	would	be	80%.	Intra-
rater	reliability	would	be	the	degree	to	which	one	rater	agrees	with	himself	or	herself	on	
the	characteristics	of	an	observation	over	time.	For	example,	when	a	rater	is	evaluating	
the	CPR	skills	of	participants	in	his	or	her	program,	the	rater	should	be	consistent	while	
observing	and	evaluating	the	skills	of	the	participants.

Parallel forms reliability,	or	equivalent	forms	or	alternate-forms	reliability,	focuses	
on	whether	different	forms	of	the	same	measurement	instrument	when	measuring	the	
same	subjects	will	produce	similar	results	(means,	standard	deviations,	and	inter-item	
correlations).	The	usefulness	of	having	measurement	instruments	that	possess	parallel	
forms	reliability	is	being	able	to	test	the	same	subjects	on	different	occasions	(e.g.,	using	
a	pretest-posttest	evaluation	design)	without	concern	that	the	subjects	will	score	better	
on	the	second	administration	(posttest)	because	they	remember	questions	from	the	first	
administration	(pretest)	of	the	instrument.	A	good	example	of	parallel	forms	reliabil-
ity	is	found	in	the	different	versions	of	the	standardized	college	entrance	examinations	
(Cottrell	&	McKenzie,	2011).

validity
When	designing	a	data	collection	instrument,	planners/evaluators	must	ensure	that	it	meas-
ures	what	it	is	intended	to	measure.	This	refers	to	the	validity	of	the	measurement—whether	
it	is	correctly	measuring	the	concepts	under	investigation.	Using	a	valid	instrument	increases	
the	chance	that	planners/evaluators	are	measuring	what	they	want	to	measure,	thus	ruling	
out	other	possible	explanations	for	the	results.

Face validity	 is	the	lowest	level	of	validity.	A	measure	is	said	to	have	face	validity	
if,	on	the	face,	 it	appears	to	measure	what	it	 is	supposed	to	measure	(McDermott	&	
Sarvela,	1999).	Face	validity	differs	from	the	other	forms	of	validity	in	that	it	lacks	some	
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form	of	systematic	logical	analysis	of	the	content	(Hopkins,	Stanley,	&	Hopkins,	1990).	
An	example	of	face	validity	is	when	a	planner/evaluator	asks	a	group	of	colleagues	to	
look	over	a	series	of	questions	to	see	whether	they	seem	reasonable	to	 include	on	a	
questionnaire	about	the	risk	for	heart	disease.	Face	validity	is	a	good	first	step	toward	
creating	a	valid	measurement	instrument,	but	is	not	a	replacement	for	the	other	means	of	
establishing	validity	(Cottrell	&	McKenzie,	2011).

Content validity	refers	to	“the	assessment	of	the	correspondence	between	the	items	
composing	the	instrument	and	the	content	domain	from	which	the	items	were	selected”	
(DiIorio,	2005,	p.	213).	This	means	that	all	essential	elements	of	a	research	domain	are	
included	in	the	instrument.	For	example,	when	planning	a	health	promotion	program	to	
prevent	heart	disease,	the	program	planner	can	conduct	a	review	of	the	literature	in	the	
area	of	cardiovascular	risk	reduction	in	order	to	ensure	that	all	major	risk	factors,	such	
as	smoking,	exercise,	and	diet,	are	included	in	the	questionnaire.	If	some,	but	not	all	risk	
factors	are	measured,	the	instrument	will	not	demonstrate	content	validity.

Content	validity	is	usually	established	by	using	a	group	(jury	or	panel)	of	experts	to	
review	the	instrument.	After	such	a	group	is	identified,	they	would	be	asked	to		review	
each	element	of	the	instrument	for	appropriateness.	The	collective	opinion	of	the		experts	
is	then	used	to	determine	the	content	of	the	instrument.	McKenzie	and	colleagues	(1999)	
present	a	method	of	establishing	content	validity	 that	 includes	both	qualitative	and	
quantitative	steps.

Criterion-related validity	refers	to	“the	extent	to	which	data	generated	from	a	meas-
urement	instrument	are	correlated	with	data	generated	from	a	measure	(criterion)	of	the	
phenomenon	being	studied,	usually	an	individual’s	behavior	or	performance”	(Cottrell	&	 
McKenzie,	2011,	p.	150).	Criterion-related	validity	can	be	divided	into	two	subtypes:	
predictive	and	concurrent	validity	(DiIorio,	2005).

If	the	measurement	used	will	be	correlated	with	another	measurement	of	the	same	
phenomenon	at	another	time,	as	with	the	use	of	standardized	test	scores	to	predict	future	
college	success,	the	criterion	validity	is	known	as	predictive validity.	Concurrent  validity 
occurs	when	a	new	instrument	and	an	established	valid	instrument	that	measure	the	
same	characteristics	are	administered	to	the	same	subjects,	and	the	results	of	the	new	
instrument	are	compared	to	the	results	of	the	valid	instrument.	For	example,	if	a	plan-
ner/evaluator	wanted	to	establish	the	validity	of	a	new	test	for	breast	cancer,	he	or	she	
would	administer	both	the	new	instrument	with	an	already	valid	breast	cancer	instru-
ment	to	the	same	subjects	and	then	compare	the	results.	The	new	instrument	would	be	
valid	if	the	results	compared	favorably	with	the	established	instrument.	In	both	subtypes	
of	criterion-related	validity,	the	aim	is	to	legitimize	the	inferences	that	can	be	made	by	
establishing	their	predictive	ability	for	a	related	criterion.

Construct validity	“is	the	degree	to	which	a	measure	correlates	with	other	meas-
ures	it	is	theoretically	expected	to	correlate	with.	Construct	validity	tests	the	theoretical	
framework	within	which	the	instrument	is	expected	to	perform”	(Valente,	2002,	p. 161).	
Because	there	are	times	when	there	is	no	existing	criterion	with	which	to	compare,	as	
in	criterion-related	validity,	or	the	phenomenon	that	planners	want	to	measure	is	more	
abstract	 than	concrete,	validity	can	be	established	via	construct	validity	 (Cottrell	&	
McKenzie,	2011).	An	instrument	that	has	construct	validity	will	possess	both	conver-
gent	validity	and	discriminant	validity.	Convergent validity	“is	the	extent	to	which	two	



 Chapter 5   MEAsuREMENT, MEAsuREs, MEAsuREMENT INsTRuMENTs, ANd sAMPLING 121

measures	which	purport	to	be	measuring	the	same	topic	correlate	(that	is,	converge)”	
(Bowling,	2005,	p.	12).	For	example,	an	instrument	that	purports	to	measure	a	person’s	
self-efficacy	for	regular	exercise	should	positively	correlate	with	that	person’s	exercise	
behavior.	That	is,	a	person	who	is	self-efficacious	with	regard	to	exercise	would	exercise	
regularly	regardless	of	the	circumstances	(e.g.,	normal	day,	busy	day,	inclement	weather,	
while	 on	 vacation,	 etc.).	Discriminant validity	“(also	 known	 as	 divergent	 validity)	
	requires	that	the	construct	should	not	correlate	with	dissimilar	(discriminant)	variables”	
(Bowling,	2005,	p.	12).	Thus	in	the	exercise	example	above,	the	self-efficacy	instrument	
would	not	be	expected	to	correlate	positively	with	a	person’s	inactivity.

Sensitivity and Specificity	 When	speaking	about	validity,	planners	should	also	be	famil-
iar	with	the	terms	sensitivity and specificity.	These	terms	are	used	in	health	care	settings	as	
well	as	epidemiology	to	express	the	validity	of	screening	and	diagnostic	tests	(Cottrell	&	
McKenzie,	2011).	Sensitivity	is	defined	as	the	ability	of	the	test	to	identify	correctly	those	
who	actually	have	the	disease	(Friis	&	Sellers,	2009).	It	is	recorded	as	the	proportion	of	
true	positive	cases	correctly	identified	as	positive	on	the	test	(Timmreck,	1997).	The	better	
the	sensitivity,	the	fewer	the	false	positives.	Specificity	is	defined	as	“the	ability	of	the	test	
to	identify	only	non-diseased	individuals	who	actually	do	not	have	the	disease”	(Friis	&	
Sellers,	2009,	p.	24).	It	is	recorded	as	the	proportion	of	true	negative	cases	correctly	iden-
tified	as	negative	on	the	test	(Timmreck,	1997).	And	the	better	the	specificity,	the	fewer	the	
number	of	false	negatives.	“An	ideal	screening	test	would	demonstrate	100%	sensitivity	
and	100%	specificity.	In	practice	this	does	not	occur;	sensitivity	and	specificity	are	usually	
inversely	related”	(Mausner	&	Kramer,	1985,	p.	217).

The	validity	of	an	instrument	is	thought	to	be	more	important	than	its	reliability.	
If	an	instrument	does	not	measure	what	it	is	supposed	to,	then	it	does	not	matter	if	it	is	
reliable	(Windsor	et	al.,	2004).	Table 5.3	summarizes	the	different	types	of	reliability	
and	validity.

Fairness
Fairness	deals	with	the	question	of	whether	a	measure	“is	appropriate	for	the	individuals	of	
various	ethnic	groups	with	different	backgrounds,	gender,	educational	levels,	etc.”	(Torabi,	
1994,	p.	56).	Because	planners/evaluators	often	work	with	members	of	priority	popula-
tions	with	distinct	beliefs,	cultures,	and	needs,	they	need	to	be	concerned	about	fairness.	
Unlike	the	other	psychometric	qualities	of	validity	and	reliability,	there	are	no	quantitative	
procedures	for	determining	the	fairness	of	a	measure	(Cottrell	&	McKenzie,	2011).	Instead	
it	becomes	the	responsibility	of	the	planners/evaluators	to	seek	fairness.	A	foundation	for	
fairness	is	the	planners/evaluators	having	an	understanding	of	the	culture	of	those	in	the	
priority	population.	Culture	is	defined	as	“the	patterned	ways	of	thought	and	behavior	
that	characterize	a	social	group,	which	are	learned	through	socialization	processes	and	
persist	through	time”	(Coreil,	Bryant,	&	Henderson,	2001,	p.	29).	Therefore,	people	from	
different	cultures	are	likely	to	possess	different	values,	beliefs,	traditions,	and	perceptions.	
These	cultural	values,	beliefs,	traditions,	and	perceptions	affect	nearly	all	activities	of	in-
dividuals,	including	their	health-related	behavior	(Kline	&	Huff,	1999)	and	their	response	
to	questions	related	to	health.	Thus,	culture	influences	program	participants’	ability	to	
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understand,	internalize,	and	exercise	positive	health	practices	that	will	enhance	the	qual-
ity	of	life.	For	example,	if	we	examine	the	diet	of	individuals	from	different	cultures	(e.g.,	
religion,	race),	it	is	easy	to	see	the	impact	of	culture	on	what	people	eat.	Some	cultures	see	
some	foods	as	an	important	part	of	their	diet	while	others	see	the	same	foods	as	inappro-
priate	for	consumption.	Thus,	when	collecting	data	from	diverse	populations,	planners/
evaluators	need	to	respond	appropriately	to	cultural	differences.	In	other	words,	planners/
evaluators	need	to	work	toward	being	culturally	competent.	Cultural competence is a 
	developmental	process	defined	as	a	set	of	values,	principles,	behaviors,	attitudes,	and	poli-
cies	that	enable	health	professionals	to	work	effectively	across	racial,	ethnic	and	linguisti-
cally	diverse	populations	(Joint	Committee	on	Terminology,	2012).

bias Free
Biased data	are	those	data	that	have	been	distorted	because	of	the	way	they	have	been	
collected.	More	specifically,	bias	can	be	introduced	in	the	selection	or	sampling	process	
of	study	participants,	in	the	study’s	design	or	measurement	process,	or	in	the	interven-
tion	phase	which	includes	how	participants	were	exposed	to	the	treatment	(Hartman,	
Forsen,	Wallace,	&	Neely,	2002).	In	order	to	effectively	plan	and	evaluate	health	promo-
tion	programs,	planners/evaluators	must	work	to	eliminate	bias.	Windsor	and	colleagues	
(2004)	describe	ways	in	which	bias	can	occur	in	data	collection—for	example,	when	

Table 5.3 Types of Reliability and Validity

Reliability—“an empirical estimate of the extent to which an instrument produces the same result 
(measure or score), applied once or two or more times” (Windsor et al., 2004, p. 93).

Internal consistency—the intercorrelations among individual items on the instrument, that is, 
whether all items on the instrument are measuring part of the total area.

Test-retest (or stability)—“used to generate evidence of stability over time” (Torabi, 1994, p. 57).

Rater (or observer)—associated with the consistent measurement (or rating) of an observed event by 
the same or different individuals (or judges or raters) (Mcdermott & sarvela, 1999).

Parallel (or equivalent or alternate) forms—focus on whether different forms of the same instrument 
when measuring the same participants will produce similar results.

Validity—whether an instrument correctly measures what it is intended to measure.

Face—if, on the face, the measure appears to measure what it is supposed to measure (Mcdermott & 
sarvela, 1999).

Content—“the assessment of the correspondence between the items composing the instrument and 
the content domain from which the items were selected” (diIorio, 2005, p. 213).

Criterion-related—“the extent to which data generated from a measurement instrument are corre-
lated with the data generated from a measure (criterion) of the phenomenon being studied, usually an 
individual’s behavior or performance” (Cottrell & McKenzie, 2011, p. 322); two types: concurrent and 
predictive.

Construct—“the degree to which a measure correlates with other measures it is theoretically expected 
to correlate with. Construct validity tests the theoretical framework within which the instrument is ex-
pected to perform” (Valente, 2002, p. 161); an instrument with construct validity possesses both con-
vergent and discriminant validity.
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participants	do	not	feel	comfortable	answering	a	sensitive	question,	when	participants	
act differently because they know they are being watched, when certain characteristics of 
the	interviewer	influence	a	response,	when	participants	answer	questions	in	a	particular	
way	regardless	of	the	questions	being	asked,	or	when	a	biased	sample	has	been	selected	
from	the	priority	population	(see	information	later	in	this	chapter	on	sampling).

There	are	a	number	of	steps	planners/evaluators	can	take	to	limit	bias.	For	example,	
if	data	are	being	collected	via	observation,	the	observation	should	be	as	unobtrusive	as	
possible.	If	sensitive	questions	are	being	asked	of	respondents,	then	those	collecting	such	
data	need	to	ensure	that	the	data	are	being	collected	in	a	confidential	way	(the	identity	of	
the	respondent	can	be	determined	but	not	released),	and	consider	collecting	the	data	via	
an	anonymous	means	(there	is	no	way	of	identifying	the	respondent).	No	matter	how	data	
are	collected,	the	use	of	techniques	to	reduce	bias	will	increase	the	accuracy	of	the	results.

Measurement Instruments

As	presented	earlier,	many	different	methods	can	be	used	to	collect	both	primary	and	sec-
ondary	data	(see	Chapter	4).	The	focus	here	is	not	to	repeat	that	information	but	rather	
to	present	information	on	measurement	instruments.	By	measurement  instrument, we 
mean	the	item	used	to	measure	the	variables	(e.g.,	demographic,	psychosocial,	behavio-
ral)	of	interest.	Measurement	instruments	are	also	sometimes	referred	to	as	tools	or	data	
collection	instruments.	The	term	instrumentation	is	“a	collective	term	that	describes	all	
measurement	instruments	used”	(Cottrell	&	McKenzie,	2011,	p.	146).

Measurement	instruments	can	take	many	different	forms	and	sizes.	They	can	range	
from	the	very	simple,	like	a	ruler	or	yardstick,	to	a	questionnaire,	to	a	very	complicated	
piece	of	machinery	that	performs	DNA	sequencing.	Although	at	times	health	education	
specialists	may	use	machines	or	equipment	as	instruments	(e.g.,	to	check	blood	choles-
terol),	more	commonly	they	employ	a	sequence	of	questions	to	measure	variables	of	
interest	(Windsor	et	al.,	2004).	These	sequences	of	questions	most	often	take	the	form	of	
tests, questionnaires, and scales.	The	term	test	is	most	often	used	in	the	context	of	educa-
tional	measurement	(DiIorio,	2005),	such	as	an	HIV/AIDS	knowledge	test.	Questionnaires	
(sometimes	called	survey instruments)	are	instruments	that	gather	information	about	a	
variety	of	factors	(e.g.,	awareness,	skills,	behaviors,	health	status)	related	to	one	or	more	
specific	topics.	For	example,	a	questionnaire	may	be	developed	about	sleep	habits	and	
include	questions	about	the	average	number	of	hours	slept	per	night,	what	time	a	person	
typically	goes	to	sleep,	use	of	sleep	aids,	and	techniques	used	to	fall	asleep.	Further,	ques-
tionnaires	can	be	administered	orally	via	an	interview	or	by	telephone,	or	people	can	be	
asked	to	respond	in	writing	either	electronically	or	on	paper.	While	questionnaires	can	
involve	several	scales	and	multiple	concepts,	a	scale	is	used	to	measure	only	one	concept	
(DiIorio,	2005),	often	dealing	with	a	psychosocial	variable	like	attitudes,	beliefs,	or	opin-
ions.	For	example,	health	education	specialists	may	be	interested	in	collecting	data	about	
attitudes	related	to	water	fluoridation	in	the	priority	population.	In	scales,	often	the	
response	choice	for	every	question	is	the	same	(e.g.,		always,	sometimes,	never).	Although	
sometimes	the	word	scale is used in a general sense to refer to an entire questionnaire, 
which	is	not	a	technically	correct	use	of	the	term.
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Depending	on	the	nature	of	the	test,	questionnaire,	or	scale,	the	instrument	can	also	
vary	in	length.	Some	can	be	as	short	as	a	single	question,	rating,	or	item	to	measure	the	
variable,	while	others	may	be	multipage	instruments.	There	are	advantages	and	disadvan-
tages	to	various	instrument	lengths.	Obvious	advantages	of	a	shorter	instrument	are	the	
time	for	the	participants	to	complete	it	and	for	the	planners/evaluators	to	organize	and	
analyze	the	data.	However,	longer	instruments	may	do	a	better	job	of	measuring	less	sta-
ble	(i.e.,	change	over	time)	variables	like	attitudes	(DiIorio,	2005),	and	longer	instruments	
may	be	more	suitable	for	statistical	calculations	(Bowling,	2005).

Using an existing Measurement Instrument
Even	before	planners/evaluators	create	their	own	measurement	instrument,	they	should	
search	for	an	existing	instrument	that	is	both	valid	and	reliable	and	that	meets	their	needs.	
As	you	will	discover	in	the	next	section,	it	takes	a	great	deal	of	time,	effort,	and	resources	
to	create	a	measurement	instrument	with	good	psychometric	qualities.	The	main	advan-
tages	of	using	an	existing	valid	and	reliable	instrument	include	less	planning	time	and	thus	
lower	costs.	The	major	disadvantage—one	that	prevents	the	use	of	many	existing	instru-
ments—is	that	the	items	on	the	existing	instrument	may	not	be	relevant	or	appropriate	for	
the	program	being	planned	or	evaluated.	Cottrell	and	McKenzie	(2011)	offer	four	steps	for	
identifying,	obtaining,	and	evaluating	existing	measurement	instruments.

Step 1: Identifying measurement instruments.	Start	by	searching	the	literature	to	see	
what	others	have	used.	You	may	not	find	an	actual	copy	of	the	measurement	instru-
ments	in	the	literature,	but	you	may	find	a	reference	to	the	original	source.	As	you	are	
aware	by	now,	the	U.S.	government	has	created	many	health-related	data	collection	
	instruments.	Conducting	a	search	of	applicable	Websites	(e.g.,	National	Center	for	
Health	Statistics,	CDC	WONDER)	can	be	useful.	Remember,	government	publica-
tions are in the public domain	(available	for	anyone	to	use)	and	thus	free	of	charge	and	
need	no	permission	to	use.	Also,	be	aware	that	a	number	of	commercial	companies	sell	
measurement	instruments	(e.g.,	Psychological	Assessment	Resources,	Inc.	[PAR]).	In	
	addition,	you	may	not	find	a	measurement	instrument	that	you	can	use	in	whole,	but	
you	may	find	specific	questions	or	a	scale	that	may	work	for	you.

Step 2: Getting your hands on the instrument.	Once	you	have	identified	potential	
measurement	instruments,	you	then	have	to	obtain	a	hard	copy.	Unless	an	instrument	is	
copyrighted,	or	there	are	plans	to	do	so	in	the	future,	most	sources	are	willing	to	share	
their	measurement	instruments.	A	phone	call,	letter,	or	sometimes	a	“formal”	email	
requesting	a	copy	of	an	instrument	is	usually	all	that	it	takes	to	get	a	copy.	Once	the	
source	of	the	measurement	instrument	is	known,	be	aware	that	you	may	have	to	pay	
for	an	instrument,	and	have	to	meet	certain	criteria	(e.g.,	being	a	licensed	psychologist,	
or	agree	to	certain	terms)	to	be	able	to	obtain	and	use	some	measurement	instruments.

Step 3: Is it the right instrument?	Here	are	some	questions	to	ask	to	determine	whether	
an	instrument	is	the	right	one	for	your	purposes:

(1)	Is	there	sufficient	evidence	of	the	psychometric	qualities	(validity,	reliability,	and	
fairness)	of	the	instrument?	(2)	Has	it	been	used	with	participants	similar	to	yours?	
(3) Are	standard	or	normative	scores	available	for	various	participants?	(4)	Is	the	
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instrument	culturally	appropriate	for	your	participants?	(5)	Has	the	reading	level	of	the	
instrument	been	determined?	(6)	Is	there	a	cost	to	administer	or	have	the	instrument	
scored?	Can	you	afford	it?	(Cottrell	&	McKenzie,	2011,	p.	164)

Step 4: Final steps before proceeding.	If	you	think	you	have	found	the	right	instrument,	
before	proceeding	make	sure	you	have	done	everything	necessary	to	be	able	to	use	it.	
Remember,	for	instruments	that	are	not	in	the	public	domain,	“you	need	the	permission	of	
the	author	for	any	use	of	the	instrument,	usually	in	writing,	and	particularly	if	you	need	
to	make	any	changes”	(Dignan,	1995,	p.	67).	You	also	may	need	to	fulfill	other	conditions	
placed	on	the	use	of	the	instrument	by	the	owner	of	the	copyright	before	you	use	it.

Creating a Measurement Instrument
Only	when	planners/evaluators	are	unable	to	use	or	adapt	another	instrument	for	their	
use	should	they	undertake	the	process	of	developing	their	own	(Janz,	Champion,	&	
Strecher,	2002).	Box 5.2	provides	a	list	of	steps	to	follow	in	creating	a	measurement	
instrument.	Though	the	list	was	created	to	facilitate	data	collection	for	research	projects,	
it	illustrates	the	complexity	in	creating	an	instrument	with	good	psychometric	qualities.	
For	a	more	detailed	discussion	of	steps	in	this	process,	see	Cottrell	and	McKenzie	(2011).	
Next	we	will	present	a	more	general	discussion	about	the	presentation,	wording,	and	
sequencing	of	questions	in	a	measurement	instrument.

The	measurement	 instrument	should	begin	with	an	 introduction	that	 includes	a	
brief	statement	of	purpose	and	directions	for	completing	the	instrument	(see	Box 5.3).	
This introduction can be followed by general questions to put the respondent at ease 
in	the	case	of	a	written	or	electronic	self-report	 instrument,	or	to	develop	a	rapport	
	between	the	interviewer	and	the	respondent	when	data	are	collected	via	a	face-to-face	or	
telephone	interview.

General	questions	are	followed	by	the	actual	questions	of	interest.	Any	questions	
that	deal	with	sensitive	topics	should	be	posed	at	the	end	of	the	questionnaire	or	inter-
view.	Answers	to	questions	about	drug	use,	sexuality,	or	even	demographic	information,	
such	as	income	level,	are	more	readily	answered	when	the	respondents	understand	the	
need	for	the	information,	are	assured	of	confidentiality	or	anonymity,	and	feel	comfort-
able	with	the	interviewer	or	the	questionnaire.	If	the	respondent	ends	the	interview	or	
does	not	complete	the	instrument	when	asked	sensitive	questions,	the	other	information	
collected	can	still	be	used.

The	way	in	which	questions	are	worded	is	extremely	important	in	gaining	the	needed	
information.	The	result	of	a	poorly	worded	question	was	evident	to	one	health	promo-
tion	planner	who	was	planning	a	smoking	cessation	program	for	employees.	When	asked	
“Do	you	feel	we	need	a	smoking	cessation	program?”	most	employees	said	yes.	The	
planner	realized	later	that	he	should	have	also	asked	the	question,	“If	offered,	would	you	
attend	a	smoking	cessation	program?”	since	very	few	employees	participated.	In	general,	
always	try	to	avoid	questions	that	can	be	answered	with	a	simple	yes	or	no.

Questions	should	always	be	clear	and	bias	free.	It	 is	 important	to	avoid	leading	
questions	(“How	have	you	enjoyed	the	class?”)	that	guide	the	respondent’s	answer.	Two-
part	questions	should	also	be	avoided	(“Do	you	brush	and	floss	your	teeth?”).	Another	
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problem	with	question	design	occurs	when	the	question	assumes	knowledge	that	indi-
viduals	may	not	have	or	includes	terminology	that	they	may	not	understand	(“What	
cardiovascular	benefits	do	you	feel	are	gained	from	aerobic	exercise?”).

Many	different	types	of	questions	can	be	used	to	create	measurement	instruments.	
Consideration	must	be	given	to	whether	the	type	of	question	will	generate	the	needed	
data.	For	example,	assume	planners/evaluators	were	interested	in	identifying	the	ages	of	
those	in	the	priority	population.	A	question	like	“How	old	are	you?”	could	generate	the	
best	data	(i.e.,	ratio	level	data),	but	some	may	not	want	to	share	their	actual	age	and	thus	
planners/evaluators	may	not	collect	enough	data	to	describe	the	priority	population.	
In this	case,	a	question	that	generates	ordinal	level	data	such	as	“I	am:	15–24	years	old;	
25–44	years	old;	45–64	years	old;	65+	years	old”	may	be	a	better	choice.

Box 5.2 Steps for Creating a Measurement Instrument

 step 0: Be familiar with the related literature.

 step 1: determine the specific purpose (or goal) and the objectives of the 
proposed instrument.

 step 2: Who are the individuals who are to be measured?

 step 3: Identify the conceptual theory/model that will provide the foundation 
for the instrument.

 step 4: Create a table of specifications for the instrument.

 step 5: Identify items from other existing instruments that could be used.

 step 6: Create new instrument items.

 step 7: Create directions for completing the instrument, and directions and 
instructions for administering the instrument.

 step 8: Establish procedures for scoring the instrument.

 step 9: Assemble an initial draft of the instrument.

step 10: Establish face validity for the instrument.

step 11: Check the readability of the instrument.

step 12: Establish content validity for the instrument.

step 13: Pilot-test the instrument.

step 14: Conduct item analysis, factor analysis, and checks of 
psychometric qualities.

step 15: Review, revise, and reassess.

step 16: Conduct a second pilot-test, if necessary.

step 17: determine a cut score.

step 18: Refine as needed and create the final version.

Source: Health Promotion and Education Research Methods: Using the Five-Chapter Thesis/Dissertation Model. 
 R. R. Cottrell and J. F. McKenzie. Copyright © 2011 by Jones & Bartlett Learning. Reprinted with permission.
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Another	consideration	 in	creating	questions	 is	 to	determine	how	much	freedom	
you	want	respondents	to	have	in	answering	questions.	Those	with	the	least	freedom	are	
structured	or	closed	questions.	Examples	include	true-false	or	multiple-choice	questions	
and	are	most	often	used	to	assess	knowledge.	These	types	of	responses	are	the	easiest	
to	tabulate	but	do	not	allow	the	individual	to	elaborate	on	the	answers.	They	may	also	
force	a	person	into	a	choice	because	of	the	limited	number	of	responses	to	each	ques-
tion.	An	“other”	category,	with	space	to	list	the	exact	nature	of	the	response,	may	serve	
to	give	the	respondent	another	option.	However,	giving	the	respondents	an	opportunity	
to	provide	their	own	answers	on	multiple-choice	questions	makes	it	more	difficult	to	
categorize	responses	when	the	data	are	analyzed,	thus	reducing	one	of	the	main	benefits	
of	such	questions.	One	way	to	ensure	that	the	most	common	responses	to	questions	are	
included	in	the	possible	choices	is	to	involve	several	individuals	(especially	those	in	the	
priority	population)	in	the	formation	of	the	instrument.

Attitude	questions	generally	use	less	structured	forms.	Scales,	such	as	Likert	or	seman-
tic	differentials,	are	often	used,	with	respondents	choosing	a	response	along	a	continuum,	
generally	ranging	from	a	5-	to	a	7-point	scale.	For	example,	responses	to	the	statement	
“I feel	that	it	is	important	to	limit	my	use	of	salt”	might	be	rated	on	a	5-point	scale	ranging	
from	“strongly	agree”	to	“strongly	disagree.”

Unstructured	or	open-ended	questions—such	as	essay	questions,	short-answer	ques-
tions,	journals,	or	logs—may	be	used	to	gain	descriptive	information,	but	are	generally	
not	used	when	collecting	quantitative	data.	Such	responses	are	often	difficult	to	summa-
rize	or	to	code	for	analysis.	Box 5.4	provides	examples	of	structured	and	unstructured	
types	of	questions.

Box 5.3  Application—Introduction for a Data Collection  
Instrument

health Questionnaire

Purpose: The Health department is conducting a survey of those living in 
delaware County in order to find out more about their health. Obtaining this 
information is important because it will provide us with a better understanding 
of the needs of our citizens so that we may in turn provide the programs to 
improve the health of those in our county.

Directions for completing the questionnaire: You are not required to complete this 
questionnaire, but your voluntary participation is requested. This is an anonymous 
survey so do not write your name on this instrument. Please read each of the 
questions carefully and respond to them by circling the response that best 
 represents your feelings. There are no right or wrong answers. We recognize that 
some of the questions, by necessity, are quite personal. Be assured that your 
 individual responses will not be shared with anyone and that only summarized 
group information will be reported. When you have completed the questionnaire, 
place it in the postage-paid business reply envelope and drop it in the mail. Thank 
you for your help with this survey.
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Box 5.4  Examples of Self-Report Questions 

Structured (Closed)

 I. Dichotomous

1. What is your sex?
a. Female b. Male

2. A risk factor for heart disease is sedentary lifestyle.
a. True b. False

 II. Multiple Choice

1. The leading cause of death in the united states for adults is:
a. cancer b. heart disease
c. injuries d. AIds

2. What type of computer do you use?
a. IBM b. Apple
c. dell d. Other (please specify): ___________________

 III. Matching

  Vitamin deficiencies
1. Vitamin A a. Frequent infection
2. Vitamin C b. slow blood clotting
3. Vitamin d c. Night blindness
4. Vitamin K d. Bone softening

  Grams of saturated fats
1. Butter, 1 tbsp. a. 9
2. Ice cream, 4 oz. b. 7.1
3. Chicken, 3 oz. c. 5
4. One hot dog d. 1.2

Less Structured (But Still Closed)

 I. Likert

1. Women should be able to have an abortion if they choose to do so.

 Strongly                 Strongly
 agree Agree Neutral Disagree      disagree

2. I feel I can exercise
regardless of Strongly                 Strongly
weather conditions. agree Agree Neutral Disagree      disagree

 II. Semantic Differentials

1. smokeless tobacco is  Good  _____  _____  _____  _____  _____  Bad 

2. When taking a test, I feel Nervous  _____  _____  _____  _____  _____  Calm

 III. Rank Order

1.  Put the following values in order, from most important in your life to least 
 important:
a. health   _____
b. love   _____
c. friendship  _____

d. emotional security  _____
e. financial security   _____
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Sampling

The	need	to	select	participants	from	whom	data	will	be	collected	can	occur	at	several	
times	during	the	process	of	program	planning	or	evaluation.	Depending	on	the	size	of	the	
priority	population,	planners/evaluators	may	want	to	collect	data	from	all	participants,	a	
census,	or	from	only	some	of	the	participants,	a	sample.	Each	of	the	participants	is		referred	
to	as	a	sampling	unit.	A	sampling unit	is	the	element	or	set	of	elements	considered	for	
selection	as	part	of	a	sample	(Babbie,	1992).	A	sampling	unit	“may	be	an	individual,	an	
organization,	or	a	geographical	area”	(Bowling,	2005,	p.	166).

Figure 5.1	illustrates	the	relationship	between	groups	of	individuals.	All	individu-
als,	unspecified	by	time	or	place,	constitute	the	universe—for	example,	all	U.S.	citizens,	
regardless	of	where	they	reside	in	the	world.	Within	the	universe	is	a	population of indi-
viduals	specified	by	time	or	place,	such	as	all	U.S.	residents	in	the	50	states	on	January	1,	
2012.	Within	this	population	is	a	survey population,	composed	of	all	individuals	who	are	
accessible	to	the	researchers.	The	key	term	here	is	accessible.	For	example,	all	U.S.	citi-
zens	who	are	accessible	and	can	be	reached	by	telephone	would	be	a	survey	population.	
Obviously,	this	would	not	include	those	without	telephones,	such	as	those	who	chose	not	
to	own	them,	those	institutionalized,	and	the	homeless.

A	survey	population	may	still	be	too	large	to	include	in	its	entirety.	For	this	reason,	a	
sample	is	chosen	from	the	survey	population,	a	process	called	sampling.	Those	in	the	sam-
ple	are	the	individuals	who	will	be	included	in	the	data	collection	process.	Using	a	sample	

Box 5.4

2.  Rank-order the following servings of foods from highest to lowest sources of 
protein:
a. tuna   _____
b.   rice    _____
c. sirloin steak   _____

d. cottage cheese  _____
e.  bread  _____
f.  broccoli  _____

Unstructured (Open)

 I. Completions

1. I like to exercise because _______________________________________________

2. The types of foods I generally eat are ____________________________________

 II. Short-Answer
1. List five advantages to conducting a worksite health promotion program.

2. describe the correct way to lift a heavy object to avoid straining your back.

 III. Essay

1.  Explain the difference between aerobic and anaerobic exercise. Include exam-
ples of each type of exercise, and discuss the importance of each in total fitness.

2.  discuss the incidence of tuberculosis in the world today, including who is at 
risk and the public health measures to reduce the problem.

(Continued)
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Figure 5.1 Relationship of study Populations

rather	than	an	entire	survey	population	helps	contain	costs.	For	example,	using	a	sample	
reduces	the	amount	of	staff	time	needed	to	conduct	interviews,	the	cost	of	postage	for	writ-
ten	questionnaires,	and	the	time	and	cost	of	travel	to	conduct	observations.

How	the	sample	is	chosen	is	critical	to	the	result	of	the	needs	assessment	or	evaluation:	
Does	the	information	gained	from	the	sample	reflect	the	knowledge,	attitudes,	and	behav-
iors	of	the	survey	population?	According	to	Green	and	Lewis	(1986),	the	sampling	bias	is	
the	difference	between	the	sampling	estimate	and	the	actual	population	value.	Sampling	
bias	can	be	reduced	by	controlling	the	sampling	procedure—that	is,	how	the	sample	is	
chosen.	Furthermore,	the	ability	to	generalize	the	results	to	the	survey	population	is	greater	
when	the	sampling	bias	is	reduced.

probability Sample
Increasing	the	likelihood	that	the	sample	is	representative	of	the	survey	population	is	
achieved	by	random selection.	“Randomness	minimizes	the	likelihood	that	a	systematic	
source	of	selection	bias	will	occur	among	the	sample,	thereby	influencing	the	degree	of	
representativeness	of	the	population”	(Windsor	et	al.,	2004,	p.	110).	When	random	selec-
tion	is	used,	each	person	in	the	survey	population	has	an	equal	chance	or	probability	of	
being selected, thus creating a probability sample.

There	are	a	number	of	different	methods	for	selecting	a	probability	sample.	The	most	
basic	of	the	probability	sampling	methods	is	selecting	a	simple random sample (SRS).	 
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In	order	to	select	an	SRS,	or	for	that	matter	any	probability	sample,	the	planner	must	have	
a	list	or	“quasi-list”	(Babbie,	1992)	of	all	sampling	units	in	the	survey	population.	This	
list is referred to as the sampling frame.	Oftentimes,	sampling	frames	have	the	names	and	
contact	information	for	everyone	in	the	survey	population	such	as	with	membership	lists,	
patients	of	a	clinic,	and	parents	of	children	enrolled	in	a	certain	school	or	program.	Other	
times	the	frame	may	simply	be	the	title	of	an	individual	or	organization,	such	as	the	direc-
tor	of	environmental	services	in	the	92	local	health		departments	in	Indiana,	or	a	list	of	all	
the	voluntary	health	agencies	in	the	county	(Cottrell	&	McKenzie,	2011).

Once	the	sampling	frame	has	been	identified,	the	planner	can	proceed	with	the	
process	of	selecting	an	SRS.	It	begins	with	assigning	a	number	with	an	equal	number	
of	digits	to	each	sampling	unit	in	the	frame.	Suppose,	for	example,	we	have	a	frame	
of	200		individuals.	The	first	person	in	the	frame	would	be	given	the	number	000.	The	
rest	of	the	 individuals	 in	the	frame	would	be	assigned	consecutive	numbers	and	the	
last	person	in	the	frame	would	be	assigned	the	number	199.	Once	it	 is	decided	how	
large	the	sample	should	be,	the	sample	can	be	selected.	For	the	purpose	of	this	example	
let’s	suppose	a	sample	size	of	20	is	desired.	To	select	these	20	individuals,	a	computer	
could	be	used	to	randomly	select	20	numbers	between	000	and	199,	or	 it	could	be	
done	manually	by	using	a	table	of	random	numbers	(Cottrell	&	McKenzie,	2011)	(see	
Table 5.4).

In	order	to	use	a	table	of	random	numbers,	the	manner	in	which	the	table	will	be	
used	needs	to	be	set	forth.	Since	these	tables	are	generated	randomly	(by	computer),	it	
really	does	not	matter	which	way	one	moves	through	the	table	as	long	as	it	is	done	in	a	
consistent	manner.	For	example,	the	process	set	forth	could	be	to	(1)	use	the	first	three	
digits	in	the	columns	of	numbers	(because	all	individuals	in	the	example	frame	have	a	
three-digit	number,	that	is,	000	to	199);	(2)	proceed	down	the	columns	(as	opposed	to	
up	or	across	the	rows);	(3)	at	the	bottom	of	the	column	proceed	to	the	top	of	the	next	
column	to	the	right;	and	(4)	proceed	in	this	same	manner	until	the	20	individuals	are	
selected.	To	ensure	that	this	process	is	 indeed	random,	the	process	must	begin	with	a	
random	start.	That	is,	the	planner	cannot	just	pick	the	first	number	at	the	top	of	column	

Table 5.4 Abbreviated Table of Random Numbers

Row/Column A B C D E

1 75 51 02 17 71 04 33 93 36 60
2 42 75 76 22 23 87 56 54 84 68
3 00 47 37 59 08 56 23 81 22 42
4 74 01 23 19 55 59 79 09 69 82
5 66 22 42 40 15 96 74 90 75 89
6 09 24 34 42 00 68 72 10 71 37
7 89 22 10 23 62 65 78 77 47 33
8 51 27 23 02 13 92 44 13 96 51
9 17 18 01 34 10 98 37 48 93 86
10 02 28 54 60 01 11 28 35 54 32
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one	and	proceed	down	through	the	column	because	every	individual	in	the	survey	popu-
lation	would	not	have	an	equal	chance	of	being	selected.	The	planner	can	accomplish	
the		random	start	by	closing	his	or	her	eyes	and	pointing	to	a	place	on	the	table	of	ran-
dom	numbers	then	proceeding	through	the	table	in	the	way	that	was	set	forth	above	
(Cottrell &	McKenzie,	2011).

A systematic sample	also	uses	a	frame	and	takes	every	Nth	person	(determined	by	divid-
ing	the	survey	population	size	by	the	sample	size,	N/n),	beginning	with	a	randomly	selected	
individual.	For	example,	suppose	that	we	want	to	choose	a	sample	of	10	people	from	a	sur-
vey	population	of	100.	We	start	by	randomly	choosing	a	number	between	001	and	100,	such	
as	026,	using	a	table	of	random	numbers.	We	then	choose	every	tenth	(N/n = 100/10	= 10)	
person	(036,	046,	056,	076,	086,	096,	006,	016)	until	we	have	the	10	subjects	for	the	sample.	
In	this	way,	everyone	in	the	survey	population	has	an	equal	chance	of	being	selected.	A	simple	
random	sample	or	systematic	sample	can	also	be	used	to	select	“naturally	occurring	groups	
or	clusters,	such	as	schools,	clinics,	worksites,	or	census	tracks”	(Gilmore,	2012,	p.	74).	When	
this occurs, it is called cluster sampling.

If	it	is	important	that	certain	groups	be	represented	in	a	sample,	a	stratified  random 
sample	can	be	selected.	Such	a	method	would	be	used	if	the	planners	felt	that	a	certain	
variable	(e.g.,	size,	income,	or	age,	etc.)	might	have	an	influence	on	the	data	collected	
from	the	participants.	A	stratified	random	sample	might	also	be	used	if	it	is	believed	that	
due	to	small	numbers	of	a	certain	group	in	the	survey	population,	representatives	from	
that	group	may	not	be	selected	using	a	simple	random	sample.	That	is,	you	may	have	
a	survey	population	of	100	participants	and	in	that	100	there	are	only	8	of	one	group.	
If you	were	to	select	a	sample	of	10	from	the	100,	there	is	a	good	chance	that	none	of	the	
8	from	the	small	group	might	be	selected	(Cottrell	&	McKenzie,	2011).

Here	is	an	example	of	the	use	of	a	stratified	random	sample.	To	begin,	the	planner	
first	must	divide	the	survey	population	into	subgroups,	or	strata,	then	select	a	simple	
random	sample	from	each	stratum.	Suppose	we	were	interested	in	collecting	data	from	
companies	within	a	particular	 state	concerning	 the	number	of	health	education	pro-
grams	offered	for	employees.	Based	on	past	experience,	we	suspect	the	size	of	the	busi-
ness	(i.e., number	of	employees)	would	affect	the	data	we	want	to	collect.	That	is,	small	
companies	might	have	fewer	health	education	programs	in	general	than	large	companies.	
Also,	we	know	that	relatively	few	companies	in	the	state	have	a	large	number	of	employ-
ees.	We could	then	divide	the	companies	into	strata	by	size,	for	example	small	(1–100	em-
ployees),	medium	(101–1,000),	and	large	(1,001+).	Once	the	planners	decide	how	many	
to	select	from	each	stratum,	they	next	decide	whether	to	conduct	a	proportional	stratified	
random	sample	or	nonproportional	stratified	random	sample.	A	proportional stratified 
random sample	would	be	used	if	the	planners	wanted	the	sample	to	mirror,	in	proportion,	
the	survey	population.	That	is,	draw	out	the	companies	in	the	same	proportions	that	they	
are		represented	in	the	survey	population.	Say	our	example	has	600	small	companies,	350	
medium	companies,	and	50	large	companies,	and	the	desired	sample	size	is	100.	Planners	
would	then	select	simple	random	samples	of	60	small,	35	medium,	and	5	large	companies	
(Cottrell	&	McKenzie,	2011).

A nonproportional stratified random sample	may	 be	 used	 if	 the	 planners	want	
equal	representation	from	the	different	strata	within	the	survey	population.	For	exam-
ple,	suppose	we	want	to	collect	information	about	the	opinions	of	college	students	on	
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a medium-size	regional	campus	(the	survey	population)	about	a	new	alcohol	use	policy	
that	was	put	in	place	by	the	administration	and	we	want	to	hear	equally	from	the	differ-
ent	levels	of	students	(freshmen	[n =	4,000],	sophomores	[n =	3,000],	juniors	[n =	2,000],	
and	seniors	[n =	1,000])	because	it	is	thought	that	the	policy	will	affect	each	class	differ-
ently.	If	a	sample	size	of	200	is	desired,	we	would	randomly	select	(using	a	simple	random	
sample	method)	50	students	from	each	of	the	classes	(Cottrell	&	McKenzie,	2011).	(See	
Table 5.5	for	a	summary	of	probability	sampling	procedures.)

Nonprobability Sample
There	are	times	when	a	probability	sample	cannot	be	obtained	or	is	not	needed.	In	such	
cases,	planners/evaluators	can	take	nonprobability samples	in	which	all	individuals	in	the	
survey	population	do	not	have	an	equal	chance	or	probability	of	being	selected	to	partici-
pate	in	the	needs	assessment	or	evaluation.	Participants	can	be	included	on	the	basis	of	
convenience	(because	they	have	volunteered,	are	available,	or	can	be	easily	contacted)	or	
because	they	possess	a	certain	characteristic.

Nonprobability	samples	have	limitations	in	the	extent	to	which	the	results	can	be	
generalized	to	the	total	survey	population.	Bias	may	also	occur	because	those	who	are	not	
included	in	the	sample	may	differ	in	some	way	from	those	who	are	included.	For	example,	
including	only	the	individuals	who	complete	a	health	promotion	program	may	bias	the	
results;	the	findings	might	be	different	if	all	participants,	including	those	who	attended	
but	did	not	complete	the	program,	were	surveyed.

Table 5.5 summary of Probability sampling Procedures

Sample Primary Descriptive Elements

simple Random Each subject has an equal chance of being selected if table of 
 random numbers and random start are used.

“Fishbowl” (or “Out of a Hat”) Approximates simple random sampling, but not as precise. Can be 
done with or without replacement.

systematic using a list (e.g., membership list or telephone book), subjects are 
selected at a constant interval (N/n) after a random start.

Nonproportional stratified The population is divided into subgroups based on key characteristics 
(strata), and subjects are selected from the subgroups at random to 
ensure representation of the characteristic.

Proportional stratified Like the nonproportional stratified random sample, but subjects are 
selected in proportion to the numerical strength of strata in the 
population.

Cluster or Area Random sampling of groups (e.g., teachers’ classes) or areas  
(e.g., city blocks) instead of individuals.

Matrix The responses of several randomly selected subjects to different 
items are combined to form the response of one.

Source: Adapted from E. R. Babbie, The Practice of Social Research, 6th ed. (Belmont, CA: Wadsworth, 1992); P. C. Cozby, 
Methods in Behavioral Research, 3rd ed. (Palo Alto, CA: Mayfield, 1985); P. d. Leedy, Practical Research: Planning and Design, 
5th ed. (New York: Macmillan, 1993); and R. J. Mcdermott and P. d. sarvela, Health Education Evaluation and Measurement: 
A Practitioner’s Perspective, 2nd ed. (New York: McGraw-Hill, 1999).
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Nonprobability	samples	can	be	used	when	planners/evaluators	are	unable	to	iden-
tify	or	contact	all	those	in	the	survey	population.	These	samples	can	also	be	used	when	
resources	are	 limited	and	a	probability	sample	is	too	costly	or	time	consuming.	It	 is	
important	that	planners/evaluators	understand	the	limitations	of	this	type	of	sample	
when	reporting	the	results.	(See	Table 5.6	for	a	summary	of	nonprobability	sampling	
procedures.)

Sample Size
An	often-asked	question	associated	with	sampling	involves	how	many	individuals	are	
needed	for	planners/evaluators	to	feel	confident	that	sampling	error	is	within	an	accept-
able	range	so	that	reasonable	conclusions	can	be	drawn	from	the	data	collected.	There	is	
no	easy	answer	to	this	question.	Appropriate	sample	size	is	determined	by	both	practi-
cal	and	statistical	considerations.	From	a	practical	standpoint,	often	the	resources	(e.g.,	
personnel,	financial)	available	to	collect	data	are	the	determining	factor	on	how	large	the	
sample	will	be.	Asked	another	way,	is	the	desired	sample	size	affordable?

When	analyzing	sample	size	from	a	statistical	standpoint,	three	major	theoretical	
considerations	are	used:	central	limit	theorem	(CLT),	precision	and	reliability,	and	power	
analysis	(Norwood,	2000).	The	CLT	can	provide	the	quickest	answer	to	the	sample	size	
question.	Mathematically,	it	has	been	shown	that	when	a	sample	size	approaches	30	in	
number,	characteristics	of	that	group	approach	the	normal	distribution	of	the	group	
from	which	it	was	drawn.	Thus,	while	a	sample	size	of	30	may	not	properly	estimate	
a	research	parameter	or	distinguish	research	results	between	groups,	a	general	rule	for	
comparison	purposes	is,	no	group	should	be	smaller	than	30.

Determining	sample	size	using	precision	and	reliability,	or	power	analysis,	is	much	
more	complicated	(and	is	not	within	the	scope	of	this	book).	Table 5.7 and Table 5.8 

Table 5.6 summary of Nonprobability sampling Procedures

Sample Primary Descriptive Elements

Convenience Includes any available subject meeting some minimum criterion usually being 
part of an accessible intact group.

Volunteer Includes any subject motivated enough to self-select for a study.
Grab Includes whomever investigators can access through direct contact,  usually for 

 interviews.
Homogeneous Includes individuals chosen because of a unique trait or factor they  possess.
Judgmental Includes subjects whom the investigator judges to be “typical” of  individuals 

 possessing a given trait.
snowball Includes subjects identified by investigators, and any other persons  referred by 

 initial subjects.
Quota Includes subjects chosen in approximate proportion to the population traits they 

are to “represent.”

Source: Health Education Evaluation and Measurement: A Practitioner’s Perspective. R. J. Mcdermott and P. d. sarveld.  Copyright 
© 1999 by McGraw Hill Companies. Reprinted with permission.
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are	offered	as	examples	of	the	application	of	these	considerations.	Detailed	explanations	
of	these	concepts	are	presented	in	many	statistics	textbooks.

pilot testing

Pilot testing	(sometimes	referred	to	as	piloting or a pilot study) is a set of procedures 
used	by	planners/evaluators	to	try	out	the	program	on	a	small	group	of	participants	
prior	to	actual	 implementation.	In	other	words,	pilot	testing	can	be	thought	of	as	a	

Table 5.7 sample sizes for studies describing Population Proportions When the 
Population size Is Known

 95% Confidence Interval  
 Sample Size for Precision of

Population Size ±1 ±3 ±5

500 * * 222
1,000 * * 286
5,000 * 909 370

10,000 5,000 1,000 385
100,000 9,091 1,099 398

S q 10,000 1,111 400

* = In these cases the assumption of normal approximation is poor, and the formula used to derive them does 
not apply.
Source: Statistics: An Introductory Analysis. Taro Yamane. Copyright © 1973 by Pearson Education. Adapted with 
permission.

Table 5.8 sample sizes for the One-sample Case for the Mean

Directional (“One-Tailed”) Test for Numerical (Interval or Ratio) Data

Alpha = 0.05 Alpha = 0.01

Effect Size/Power 0.80 0.90 0.80 0.90

.20 155 215 251 326

.50 27 37 43 55

.80 12 17 19 23

Source: Educational and Psychological Measurement. d. E. Hinkle, J. d. Oliver, and C. A. Hinkle. Copyright © 1985 
by sage Publications, Inc. Reprinted with permission.

Nondirectional (“Two-Tailed”) Test for Numerical (Interval or Ratio) Data

Alpha = 0.05 Alpha = 0.01

Effect Size/Power 0.80 0.90 0.80 0.90

.20 197 263 292 372

.50 34 44 50 63

.80 15 19 22 27
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dress	rehearsal	for	planners/evaluators	(McDermott	&	Sarvela,	1999).	The	purpose	of	
using	pilot	testing	is	to	identify	and,	if	necessary,	correct	any	problems	prior	to	imple-
mentation	with	the	priority	population.	Thus,	pilot	testing	permits	a	thorough	check	
of	all	planned	processes	to	help	increase	the	chances	of	having	a	successful	program.	
Throughout	the	program	planning	process,	planners/evaluators	may	use	pilot	testing	
to	detect	any	problems	with	sampling,	data	collection	instruments,	data	collection	pro-
cedures,	data	analysis	procedures,	 interventions,	curricula,	and	program	evaluation	
(McDermott	&	Sarvela,	1999).	Because	this	chapter	has	focused	on	measurement	and	
measures,	the	remaining	portions	of	this	discussion	will	focus	on	the	pilot	testing	of	
data	collection.	Pilot	 testing	will	be	discussed	 in	 later	chapters,	as	 it	 relates	 to	 the	
	implementation	of	a	program	as	well	as	its	role	in	formative	evaluation	(see	Chapter	
12	and	Chapter	14).

Once	the	data	collection	method	has	been	determined	and	the	instrument	has	been	
selected	or	created,	a	trial	run	of	the	instrument,	data	collection	procedures,	and	analyses	
should	be	conducted.	During	the	piloting	process,	it	would	not	be	uncommon	for	the	
planners/evaluators	to	find	problems,	such	as	ambiguous	questions,	difficulty	with	cod-
ing	sheets,	and	misunderstood	directions.	Further,	the	data	collected	during	pilot	testing	
should	be	statistically	analyzed	or	compiled	to	make	sure	there	is	no	difficulty	with	this	
step	in	the	data	collection	process.	Revising	the	data	collection	process	using	the	infor-
mation	gained	from	the	pilot	testing	helps	ensure	that	the	actual	data	collection	will	
proceed	smoothly.

Several	authors	have	 suggested	processes	 for	pilot	 testing	 (Borg	&	Gall,	1989;	
McDermott	&	Sarvela,	1999;	Parkinson	&	Associates,	1982;	Stacy,	1987).	They	have	
been	combined	here	into	a	single	process.	Several	of	the	preceding	authors	have	pre-
sented	hierarchies	for	pilot	testing:	preliminary	review,	pre-pilot,	pilot	tests,	and	field	
tests.	The	first	and	lowest	 level	 in	the	pilot	testing	hierarchy	is	a	preliminary	review.	
A preliminary review is conducted when those responsible for the data collection pro-
cess	ask	colleagues,	not	people	from	the	priority	population,	to	review	the	data	collec-
tion	instrument.	At	a	minimum,	all	data	collection	instruments	should	be	subjected	to	
this	type	of	review.	Specifically,	in	a	preliminary	review,	colleagues	would	be	asked	to	
complete	the	instrument	as	if	they	were	participants	in	hopes	of	identifying	problems,	
and	also	respond	to	several	other	questions	about	the	instrument,	such	as	the	appropri-
ateness	of	(1)	the	instrument’s	title,	(2)	the	introductory	statement	explaining	the	pur-
pose	of	the	data	collection,	(3)	the	directions,	(4)	the	order	or	grouping	of	the	questions,	
(5)	the	questions	(e.g.,	unclear	or	too	personal),	(6)	the	length	of	the	instrument,	and	
(7)	the	method	of	returning	the	instrument,	to	name	a	few.	Pre-pilots	(or	mini-pilots)	
are	used	by	planners/evaluators	with	five	or	six	members	of	the	priority	population	to	
assess	the	quality	of	materials,	 instruments,	and	data	collection	techniques.	Methods	
used	to	collect	this	information	include	observations,	interviews,	and	focus	groups.	The 
pilot test	requires	the	actual	implementation	of	the	instrument.	A	representative	sample	
of	the	priority	population	is	used	to	determine	the	quality	of	the	instrument.	A	field 
study	is	a	final	pilot	test,	combining	all	materials	previously	tested	separately	(e.g.,	in-
strument,	curriculum	materials)	into	a	complete	program.	If	enough	subjects	are	used	
during	the	field	study,	 it	may	be	possible	to	check	the	validity	and	reliability	of	the	
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instrument.	If at all	possible,	the	use	of	this	sequence	of	pilot	testing	techniques	is	desir-
able,	but	planners/evaluators	are	often	limited	by	time	and	resources,	and	so	not	all	the	
steps	may	be	reasonable	to	complete.

ethical Issues associated with Measurement

Whenever	 people	 are	 being	measured	 as	 part	 of	 a	 needs	 assessment	 or	 an	 evalu-
ation,	planners/evaluators	need	to	be	aware	that	many	of	their	decisions	made	and	
actions	 taken	 throughout	 these	processes	could	have	ethical	 ramifications.	Further,	
planners/evaluators	are	obligated	by	 law—via	the	Health	Insurance	Portability	and	
Accountability	Act	of	1996—to	guard	against	 the	misuse	of	 individual	 identifiable	
health	information.	

Ethical	issues	associated	with	measurement	begin	with	getting	people	to	voluntarily	
participate	in	the	process.	Before	people	get	involved	they	should	be	well	informed	about	
the	nature	of	the	process	and	what	is	expected	when	they	do	participate.	Further,	poten-
tial	participants	should	not	be	coerced	or	deceived	to	participate.	And,	once	participa-
tion	has	begun,	planners/evaluators	should	make	it	clear	that	participants	have	the	right	
to	discontinue	participation	at	any	time	without	penalty.	A	second	issue	is	that	of	private	
and/or	sensitive	data.	If	planners/evaluators	need	to	ask	questions	that	reveal	private	and	
sensitive	data,	they	need	to	ensure	anonymity	or	confidentiality.	During	data	collection,	
planners/evaluators	may	hear	about	illegal	acts,	such	as	drug	use	or	other	crimes,	or	they	
may	be	provided	with	access	to	confidential	data.	The	planners/evaluators	must	consider	
the	ethical	issues	and	the	legal	ramifications	of	such	issues.

Once	the	data	have	been	collected,	several	ethical	issues	could	arise	when	the	data	
are	analyzed	and	reported.	Inappropriate	data	analyses	can	lead	to	personal	harm	to	
participants,	the	continuation	of	inappropriate	programs,	policies	or	procedures,	and	
the	waste	of	time,	effort,	and	resources	(Cottrell	&	McKenzie,	2011).	Regardless	of	the	
purposes	for	which	the	analyzed	data	are	used,	planners/evaluators	have	an	ethical	ob-
ligation	to	ensure	they	do	not	mislead	anyone	who	relies	on	them	(Dane,	1990).	Finally,	
when	the	results	of	a	needs	assessment	or	an	evaluation	are	reported,	planners/evaluators	
must	ensure	not	to	reveal	the	identity	of	those	who	participated,	or	individual	results	of	
participants,	without	their	permission.

S U M M a r y

This	chapter	focused	on	helping	you	understand	the	terms	measurement, measures, 
measurement instruments, sampling, and pilot testing.	A	brief	overview	of	measurement	
and	measures	was	 provided,	 along	with	 the	 four	 levels	 of	measurement:	 nominal,	
ordinal,	 interval,	 and	 ratio.	 Several	 different	 examples	 of	 questions	 used	 at	 each	
of	 the	 levels	were	also	presented.	Next,	 four	desirable	 characteristics	of	data	were	
discussed,	 including	 reliability,	 validity,	 fairness,	 and	 the	 importance	of	 being	bias	
free.	Background	information	was	provided	to	assist	you	with	processes	to	 identify	
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existing	measurement	instruments	and	create	new	ones.	Information	was	also	presented	
on	writing	measurement	instrument	questions.	This	was	followed	by	a	discussion	of	
techniques	used	to	draw	the	various	probability	and	nonprobability	samples,	and	when	
the	various	sampling	techniques	might	be	most	useful.	The	chapter	concluded	with	short	
presentations	on	the	importance	of	using	pilot	testing	and	the	ethical	issues	associated	
with	measurement.

r e v I e w  Q U e S t I O N S

 1. What	is	meant	by	measurement, and qualitative and quantitative measures?

 2. Why	is	measurement	such	an	important	process	when	it	comes	to	program	
	planning	and	evaluation?

 3. Name	and	give	an	example	of	each	of	the	four	levels	of	measurement.

 4. What	are	the	most	common	types	of	measures	(variables)	used	in	needs	assessments	
and	evaluations?	Give	an	example	of	each	type	of	variable.

 5. What	is	validity?	What	is	reliability?	Why	are	they	so	important?

 6. What	is	bias	in	data	collection?	Name	three	ways	in	which	it	can	be	reduced.

 7. Why	must	measurement	instruments	be	fair?

 8. What	are	the	steps	one	can	follow	when	identifying,	obtaining,	and	evaluating	
	existing	measurement	instruments?

 9. What	are	the	advantages	and	disadvantages	of	using	an	existing	measurement	
	instrument?

10. What	are	the	steps	for	creating	a	data	collection	instrument?

11. Define	census, sample, sampling, and sampling frame.

12. Using	a	table	of	random	numbers,	explain	how	a	simple	random	sample	is	selected.

13. Describe	three	types	of	probability	samples.

14. When,	if	ever,	should	nonprobability	samples	be	used?

15. What	is	the	purpose	of	a	preliminary	review,	a	pre-pilot	(or	mini-pilot),	a	pilot	test,	
and	a	field	study?	How	is	each	conducted?

16. What	ethical	issues	are	associated	with	measurement?

a C t I v I t I e S

1.	 Construct	a	three-page	written	questionnaire	on	a	health	promotion	topic	of	your	
choice	that	could	be	administered	to	a	group	of	college	students.
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2.	 Conduct	a	pre-pilot	test	on	your	written	questionnaire	developed	in	activity	number	
1	on	five	or	six	of	your	friends,	colleagues,	or	classmates.	After	pilot	testing,	identify	
any	flaws	you	see	in	the	questionnaire	or	data	collection	process.

3.	 Assume	that	your	college	or	university	has	hired	you	to	conduct	a	needs	assessment	
on	the	student	body	for	a	new	health	promotion	program.	Because	there	are	few	
 secondary data on this group of people, other than national data on college students, 
you	have	decided	to	survey	a	random	sample	of	students	using	a	written	instrument.	
Your	task	now	is	to	develop	the	instrument.	Create	a	draft	of	an	instrument	that	
	includes	questions	that	will	collect	data	about	the	students’	health	behavior	and	
	demographic	characteristics.	After	completing	the	instrument,	pilot	test	it	on	 
10 students	and	then	tally	the	data	collected.

4.	 Assume	that	you	are	charged	with	the	responsibility	of	collecting	data	from	all	the	
students	on	your	campus	who	have	enrolled	in	a	fitness	course.	Assume	also	that	this	
group	of	students	is	too	large	to	collect	data	from	everyone.	Explain	how	you	would	
obtain	a	representative	sample	from	this	population.

5.	 Review	a	needs	assessment	or	evaluation	instrument.	Identify	the	level	of	measurement	
for	the	questions,	types	of	measurement,	and	types	of	questions.

6.	 Photocopy	a	page	from	a	local	telephone	book.	Assume	that	this	page	represents	a	
sampling	frame	for	your	priority	population.	Go	through	the	frame	and	divide	it	into	
groups	of	10	by	using	the	first	10	numbers	as	group	1,	the	second	10	as	group	2,	and	
so	on,	until	all	the	numbers	are	used.	Be	sure	you	do	not	use	fax	or	business	numbers.	
If	you	have	an	odd	number	of	telephone	numbers	(not	an	even	10),	do	not	use	that	
group.	With	this	information,	explain	how	you	would	select	a	simple	random	sample	
of	20	numbers,	a	systematic	sample	of	10	numbers,	a	proportional	stratified	sample	of	
40	numbers	stratified	on	the	first	3	numbers	of	the	telephone	numbers,	and	a	cluster	
sample	of	10	groups,	assuming	that	the	groups	of	10s	you	formed	are	your	clusters.

w e b L I N K S

1. http://ctb.ku.edu/tools/en/sub_main_1044.htm

Community	Toolbox

This	page	from	the	Community	Toolbox	Website,	created	and	maintained	by	the	
Work	Group	on	Health	Promotion	and	Community	Development	at	the	University	
of	Kansas,	defines	and	describes	the	process	of	developing	baseline	measures.

2. http://www.welcoa.org/freeresources/pdf/data_dashboard.pdf

Wellness	Councils	of	America	(WELCOA)

Visit	the	WELCOA	Website	to	view	the	article	titled	“Developing	a	Data	Dashboard:	
The	Art	and	Science	of	Making	Sense.”	For	those	health	education	specialists	
	interested	in	worksite	wellness,	this	article	presents	a	nice	overview	of	the	measures	
(metrics)	with	which	those	in	the	work	setting	are	interested.

http://ctb.ku.edu/tools/en/sub_main_1044.htm
http://www.welcoa.org/freeresources/pdf/data_dashboard.pdf
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3. http://www.cdc.gov/nchs/default.htm

National	Center	for	Health	Statistics	(NCHS)

The	NCHS	Website	is	a	rich	source	of	measurement	instruments	used	to	collect	the	
data	about	America’s	health.

4. http://www.surveysystem.com/resource.htm

Creative	Research	Systems

The	Creative	Research	Systems	Website	includes	a	lot	of	information	about	survey	
instrument	development	data	collection	and	includes	a	calculator	for	determining	
appropriate	sample	size.

http://www.cdc.gov/nchs/default.htm
http://www.surveysystem.com/resource.htm
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Mission Statement, Goals, 
and Objectives

C h a p t e r   6 

C h a p t e r  O b j e C t i v e S

After reading this chapter and answering the questions at the end, you should be able to:

•	 Explain	what	is	meant	by	the	terms	mission statement and vision statement.

•	Define	goals and objectives, and distinguish between the two.

•	 Identify	the	different	levels	of	objectives	as	presented	in	the	chapter.

•	Describe	a	SMART	objective.

•	 State	the	necessary	elements	of	an	objective	as	presented	in	the	chapter.

•	 Specify	an	appropriate	criterion	for	objectives.

•	Write	program	goals	and	objectives.

•	Describe	the	use	for	Healthy People 2020.

K e y  t e r m s

attitude	objectives
awareness	objectives
behavioral	objectives
condition
criterion
environmental	objectives

goal
impact	objectives
knowledge	objectives
learning	objectives
mission	statement
objectives

outcome
outcome	objectives
process	objectives
skill	development	objectives
SMART	objectives
vision	statement

To	plan,	 implement,	and	evaluate	effective	health	promotion	programs,	planners	
must	have	 a	 solid	 foundation	 in	place	 to	 guide	 them	 through	 their	work.	The	

	mission	statement,	goals,	and	objectives	of	a	program	can	provide	such	a	foundation.	
If	 	prepared	properly,	a	mission	statement,	goals,	and	objectives	should	not	only	give	
the	necessary	direction	to	a	program	but	also	provide	the	groundwork	for	the	eventual	
program		evaluation	(Box 6.1).	There	are	two	old	sayings	that	help	express	the	need	for	
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Box 6.1  Responsibilities and Competencies for Health 
Education Specialists

The content of this chapter focuses on the mission, goals, and objectives of a 
 program. Because the mission, goals, and objectives provide the foundation on 
which programs are developed and the criteria used to evaluate the programs, the 
information presented in this chapter is applicable to three areas of responsibility:

Responsibility II: Plan Health Education

Competency 2.2:  Develop Goals and Objectives

Competency 2.3:  Select or Design Strategies and Interventions

Competency 2.4: Develop a Scope and Sequence for the 
 Delivery of Health Education

Responsibility III: Implement Health Education

Competency 3.2:  Monitor Implementation of Health  Education

Competency 3.3: Train Individuals Involved in Implementation 
of Health Education

Responsibility IV: Conduct Evaluation and Research Related to Health Education

Competency 4.1:  Develop Evaluation/Research Plan

Source: NCHEC, SOPHE, & AAHE (2010).

Goals ObjectivesMission
statement

Figure 6.1 Relationship of Mission Statement, Goals, and Objectives

a	mission	statement,	goals,	and	objectives.	The	first	is:	If	you	do	not	know	where	you	are	
going,	then	any	road	will	do—and	you	may	end	up	someplace	where	you	do	not	want	to	
be,	or	you	may	eventually	end	up	where	you	want	to	be,	but	after	wasted	time	and	effort.	
The	second	is:	If	you	do	not	know	where	you	are	going,	how	will	you	know	when	you	
have	arrived?	Without	a	mission	statement,	goals,	and	objectives,	a	program	may	lack	
direction,	and	at	best	it	will	be	difficult	to	evaluate.	Figure 6.1 shows the relationship 
between	a	mission	statement,	goals,	and	objectives.	The	size	of	the	rectangles	presented	
in	Figure	6.1	has	special	meaning.	The	rectangle	that	represents	the	mission	statement	is	
the	largest,	while	the	rectangle	representing	the	objectives	is	the	smallest,	meaning	that	
ideas	presented	go	from	broad	to	narrow	in	scope.
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Mission Statement

Sometimes	referred	to	as	a	program	overview	or	program	aim,	a	mission statement is a 
short	narrative	that	describes	the	general	focus	or	purpose	of	the	program.	The	statement	
not	only	describes	the	current	focus	of	a	program	but	also	may	reflect	the	philosophy	
behind	it.	The	mission	statement	also	helps	to	guide	planners	in	the	development	of	pro-
gram	goals	and	objectives.	Box 6.2	presents	examples	of	mission	statements	for	several	
different settings.

Some	people	mistake	a	vision	statement	for	a	mission	statement.	They	are	different.	
Whereas	a	mission	statement	provides	a	description	of	the	current	efforts	of	a	program,	a	
vision statement	is	more	of	a	brief	description	of	where	the	program	will	be	in	the	future;	
typically,	in	three	or	more	years.	A	vision	statement	answers	the	questions,	“What	do	we	
want	to	be?”	and	“What	will	we	look	like	in	three	plus	years?”	Vision	statements	are	often	
part	of	a	strategic	planning	process	in	which	organizations	define	a	strategy	or	direction	
for	the	future.	Items	that	are	considered	when	creating	a	vision	statement	are	future	prod-
ucts	(i.e.,	information,	ideas,	goods,	services,	events,	and	behavior),	markets,	customers,	
location,	and	staffing.	Most	programs	do	not	include	a	vision	statement.	However,	if	a	
vision	statement	were	added	to	Figure	6.1,	it	would	be	found	in	a	larger	rectangle	to	the	
left	of	the	mission	statement	rectangle.

Box 6.2 Examples of Mission Statements

Setting Mission Statement

Community Setting The mission of the Walkup Health Promotion Program is 
to provide a wide variety of primary prevention activities 
for residents of the community.

Heath Care Setting This program is aimed at helping patients and their 
families to understand and cope with physical and 
emotional changes associated with recovery following 
cancer surgery.

School Setting School District #77 wants happy and healthy students. 
To that end, the district’s personnel strive, through a 
coordinated school health program, to provide students 
with experiences that are designed to motivate and 
enable them to maintain and improve their health.

Worksite Setting The purpose of the employee health promotion program 
is to develop high employee morale. This is to be 
accomplished by providing employees with a working 
environment that is conducive to good health and by 
providing an opportunity for employees and their families 
to engage in behavior that will improve and maintain 
good health.
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program Goals

Although	some	individuals	use	the	terms	goals and objectives interchangeably, they are 
not	the	same:	There	are	important	differences	between	them.	“Goals	are	broad	statements	
of	direction	written	in	nontechnical	language”	(Cottrell	&	McKenzie,	2011,	p.	217).	They	
are	less	specific	than	objectives	and	are	used	to	explain	the	general	intent	of	a	program	
to	those	not	directly	involved	in	the	program	(Cottrell	&	McKenzie,	2011;	Neiger	&	
Thackeray,	1998).	“Goals	set	the	fundamental,	long-range	direction”	(CDC,	2008a,	p. 1).	
“Objectives	break	the	goal	down	into	smaller	parts	that	provide	specific,	measurable	
	actions	by	which	the	goal	can	be	accomplished”	(CDC,	2008a,	p.	1).	In	comparison	to	
objectives,	a	goal	is	an	expectation	that:

1. Is	much	more	encompassing,	or	global

2. Is	written	to	include	all	aspects	or	components	of	a	program

3. Provides	overall	direction	for	a	program

4. Is	more	general	in	nature

5. Usually	takes	longer	to	complete

6. Does	not	have	a	deadline	(CDC,	2003)

7. Usually	is	not	observed,	but	rather	must	be	inferred	because	it	includes	words	like	
evaluate, know, improve, and understand	(Jacobsen,	Eggen,	&	Kauchak,	1989)

8. Is	often	not	measurable	in	exact	terms

Program	goals	are	not	difficult	to	write	and	need	not	be	written	as	complete	sentences.	
They	should,	however,	be	simple	and	concise,	and	should	include	two	basic	components:	
who	will	be	affected,	and	what	will	change	as	a	result	of	the	program.	Goals	typically	
include	verbs	such	as	improve, increase, promote, protect, minimize, prevent, and reduce 
(CDC,	2003).	A	program	need	not	have	a	set	number	of	stated	goals.	It	is	not	uncommon	
for	some	programs	to	have	a	single	goal	while	others	have	several.	Box 6.3	presents	some	
examples	of	goals	for	health	promotion	programs.

Box 6.3 Examples of Program Goals

•	 To	reduce	the	incidence	of	cardiovascular	disease	in	the	employees	of	the	
Smith Company.

•	 All	cases	of	measles	in	the	City	of	Kenzington	will	be	eliminated.

•	 To	prevent	the	spread	of	HIV	in	the	youth	of	Indiana.

•	 To	reduce	the	cases	of	lung	cancer	caused	by	exposure	to	secondhand	smoke	in	
Elizabethtown,	PA.

•	 To	reduce	the	incidence	of	influenza	in	the	residents	of	the	Delaware	County	Home.

•	 The	survival	rate	of	breast	cancer	patients	will	be	increased	through	the	optimal	
use of community resources.
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Objectives

As	Ross	and	Mico	(1980)	have	 indicated,	objectives	are	more	precise	and	represent	
smaller	steps	than	program	goals—steps	that,	 if	completed,	will	 lead	to	reaching	the	
program	goal(s).	Stated	another	way,	objectives	specify	intermediate	accomplishments	
or	benchmarks	that	represent	progress	toward	a	goal	(CDC,	2003).	Objectives	outline	
in	measurable	terms	the	specific	changes	that	will	occur	in	the	priority	population	at	a	
given	point	in	time	as	a	result	of	exposure	to	the	program.	“Objectives	are	crucial.	They	
form	a	fulcrum,	converting	diagnostic	data	into	program	direction	and	resource	alloca-
tion	over	time”	(Green	&	Kreuter,	2005,	p.	100).	Objectives	can	be	thought	of	as	the	
bridge	between	needs	assessment	and	a	planned	intervention.	Knowing	how	to	construct	
objectives	for	a	program	is	a	most	important	skill	for	planners.

Different Levels of Objectives
Several	 different	 levels	 of	 objectives	 are	 associated	with	 program	 planning.	The	
	different	 levels	are	 sequenced	or	placed	 in	a	hierarchical	order	 to	allow	for	more	
	effective	 	planning	 (Cleary	&	Neiger,	1998;	Deeds,	1992;	Parkinson	&	Associates,	
1982).	Objectives	are	created	at	each	level	in	order	to	help	attain	the	program	goal.	
The		“objectives	 should	 also	 be	 coherent	 across	 levels,	 with	 objectives	 becoming	
	successively	more	refined	and	more	explicit,	and	usually	multiplied	from	one	level	to	
the	next”	(Green	&	Kreuter,	2005,	p.	102).	Achievement	of	the	lower-level		objectives	
will		contribute	to	the	achievement	of	the	higher-level	objectives	and	goals.	Table 6.1 
presents	 the	 hierarchy	 of	 objectives	 and	 indicates	 their	 relationship	 to	 program	
	outcomes	and	evaluation.	Because	the	hierarchy	of	objectives	was	created	from	the	
work	of	several,	the	labels	(names)	given	to	the	different	levels	of	objectives	have	not	
been	consistent.	Thus,	as	we	present	the	description	of	each	type	of	objective,	we	iden-
tify	various	labels	that	have	been	used.

process Objectives	 The	process objectives	are	the	daily	tasks,	activities,	and	work	plans	
that	lead	to	the	accomplishment	of	all	other	levels	of	objectives	(Deeds,	1992).	They	help	
shape	or	form	the	program	and	thus	focus	on	all	program	inputs	(all	that	are	needed	to	
carry	out	a	program),	implementation	activities	(actual	presentation	of	the	program),	
and	stakeholder	reactions.	More	specifically,	these	objectives	focus	on	such	things	as	
program	resources	(materials,	funds,	space);	appropriateness	of	intervention	activities;	
priority	population	exposure,	attendance,	participation,	and	feedback;	feedback	from	
other	stakeholders	such	as	the	funding	and	sponsoring	agencies;	and	data	collection	
techniques,	to	name	a	few.

impact Objectives	 The	second	level	of	objectives	in	the	hierarchy	is	impact objectives. 
This	level	of	objectives	comprises	three	different	types	of	objectives:	learning	objectives,	
behavioral	objectives,	and	environmental	objectives.	They	are	called	impact	objectives	
because	they	describe	the	immediate	observable	effects	of	a	program	(e.g.,	changes	in	
awareness,	knowledge,	attitudes,	skills,	behaviors,	or	the	environment)	and	they	form	the	
groundwork	for	impact	evaluation	(see	the	last	column	in	Table	6.1).
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Learning Objectives Learning objectives are the educational or learning tools needed in 
order	to	achieve	the	desired	behavior	change.	They	are	based	upon	the	analysis	of	educa-
tional	and	ecological	assessment	of	the	PRECEDE-PROCEED	model.

Within	 this	 category	 of	 objectives,	 there	 is	 another	 hierarchy	 (Parkinson	 &	
Associates,	1982).	This	hierarchy	includes	four	types	of	objectives,	beginning	with	the	
least	complex	and	moving	toward	the	most	complex.	Complexity	is	defined	in	terms	of	
the	time,	effort,	and	resources	necessary	to	accomplish	the	objective.	The	learning	objec-
tives	hierarchy	begins	with	awareness objectives	and	moves	through	knowledge, attitude, 
and skill development objectives.	This	hierarchy	indicates	that	if	those	in	the	priority	
population	are	going	to	adopt	and	maintain	a	health-enhancing	behavior	to	alleviate	a	
health	concern	or	problem,	they	must	first	be	aware	of	the	health	concern.	Second,	they	
must	expand	their	knowledge	and	understanding	of	the	concern.	Third,	they	must	attain	
and	maintain	an	attitude	that	enables	them	to	deal	with	the	concern.	And	fourth,	they	
need	to	possess	the	necessary	skills	to	engage	in	the	health-enhancing	behavior.

Behavioral Objectives Behavioral objectives	describe	the	behaviors	or	actions	in	which	
the	priority	population	will	engage	that	will	resolve	the	health	problem	and	move	you	
toward	achieving	the	program	goal	(Deeds,	1992).	Behavioral	objectives	are	commonly	

Table 6.1 Hierarchy of Objectives and Their Relation to Evaluation

Type of Objective Program Outcomes Possible Evaluation Measures
Type of  
Evaluation

Process objectives Activities presented 
and tasks completed

Number of sessions held, expo-
sure, attendance, participation, 
staff performance, appropriate 
materials, adequacy of resources, 
tasks on schedule

Process (form 
of formative)

Impact objectives
Learning 
 objectives

Change in awareness, 
knowledge, attitudes, 
or skills

Increase in awareness, knowledge, 
attitudes, or skill development/ 
acquisition

Impact (form 
of summative)

Behavioral  
objectives

Change in behavior Current behavior modified or 
 discontinued, or new behavior 
adopted

Impact (form 
of summative)

Environmental  
objectives

Change in the 
 environment

Measures associated with 
 economic, service, physical, social 
psychological, or political environ-
ments, e.g., protection added to, 
or	hazards	or	barriers	removed	
from, the environment

Impact (form 
of summative)

Outcome objectives Change in quality 
of life (QOL), health 
status, or risk, and 
 social benefits

QOL measures, morbidity data, 
mortality data, measures of risk 
(e.g., HRA)

Outcome (form 
of summative)

Source: Adapted from Deeds (1992), Cleary & Neiger (1998), and Parkinson & Associates (1982).
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written	about	adherence	(e.g.,	regular	exercise),	compliance	(e.g.,	taking	medication	as	
prescribed),	consumption	patterns	(e.g.,	diet),	coping	(e.g.,	stress-reduction	activities),	
preventive	actions	(e.g.,	brushing	and	flossing	teeth),	self-care	(e.g.,	first	aid),	and	utiliza-
tion	(e.g.,	appropriate	use	of	the	emergency	room).

Environmental Objectives Environmental objectives	outline	the	nonbehavioral	causes	of	a	
health	problem	that	are	present	in	the	social,	physical,	psychological	economic,	service,	and/
or	political	environments.	Environmental	objectives	are	written	about	such	things	as	the	state	
of	the	physical	environment	(e.g.,	clean	air	or	water,	proximity	to	facilities,	removal	of	physi-
cal	barriers),	the	social	environment	(e.g.,	social	support,	peer	pressure),	the	psychological	
environment	(e.g.,	the	emotional	learning	climate),	the	economic	environment	(e.g.,	afford-
ability,	incentives,	disincentives),	the	service	environment	(e.g.,	access	to	health	care,	equity	in	
health	care),	and/or	the	political	environment	(e.g.,	health	policy).

Outcome Objectives Outcome objectives	are	the	ultimate	objectives	of	a	program	and	
are	aimed	at	changes	in	health	status,	social	benefits,	risk	factors,	or	quality	of	life.	“They	
are	outcome	or	future	oriented”	(Deeds,	1992,	p.	36).	If	these	objectives	are	achieved,	
then	the	program	goal	will	be	achieved.	These	objectives	are	commonly	written	in	terms	
of	reduction	of	risk,	physiologic	indicators,	signs	and	symptoms,	morbidity,	disability,	
mortality,	or	quality	of	life	measures.

Developing Objectives
Does	every	program	require	objectives	from	each	of	the	levels	just	described?	The	answer	
is	no!	However,	too	often,	health	promotion	programs	have	too	few	objectives,	all	of	
which	fall	into	one	or	two	levels.	Many	planners	have	developed	programs	hoping	solely	
to	change	the	health	behavior	of	a	priority	population.	For	example,	a	smoking	cessa-
tion	program	may	have	an	objective	of	getting	30%	of	the	participants	to	stop	smoking.	
Perhaps	this	program	is	offered,	and	only	10%	of	the	participants	quit	smoking.	Is	the	
program	a	failure?	If	the	program	has	a	single	objective	of	changing	behavior,	its	spon-
sors	would	have	a	good	case	for	saying	that	the	program	was	not	effective.	However,	it	
is	quite	possible	that	as	a	result	of	participating	in	the	smoking	cessation	program,	the	
participants	increased	their	awareness	of	the	dangers	of	smoking.	They	probably	also	
increased	their	knowledge,	maybe	changed	their	attitudes,	and	developed	skills	for	quit-
ting	or	cutting	back	on	the	number	of	cigarettes	they	smoke	each	day.	These	are	all	very	
positive	outcomes—and	they	could	be	overlooked	when	the	program	is	evaluated,	if	the	
planner	did	not	write	objectives	that	cover	a	variety	of	levels.

Criteria for Developing Objectives
In	addition	to	making	sure	that	the	objectives	are	written	in	an	appropriate	manner,	
planners	also	need	to	be	realistic	with	regard	to	the	other	parameters	of	the	program.	
These	are	some	of	the	questions	that	planners	should	consider	when	writing	objectives:

1. Can	the	objective	be	realized	during	the	life	of	the	program	or	within	a	reasonable	
time	thereafter?	It	would	be	quite	realistic	to	assume	that	a	certain	number	of	people	
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will	not	be	smoking	one	year	after	they	have	completed	a	smoking	cessation	program,	
but	it	would	not	be	realistic	to	assume	that	a	group	of	elementary	school	students	
could	be	followed	for	life	to	determine	how	many	of	them	die	prematurely	due	to	
	inactivity.

2. Can	the	objective	realistically	be	achieved?	It	is	probably	realistic	to	assume	that	
30%	of	any	smoking	cessation	class	will	stop	smoking	within	one	year	after	the	
program	has	ended,	but	it	is	not	realistic	to	assume	that	100%	of	the	employees	of	
a company	will	participate	in	its	fitness	program.

3. Does	the	program	have	enough	resources	(personnel,	money,	and	space)	to	obtain	a	
specific	objective?	It	would	be	ideal	to	be	able	to	reach	all	individuals	in	the		priority	
population,	but	generally	there	are	not	sufficient	resources	to	do	so.

4. Are	the	objectives	consistent	with	the	policies	and	procedures	of	the	sponsoring	
agency?	It	may	not	be	realistic	to	expect	to	incorporate	a	no-smoking	policy	in	
a 	tobacco	company.

5. Do	the	objectives	violate	any	of	the	rights	of	those	who	are	involved	(participants	
or planners)?	Right-to-know	laws	make	it	illegal	to	withhold	information	that	could	
cause	harm	to	a	priority	population.

6. If	a	program	is	planned	for	a	particular	ethnic/cultural	population,	do	the	objectives	
reflect	the	relationship	between	the	cultural	characteristics	of	the	priority	group	and	
the	changes	sought?	It	would	not	be	realistic	to	have	an	objective	that	eliminates	
the	use	of	tobacco	in	a	priority	population	that	is	comprised	of	Native	Americans	
	because	of	the	ceremonial	pipe	use	in	the	Native	American	culture.

Program	 objectives	 that	meet	 the	 six	 criteria	 noted	 above	 are	 referred	 to	 as	
SMART objectives.	SMART	stands	for	specific,	measurable, achievable,		realistic, and 
time	phased	(CDC,	2003).	Every	objective	planners	write	for	their		programs	should	be	
SMART!

elements of an Objective
For	an	objective	to	provide	direction	and	be	useful	in	the	evaluation	process,	 it	must	
be	written	in	such	a	way	that	it	can	be	clearly	understood,	states	what	is	to	be	accom-
plished,	and	is	measurable.	To	ensure	that	an	objective	is	indeed	useful,	it	should	include	
the	following	elements:

1. The	outcome	to	be	achieved,	or	what	will	change

2. The	conditions	under	which	the	outcome	will	be	observed,	or	when	the	change	will	
occur

3. The	criterion	for	deciding	whether	the	outcome	has	been	achieved,	or	how	much	
change

4. The	priority population, or who will change

The	first	element,	the	outcome,	is	defined	as	the	action,	behavior,	or	something	else	
that	will	change	as	a	result	of	the	program.	In	a	written	objective,	the	outcome	is	usually	
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Box 6.4 Outcome Verbs for Objectives

abstract copy gather offer round
accept count (information) order score
adjust create generalize organize seek
adopt criticize generate pair select
advocate deduce group participate separate
analyze defend guess partition share
annotate define hypothesize perform show
apply delay (response) identify persist simplicity
approximate demonstrate illustrate plan simulate
argue derive imitate practice solve
 (a position) describe improve praise sort
ask design infer predict spend
associate determine initiate prepare  (money)
attempt develop inquire preserve state
balance differentiate integrate produce structure
build discover interpolate propose submit
calculate discriminate interpret prove subscribe
categorize dispute invent qualify substitute
cause distinguish investigate query suggest
challenge effect join question summarize
change eliminate judge recall supply
choose enumerate justify recite support
clarify estimate keep recognize symbolize
classify evaluate label recommend synthesize
collect examine list record tabulate
combine exemplify locate reduce tally
compare exhibit manipulate regulate test
complete experiment map reject theorize
compute explain match relate translate
conceptualize express measure reorganize try
connect extend name repeat unite
construct extract obey replace visit
consult extrapolate object represent volunteer
contrast find  (to an idea) reproduce weigh
convert form observe restructure write

identified	as	the	verb	of	the	sentence.	Thus	words	such	as	apply, argue, build, compare, 
demonstrate, evaluate, exhibit, judge, perform, reduce, spend, state, and test would be con-
sidered	outcomes	(see	Box 6.4	for	a	more	comprehensive	listing	of	appropriate	outcome	
words).	It	should	be	noted	that	not	all	verbs	would	be	considered	appropriate	outcomes	
for	an	objective;	the	verb	must	refer	to	something	measurable	and	observable.	Words	such	
as appreciate, know, internalize, and understand	by	themselves	do	not	refer	to	something	
measurable	and	observable,	and	therefore	are	not	good	choices	for	outcomes.	Some	verbs	
work	better	than	others	for	specific	types	of	objectives.	For	example,	the	verb	list is an 
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appropriate	verb	for	an	awareness-level	objective,	but	not	for	a	knowledge-level	objective.	
The	verb	explain	would	be	much	better	suited	for	a	knowledge-level	objective.

The	second	element	of	an	objective	is	the	condition	under	which	the	outcome	will	
be	observed,	or	when	it	will	be	observed.	“Typical”	conditions	found	in	objectives	might	
be	“upon	completion	of	the	exercise	class,”	“as	a	result	of	participation,”	“by	the	year	
2020,”	“after	reading	the	pamphlets	and	brochures,”	“orally	in	class,”	“when	asked	to	
respond	by	the	facilitator,”	“one	year	after	the	program,”	“by	May	15th,”	or	“during	the	
class	session.”

The	third	element	of	an	objective	is	the	criterion	for	determining	when	the	outcome	
has	been	achieved,	or	how	much	change	will	occur.	The	purpose	of	this	element	is	to	
provide	a	standard	by	which	the	planners/evaluators	can	determine	if	an	outcome	has	
been	performed	in	an	appropriate	and/or	successful	manner.	Examples	might	include	“to	
no	more	than	105	per	1,000,”	“by	10%	over	the	baseline,”	“300	pamphlets,”	“33%	of	
the	county	residents,”	“75%	of	the	motor	vehicle	occupants,”	“at	least	half	of	the	par-
ticipants,”	“according	to	CDC	guidelines,”	or	“all	people	who	preregistered.”	One	of	the	
most	difficult	parts	of	creating	appropriate	objects	for	a	program	is	to	determine	what	
would	be	the	appropriate	criterion	for	an	objective.	Should	program	planners	expect	a	
10%	increase	over	baseline?	Should	they	anticipate	half	of	the	employees	to	participate?	
What	should	be	expected?	There	is	no	hard-and-fast	rule	for	determining	the	criterion,	
but	remember	SMART	objectives	should	be	realistic	and	based	on	evidence	whenever	
possible.	Several	different	criterion-(target)-setting	methods	have	been	used	in	writing	
the	objectives	for	the	Healthy People	initiative	over	the	past	three	plus	decades.	Box 6.5 
provides	a	brief	description	of	the	target-setting	methods	used.

The	last	element	that	needs	to	be	included	in	an	objective	is	mention	of	the	priority	
population,	or	who	will	change.	Examples	are	“1,000	teachers,”	“25%	of	employees	of	the	
company,”	and	“those	residing	in	the	Muncie	and	Provo	areas.”	Figure 6.2	summarizes	the	
key	elements	of	a	well-written	objective.	There	is	one	exception	to	the	priority	population	
always being the who	of	an	objective.	That	exception	applies	to	process-level	objectives.	
Because	some	of	these	objectives	guide	the	work	of	the	program	planners	and/or	imple-
menters.	In	those	cases,	the	who	is	the	staff	or	group	entrusted	with	instituting	the	program	
instead	of	the	priority	population	(Cottrell	&	McKenzie,	2011).	(See	Box 6.6	for	examples	
of	objectives	that	would	include	the	four	primary	elements.)

In	summary,	well-written	objectives	will	always	answer	the	question	“WHO	is	going	
to	do	WHAT,	WHEN,	and	TO	WHAT	EXTENT?”	(CDC,	2008a,	p.	2).	Although	it	is	easy	
to	describe	the	components	of	well-written	objectives,	it	is	not	always	easy	to	write	them.	
Box 6.7	provides	a	template	to	help	program	planners	write	objectives.

Goals and Objectives for the Nation

A	chapter	on	goals	and	objectives	would	not	be	complete	without	at	least	a	short	discus-
sion	of	the	health	goals	and	objectives	of	the	nation.	These	goals	and	objectives	have	
been	most	helpful	to	planners	throughout	the	United	States.

The	goals	and	objectives	of	the	nation,	which	have	been	referred	to	as	the	health 
agenda or the blueprint of public health planning	for	the	United	States,	are	the	primary	
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Outcome
(what)

+
Priority
population
(who)

+ Conditions
(when)

+ Criterion
(how much)

= A well-written
objective

Figure 6.2 Elements of a Well-Written Objective

Box 6.5  Target Setting Methods for the Objectives  
of the HealtHy PeoPle Initiative

•	 Better	than	best—When	no	baseline	data	were	available,	target	was	set	based	on	
a comparison to racial/ethnic group with best, or most favorable rate.

•	 Consistent	with	another	program—Target	was	set	based	on	the	results	of	an	
 already completed program.

•	 Consistent	with	national	strategy—Target	was	set	based	on	the	national	strategy	
to improve health.

•	 Consistent	with	regulations/policies/laws—Target	was	set	based	on	data	included	
in the regulations/policies/laws.

•	 Evidence-based	approach—Target	set	based	on	results	of	completed	research.

•	 Expert	opinion—If	no	other	data	were	available,	the	target	was	set	based	on	the	
opinion of experts.

•	 Minimal	statistical	significance—Target	was	set	using	the	smallest	improvement	
that results in a statistically significant difference when tested against the baseline 
value.

•	 Modeling/projection	of	trend	(or	trend	analysis)—Target	was	set	using	a	model	or	
based on trend data.

•	 No	increase	from	baseline	(maintain	baseline)—Target	was	set	based	on	the	belief	
there would be no change from baseline.

•	 One	state	per	year—Target	was	set	based	on	getting	one	state	(or	the	District	of	
Columbia) to meet a criterion each year.

•	 Percent	improvement—Target	was	based	on	a	reasonable	expected	percent	
change in the priority population compared to previous improvement.

•	 Retain	previous	set	of	objectives	target—Target	was	retained	if	the	previous	target	
was not reached and was still appropriate.

•	 Threshold	analysis—Target	was	set	after	analyzing	at	what	point	change	would	
begin to produce an effect.

•	 Total	coverage	or	elimination—Target	was	set	based	on	the	belief	that	a	criterion	
of 100% could be achieved.

Sources: Gurley (2007, April), USDHHS (2007b), USDHHS (2010a).
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Box 6.6  Examples of Objectives to Support the Program 
Goal “To reduce the prevalence of heart disease 
in the residents of Franklin County”

process Objectives

A. By 2015, the program planners will increase the number of heart healthy 
 educational sessions offered to the county residents from the baseline of 15 
to 25 per year.

Outcome (what): Increase the number of heart healthy educational sessions
Priority Population (who): Program planners
Conditions (when): By 2015
Criterion (how much): From the baseline of 15 to 25 per year

B. By August 4, the volunteers will distribute the informational brochure to 33% 
of the county residents.

Outcome (what): Will distribute the informational brochure.
Priority Population (who): Volunteers.
Conditions (when): By August 4.
Criterion (how much): 33% of the county residents.

C. During the pilot testing, the program facilitators will receive a “good” rating 
from at least half of the participants.

Outcome (what): Will receive a “good” rating.
Priority Population (who): Program facilitators.
Conditions (when): During the pilot testing.
Criterion (how much): At least half of the participants.

D. Prior to the start of the program, the program staff will deliver the program 
notebooks to all people who preregistered for the program.

Outcome (what): Will deliver the program notebooks.
Priority Population (who): Program staff.
Conditions (when): Prior to the start of the program.
Criterion (how much): All people who preregistered.

Impact – Learning Objectives

A. Awareness level: After the American Heart Association’s pamphlet on cardio-
vascular health risk factors has been placed in grocery bags, at least 20% of 
the shoppers will be able to identify two of their own risks.

Outcome (what): Identify their own risks.
Priority population (who): Shoppers.
Conditions (when): After distribution of the pamphlet.
Criterion (how much): 20%.

B.	 Knowledge	level:	When	asked	over	the	telephone,	one	out	of	three	viewers	of	
the heart special television show will be able to explain the four principles of 
cardiovascular conditioning.

Outcome (what): Able to explain the four principles of cardiovascular conditioning.
Priority population (who): Television viewers.
Conditions (when): When asked over the telephone.
Criterion (how much): One out of three.
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(Continued)Box 6.6

C. Attitude level: During one of the class sessions, 50% of the participants will 
defend their reason for regular exercise.

Outcome (what): Defend their reason for regular exercise.
Priority population (who): Class participants.
Conditions (when): During one of the class sessions.
Criterion (how much): 50%.

D. Skill development level: After viewing the video “How to Exercise,” half of 
those participating will be able to locate their pulse and count it every time 
they are asked to do it.

Outcome (what): Locate their pulse and count it.
Priority population (who): Those participating.
Conditions (when): After viewing the video.
Criterion (how much): Half of those participating.

Impact—Behavioral Objectives

A. One year after the formal exercise classes have been completed, 40% of those 
who completed a majority of the classes will still be involved in a regular 
 aerobic exercise program.

Outcome (what): Will still be involved.
Priority population (who): Those who completed a majority of the classes.
Conditions (when): One year after the classes.
Criterion (how much): 40%.

B. During the telephone interview follow-up, 50% of the residents will report 
having had their blood pressure taken during the previous six months.

Outcome (what): Will report having their blood pressure taken.
Priority population (who): Residents.
Conditions (when): During the telephone interview follow-up.
Criterion (how much): 50%.

Impact—environmental Objectives

A. By the year 2020, 10% of the clinic patients will have been able to schedule 
an appointment either after 5 p.m. or on a Saturday.

Outcome (what): Will have been able to schedule.
Priority Population (who): Clinic patients.
Conditions (when): By the year 2020.
Criterion (how much): 10%.

B.	 By	the	end	of	the	year,	all	senior	citizens	who	want	it	will	be	provided	trans-
portation to the congregate meals.

Outcome (what): Provided transportation.
Priority population (who): Senior	citizens	who	want	it.
Conditions (when): By end of year.
Criterion (how much): All.

(Box 6.6 continues)
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component	of	 the	U.S.	Healthy People	 initiative.	The	Healthy People	 initiative	was	
launched with the publication of Healthy People: The Surgeon General’s Report on 
Health Promotion and Disease Prevention	(USDHEW,	1979).	Shortly	thereafter,	the	first	
set	of	goals	and	objectives,	Promoting Health/Preventing Disease: Objectives for the 
Nation	(USDHHS,	1980)	were	published.	The	goals	and	objectives	were	written	to	cover	
the	10-year	period	from	1980	to	1990	and	were	divided	into	three	main	areas:	preven-
tive	services,	health	protection,	and	health	promotion.	Each	of	these	areas	contained	
5	focus	areas,	or	15	in	all.	From	the	15	areas	came	a	total	of	226	objectives.	Since	the	
creation	of	the	first	set	of	goals	and	objectives,	three	additional	sets	have	been	devel-
oped and published under the titles of Healthy People 2000: National Health Promotion 
and Disease Prevention Objectives	(USDHHS,	1990a),	Healthy People 2010	(USDHHS,	
2000),	and	Healthy People 2020	(USDHHS,	2010a).	Formal	reviews	(i.e.,	measured	pro-
gress)	of	these	objectives	are	conducted	both	at	midcourse	(i.e.,	half	way	through	the	

(Continued)Box 6.6

Outcome Objectives

A. By the year 2020, heart disease deaths will be reduced to no more than 100 
per 100,000 in the residents of Franklin County.

Outcome (what): Reduce heart disease deaths.
Priority population (who): Residents of Franklin County.
Conditions (when): By the year 2020.
Criterion (how much): To no more than 100 per 100,000.

B. By 2020, increase to at least 25% the proportion of men in Franklin County 
with hypertension whose blood pressure is under control.

Outcome (what): Blood pressure under control.
Priority population (who): Men in Franklin County with hypertension.
Conditions (when): By 2020.
Criterion (how much): At least 25%.

C. Half of all those in the county who complete a regular, aerobic, 12-month 
 exercise program will reduce their “risk age” on their follow-up health risk 
 assessment by a minimum of two years compared to their preprogram results.

Outcome (what): Will reduce their “risk age.”
Priority population (who): Those who complete an exercise program.
Conditions (when): After the 12-month exercise program.
Criterion (how much): Half.

D. Two-thirds of those who participate in a formal exercise program will use 10% 
fewer sick days during the life of the program than those who do not participate.

Outcome (what): Use 10% fewer sick days.
Priority population (who): Those who participate.
Conditions (when): During the life of the program.
Criterion (how much): Two-thirds.
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Box 6.7  Application—Template for Writing Objectives for 
Health Promotion Programs

(Insert one when from column A here), (insert one how much from column B here) 
of the (insert one who from column C here), will (insert one what from column D 
here).

Column a—When? Column B—How much?

By December 2020 10%

After the program half

During a class session a majority

One year after the classes at least 25

Column C —Who? Column D—What?

participants

people enrolled in the program

be able to demonstrate how to prepare 
a low-fat meal

employees

university students

be able to explain the difference 
between exercise and physical activity

have stopped smoking

list the risk factors for skin cancer

10-year	period)	and	again	at	the	end	of	10	years.	The	midcourse	review	provides	an	
opportunity	to	update	the	document	based	on	the	events	of	the	first	half	of	the	decade	
for	which	the	objectives	are	written.	For	example,	in	Healthy People 2010,	a	number	of	
objectives	were	changed,	updated,	or	deleted	because	of	the	events	9/11	and	Hurricanes	
Katrina	and	Rita.	Both	the	results	of	the	midcourse	and	end	reviews	along	with	other	
available	data	are	used	to	help	create	the	next	set	of	goals	and	objectives.	Each	set	of	
goals	and	objectives	has	become	more	detailed	than	the	previous.	“The	evolution	from	
the	first	decade’s	objectives	to	each	subsequent	set	of	objectives	reflected	changing	so-
cietal	concerns,	evidence-based	technologies,	theories,	and	discourses	of	those	decades.	
Such	accommodations	changed	the	contours	of	the	initiative	over	time	in	attempts	to	
make	it	more	relevant	to	specific	partners	and	other	stakeholders”	(Green	&	Fielding,	
2011,	p.	451).

Healthy People 2020,	which	was	released	at	the	end	of	2010,	will	guide	U.S.	public	
health	practice	and	health	education	specialists	through	2020.	Table 6.2 presents the 
vision	statement,	a	mission	statement,	and	four	overarching	goals	for	Healthy People 
2020.	In	addition,	Healthy People 2020	 includes	almost	600	science-based	objectives	
(see	Box 6.8)	spread	over	42	different	topic	areas	(see	Table 6.3)	(USDHHS,	2010a).	
On	the	Healthy	People.gov	Website	each	topic	has	its	own	Webpage.	At	a	minimum	each	
page	contains	a	concise	goal	statement,	a	brief	overview	of	the	topic	that	provides	the	
background	and	context	for	the	topic,	a	statement	about	the	importance	of	the	topic	
backed	up	by	appropriate	evidence,	and	references.
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The	developers	of	the	Healthy People 2020	felt	that	the	best	way	to	achieve	the	
goals	would	be	to	implement	the	national	objectives	with	the	framework	referred	to	
as	MAP-IT	(see	Figure 6.3).	MAP-IT	stands	for	mobilize,	assess, plan, implement,	and	
track.	The	mobilize	step	of	MAP-IT	deals	with	bringing	 interested	parties	 together	
within	communities	to	deal	with	health	issues.	The	second	step,	assess,	is	used	to	find	
out	who	is	affected	by	the	health	problem	and	examine	what	resources	are	available	
to	deal	with	the	problem.	In	the	plan	step,	goals	and	objectives	are	created	and	an	
intervention	is	planned	that	has	the	best	chances	of	dealing	with	the	health	problem.	
The	implement	step	deals	with	putting	the	intervention	into	action.	And	the	final	step,	
track,	deals	with	evaluating	 the	 impact	of	 the	 intervention	on	 the	health	problem.	
(USDHHS,	2010a).

The	importance	of	the	Healthy People	initiative	serving	as	a	blueprint	for	the		nation’s	
health	agenda	is	evidenced	by	their	widespread	use.	Since	the	publication	of	the	first	
Healthy People	goals	and	objectives	in	1980,	a	number	of	other	documents	have	been	
created	that	can	help	planners	develop	or	adopt	appropriate	goals	and	objectives	for	their	

Table 6.2 Healthy People 2020 Vision, Mission, and Goals

Vision
A society in which all people live long, healthy lives.

Mission
Healthy People 2020 strives to:

•	 Identify	nationwide	health	improvement	priorities.

•	 Increase	public	awareness	and	understanding	of	the	determinants	of	health,	disease,	and	
disability and the opportunities for progress.

•	 Provide	measurable	objectives	and	goals	that	are	applicable	at	the	national,	state,	and	local	
levels.

•	 Engage	multiple	sectors	to	take	actions	to	strengthen	policies	and	improve	practices	that	
are driven by the best available evidence and knowledge.

•	 Identify	critical	research,	evaluation,	and	data	collection	needs.

Overarching Goals
•	 Attain	high-quality,	longer	lives	free	of	preventable	disease,	disability,	injury,	and	premature	

death.

•	 Achieve	health	equity,	eliminate	disparities,	and	improve	the	health	of	all	groups.

•	 Create	social	and	physical	environments	that	promote	good	health	for	all.

•	 Promote	quality	of	life,	healthy	development,	and	healthy	behaviors	across	all	life	stages.	

Source: USDHHS (2010a).

Mobilize Assess Plan Implement Track

Figure 6.3 MAP-IT: The Action Model to Achieve Healthy People Goals
Source: USDHHS (2010a).
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programs.	A	number	of	states	and	U.S.	territories	have	taken	the	national	objectives	and	
created	similar	documents	specific	to	their	own	residents.	In	addition,	a	number	of	agen-
cies/organizations	have	taken	similar	steps	to	create	documents	that	could	be	used	by	
their	members	and	clients	in	various	planning	efforts.

The	national	goals	and	objectives	have	been	important	components	 in	the	pro-
cess	of	health	promotion	planning	since	1980.	It	is	highly	recommended	that	planners	
review	these	objectives	before	developing	goals	and	objectives	for	programs.	The na-
tional	objectives	may	be	helpful	in	providing	a	rationale	for	a	program	and	in	focus-
ing	program	goals	and	objectives	toward	the	areas	of	greatest	need,	as	planners	work	
toward	the	year	2020.

Box 6.8  Example Goal and Objectives from  
HealtHy PeoPle 2020

educational and Community-Based programs (eCBp)

Goal: Increase the quality, availability, and effectiveness of educational and commu-
nity-based programs designed to prevent disease and injury, improve health, and 
enhance quality of life.

Objective: eCBp-10	Increase	the	number	of	community-based	organizations	
(including local health departments, tribal health services, nongovernmental organi-
zations,	and	state	agencies)	providing	population-based	primary	prevention	services	
in the following areas

eCBp 10.8 Nutrition

Target: 94.7 percent.

Baseline:	86.4	percent	of	community-based	organizations	(including	local	health	
departments,	tribal	health	services,	nongovernmental	organizations,	and	state	
agencies) provided population-based primary prevention services in nutrition 
in 2008

Target setting method: 10 percent improvement.

Data source: National Profile of Local Health Departments, National Association 
of County and City Health Officials (NACCHO)

eCBp 10.9 physical activity

Target: 88.5 percent.

Baseline:	80.5	percent	of	community-based	organizations	(including	local	health	
departments,	tribal	health	services,	nongovernmental	organizations,	and	state	
agencies) provided population-based primary prevention services in physical 
 activity in 2008.

Target setting method: 10 percent improvement.

Data source: National Profile of Local Health Departments, National Association 
of County and City Health Officials (NACCHO)

Source: USDHHS (2010a).
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Table 6.3 Healthy People 2020 Topic Areas

 1. Access to Health Services

 2. Adolescent Health

 3. Arthritis, Osteoporosis, and Chronic Back Conditions

 4. Blood Disorders and Blood Safety

 5. Cancer

 6. Chronic	Kidney	Disease

 7. Dementias,	Including	Alzheimer’s	Disease

 8. Diabetes

 9. Disability and Health

10. Early and Middle Childhood

11. Educational and Community-Based Programs

12. Environmental Health

13. Family Planning

14. Food Safety

15. Genomics

16. Global Health

17. Healthcare-Associated Infections

18. Health Communication and Health Information Technology

19. Health-Related Quality of Life and Well-Being

20. Hearing and Other Sensory or Communication Disorders

21. Heart Disease and Stroke

22. HIV

23. Immunization	and	Infectious	Diseases

24. Injury and Violence Prevention

25. Lesbian, Gay, Bisexual, and Transgender Health

26. Maternal, Infant, and Child Health

27. Medical Product Safety

28. Mental Health and Mental Disorders

29. Nutrition and Weight Status

30. Occupational Safety and Health

31. Older Adults

32. Oral Health

33. Physical Activity

34. Preparedness

35. Public Health Infrastructure

36. Respiratory Diseases

37. Sexually Transmitted Diseases

38. Sleep Health

39. Social Determinants of Health

40. Substance Abuse

41. Tobacco Use

42. Vision

Source: USDHHS (2010a).
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S u M M a r y

The	mission	 statement	provides	 an	overview	of	 a	 program	and	 is	most	 useful	 in	
the	development	of	goals	and	objectives.	 It	 should	not	be	 confused	with	a	vision	
statement.	The	terms	goals and objectives	are	sometimes	used	 interchangeably,	but	
they	are	quite	different.	Together,	the	two	provide	a	foundation	for	program	planning	
and	evaluation.	Goals	are	more	global	in	nature	and	often	are	not	measurable	in	exact	
terms,	whereas	objectives	are	more	specific	and	consist	of	the	steps	used	to	reach	the	
program	goals.	Objectives	can	and	should	be	written	for	several	different	levels.	For	
objectives	to	be	useful,	they	should	be	written	so	as	to	be	observable	and	measurable.	
At	a	minimum,	an	objective	should	include	the	following	elements:	a	stated	outcome	
(what),	conditions	under	which	the	outcome	will	be	observed	(when),	a	criterion	for	
considering	 that	 the	outcome	has	been	achieved	 (how	much),	and	mention	of	 the	
priority	population	(who).	As	planners	develop	their	goals	and	objectives	 for	 their	
programs,	they	should	find	the	Healthy People 2020	document	and	other	information	
at	its	Website	very	useful.

r e v i e w  Q u e S t i O N S

 1. What	is	a	mission	statement?	Why	is	it	important?	How	is	it	different	from	a	vision	
statement?

 2. What	is	(are)	the	difference(s)	between	a	goal	and	an	objective?

 3. What	is	the	purpose	of	program	goals	and	objectives?

 4. What	are	the	different	levels	of	objectives?

 5. What	are	the	necessary	elements	of	an	objective?

 6. What	are	the	characteristics	of	a	SMART	objective?

 7. What	are	the	goals	and	objectives	for	the	nation?	How	can	they	be	used	by	
	program	planners?

 8. Briefly	explain	the	Healthy People	initiative.

 9. How	can	planners	use	the	Healthy People 2020	goals	and	objectives	in	their	
	program	planning	efforts?

a C t i v i t i e S

	 1.	 	Write	a	mission	statement,	a	goal,	and	supporting	objectives	(one	at	each	level)	for	
a program	you	are	planning.
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	 2.	 Identify	which	of	the	following	objectives	include	all	four	elements	necessary	for	a	
complete	objective;	revise	those	objectives	that	do	not	include	all	the	elements:

a. 	After	the	class	on	objective	writing,	the	students	will	know	the	difference	
	between	a	goal	and	an	objective.

b. The	students	know	how	a	skinfold	caliper	works.

c. 	After	completing	this	chapter,	the	students	will	be	able	to	write	objectives	for	
each	of	the	levels	based	on	the	four	elements	outlined	in	the	chapter.

d. 	Given	appropriate	instruction,	the	employees	will	be	able	to	accurately	take	
blood	pressure	readings	of	fellow	employees.

e. Program	participants	will	be	able	to	list	the	reasons	why	people	do	not	exercise.

	 3.	 Using	data	available	from	the	County	Health	Rankings	(http://www.countyheal-
thrankings.org/)	for	the	county	in	which	you	currently	reside,	write	a	goal	aimed	
at	improving	a	health	behavior	and	write	one	process,	three	impact	(i.e.,	one	each	
for	knowledge,	behavior,	and	environment),	and	one	outcome	objective	to	help	
reach the goal.

	 4.	 Using	data	available	from	the	Kaiser	State	Health	Facts	Website	(http://www.statehe-
althfacts.org)	for	the	state	in	which	you	currently	reside,	write	a	goal	aimed	at	
	improving	a	health	status	topic	and	write	one	process,	three	impact	(i.e.,	one	each	
for awareness,	skill,	and	environment),	and	one	outcome	objective	to	help	reach	
the goal.

	 5.	 Assume	that	you	are	a	health	education	specialist	working	in	a	primary	care	
	clinic. Based	on	some	data	provided	by	personnel	at	the	local	hospital	regarding	
birth	outcomes	for	the	clinic	patients,	your	supervisor	has	asked	that	you	create	
a new	program	to	decrease	the	percentage	of	female	patients	of	childbearing	age	
who	smoke.	After	completing	a	needs	assessment	you	have	found	that	the	highest	
rate	of	smokers	was	found	among	those	patients	who	were	18–24	years	of	age,	
covered	by	a	health	insurance	plan,	and	have	more	than	one	child.	In	addition,	
the average	number	of	cigarettes	smoked	per	day	by	the	patients	was	22.	Write	
a mission	statement,	a	goal,	and	at	least	six	objectives	to	help	reach	the	stated	
goal.

w e b L i N k S

1. http://www.cdc.gov/phin/communities/resourcekit/tools/evaluate/smart_objectives.html

Communities	of	Practice	for	Public	Health:	Resource	Kit

On	this	page	of	the	Centers	for	Disease	Control	and	Prevention	Website,	you	will	
find	more	information	about	SMART	objectives	and	some	related	resources	that	
provide	templates	for	writing	SMART	objectives.

http://www.cdc.gov/phin/communities/resourcekit/tools/evaluate/smart_objectives.html
http://www.countyhealthrankings.org/
http://www.countyhealthrankings.org/
http://www.statehealthfacts.org
http://www.statehealthfacts.org
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2. http://www.healthypeople.gov/2020/default.aspx

Healthy People 2020

This	is	the	home	page	for	Healthy People 2020.	At	this	site	you	can	navigate	to	
	background	information	about	Healthy People 2020,	a	listing	of	the	42	topic	
areas and	the	almost	600	objectives,	and	suggestions	for	implementing	Healthy 
 People 2020.

3. http://ctb.ku.edu/en/default.aspx

Community	Tool	Box

On	the	home	page	of	the	Community	Tool	Box	(CTB),	you	can	use	the	“Search	
the CTB”	function	to	locate	information	on	creating	mission	statements,	goals,	
and SMART	objectives.

http://www.healthypeople.gov/2020/default.aspx
http://ctb.ku.edu/en/default.aspx


162

Theories and Models Commonly 
Used for Health Promotion 
Interventions

C h a p t e r   7 

C H a P T e r  O b j e C T I v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Define	theory, model, constructs, concepts, and variables.

•	 Explain	why	health	promotion	interventions	should	be	planned	using	theoretical	
frameworks.

•	Describe	how	the	concept	of	the	ecological	perspective	applies	to	using	theories.

•	 Explain	the	difference	between	a	continuum	theory	and	a	stage	theory.

•	 Briefly	explain	the	theories	and	models	presented	in	this	chapter.

K e y  t e r m s

action stage
attitude	toward	the	behavior
aversive	stimulus
behavior	change	theories
behavioral	capability
concepts
construct
contemplation	stage
continuum	theory
decisional balance
direct	reinforcement
efficacy	expectations
elaboration
emotional–coping	response
expectancies

expectations
intention
lapse
likelihood	of	taking	

recommended	preventive	
health action

locus of control
maintenance	stage
model
negative	punishment
negative	reinforcement
outcome	expectations
perceived	barriers
perceived	behavioral	control
perceived	benefits

perceived	seriousness/
severity

perceived	susceptibility
perceived	threat
planning	models
positive	punishment
positive	reinforcement
precontemplation	stage
preparation stage
processes of change
punishment
recidivism
reciprocal	determinism
reinforcement
relapse
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Whenever	there	is	a	discussion	about	the	theoretical	bases	for	health	education	and	
health	promotion,	we	often	find	the	terms	theory and model used. We begin this 

chapter	with	a	brief	explanation	of	these	terms,	to	establish	a	common	understanding	of	
their	meaning.

One	of	the	most	frequently	quoted	definitions	of	theory is one in which Glanz, Lewis, 
and	Viswanath	(2008b)	modified	an	earlier	definition	written	by	Kerlinger	(1986).	It	states,	
“A theory	is	a	set	of	interrelated	concepts,	definitions,	and	propositions	that	presents	a	
systematic	view	of	events	or	situations	by	specifying	relations	among	variables	in	order	
to explain and predict	the	events	of	the	situations”	(p.	26).	In	other	words,	a	theory	is	
a	systematic	arrangement	of	fundamental	principles	that	provide	a	basis	for	explaining	
certain	happenings	of	life.	“The	role	of	theory	is	to	untangle	and	simplify	for	human	com-
prehension	the	complexities	of	nature”	(Green	et	al.,	1994,	p.	398).	For	health	education	
specialists,	theories	“provide	a	framework	for	generating	testable	hypotheses	and	integrat-
ing	empirical	evidence	and,	over	time,	a	road	map	for	the	design	and	implementation	of	
intervention	strategies.	The	structure	and	perspective	afforded	by	a	theory	in	the	behavio-
ral	sciences	can	be	reassuring	as	it	helps	to	make	sense	of	the	complex	network	of	beliefs	
and	behaviors	that	characterize	a	particular	behavioral	domain	and	guides	decisions	about	
how	to	prioritize	the	distribution	of	intervention	resources”	(Rothman,	2009,	p.	150S).

Nutbeam	and	Harris	(1999)	have	stated	that	a	fully	developed	theory	would	be	
characterized	by	three	major	elements:	“It	would	explain:

•	 the	major	factors	that	influence	the	phenomena	of	interest,	for	example	those	factors	
which	explain	why	some	people	are	regularly	active	and	others	are	not;

•	 the	relationship	between	these	factors,	for	example	the	relationship	between	
	knowledge,	beliefs,	social	norms	and	behaviours	[sic]	such	as	physical	activity;	and

•	 the	conditions	under	which	these	relationships	do	or	do	not	occur:	the	how,	when,	
and	why	of	hypothesised	[sic]	relationships,	for	example,	the	time,	place	and	
	circumstances	which,	predictably	lead	to	a	person	being	active	or	inactive”	(p.	10).

In	comparison,	a	model	“is	a	composite,	a	mixture	of	ideas	or	concepts	taken	from	
any	number	of	theories	and	used	together”	(Hayden,	2009,	p.	1).	Stated	a	bit		differently:	
“Models	draw	on	a	number	of	 theories	 to	help	understand	a	 specific	problem	 in	a	
	particular	setting	or	content.	They	are	not	always	as	specific	as	theory”	(Rimer	&	Glanz,	
2005,	p.	4).	Unlike	theories,	models	do	“not	attempt	to	explain	the	processes	underlying	
learning,	but	only	to	represent	them”	(Chaplin	&	Krawiec,	1979,	p.	68).

social	context
social	network
socio-ecological approach 

(ecological	perspective)
stage
stage theory

subjective	norm
temptation
termination
theory
variable
vicarious	reinforcement

relapse	prevention	(RP)
self-control
self-efficacy
self-regulation
self-reinforcement
social capital

Key Terms, continued
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Though	we	just	went	to	some	effort	to	make	a	distinction	between	the	words	theory 
and model,	when	the	term	theory-based is used (such as in theory-based planning, theory-
based practice, or theory-based research),	it	is	commonly	understood	in	our	profession	that	
the word theory	is	used	in	a	general	way	to	mean	either	theory	and	model.	In	fact,	some	of	
the	best-known	and	often	used	theories	in	health	education/health	promotion	use	the	word	
model	in	their	title	(e.g.,	Health	Belief	Model).	Goodson	(2010)	provides	an		explanation	
for	the	discrepancy	in	the	use	of	term	model	for	things	we	refer	to	as	“theory.”	She	has	
	indicated	that	when	some	of	these	models	were	created	they	were	properly	titled	as		models.	
They	were	created	using	theoretical	constructs	to	explain	specific	phenomena.	They	had	
	little	empirical	testing	to	prove	their	worth.	Over	time,	these	models	have	been	tested	and	
refined	and	thus	have	gained	theory	status.	Goodson	(2010)	concludes	by		saying	in	our	
work	“because	we	tend	to	borrow	the	theories	we	employ	from	other	disciplines	and	fields	
and	because	our	concern	usually	centers	in	applying	these	theories	(or	models)	to	practice	
or	research,	it	seems	to	matter	little	to	us	whether	we	deal	with	theories	or	with	models;	
it	seems	to	matter	even	less	what	labels	we	attach	to	them”	(p.	228).	Thus,	as	we	use	the	
terms	theory and theory-based	throughout	the	remainder	of	this	book,	we	use	them	to	be	
inclusive	of	endeavors	based	on	either	a	theory	or	a	model.

Concepts	are	 the	primary	elements	or	building	blocks	of	a	 theory	(Glanz	et	al.,	
2008b).	When	a	concept	has	been	developed,	created,	or	adopted	for	use	with	a	specific	
theory, it is referred to as a construct	(Kerlinger,	1986).	“The	key	concepts	of	a	theory	
are	its	constructs”	(Rimer	&	Glanz,	2005,	p.	4).	The	operational	(practical	use)	form	of	
a	construct	is	known	as	a	variable.	Variables	“specify	how	a	construct	is	to	be	measured	
in	a	specific	situation”	(Glanz	et	al.,	2008b,	p.	28).	Thus,	variables	need	to	be	matched	
“to	constructs	when	identifying	what	needs	to	be	assessed	during	evaluation	of	a	theory-
driven	program”	(Rimer	&	Glanz,	2005,	p.	4).

Consider	how	these	terms	are	used	in	practical	application.	A	personal	belief	is	a	concept 
related	to	various	health	behaviors.	For	example,	people	are	more	likely	to	behave	in	a	
healthy	way—say	exercise	regularly—if	they	feel	confident	in	their	ability	to	actually	
engage	in	a	healthy	form	of	exercise.	Such	a	concept	is	captured	in	a	construct of the 
Social	Cognitive	Theory	(SCT)	called	self-efficacy.	If	health	education	specialists	develop	
an	intervention	to	assist	people	in	exercising,	being	able	to	measure	the	peoples’	self-
efficacy	toward	exercise	would	help	with	the	creation	of	the	intervention.	The	
measurement	may	consist	of	a	few	questions	that	ask	people	to	rate	their	confidence	in	
their	ability	to	exercise.	This	measurement,	or	operational	form,	of	the	self-efficacy	
construct is a variable.	However,	because	of	the	complexity	of	getting	a	non-exerciser	to	
become	an	exerciser,	the	health	education	specialist	may	need	to	use	a	model,	composed	
of	constructs	from	several	theories,	to	plan	the	intervention	(Cottrell	et	al.,	2012,	p.	101).

Based	on	these	descriptions,	it	seems	logical	to	think	of	theories	as	the	backbone	of	the	
processes	used	to	plan,	implement,	and	evaluate	health	promotion	interventions.	They	can	
help	by	(1)	identifying	why	people	are	not	behaving	in	healthy	ways,	(2)	identifying	infor-
mation	needed	before	developing	an	intervention,	(3)	providing	a	conceptual	framework	
for	selecting	constructs	to	develop	the	intervention,	(4)	providing		direction	and	justifica-
tion	for	program	activities,	(5)	providing	insights	into	how	best	to	deliver	the	intervention,	
and	(6)	identifying	what	needs	to	be	measured	to	evaluate	the	impact	of	the	interven-
tion	(Cowdery	et	al.,	1995;	Crosby,	Kegler,	&	DiClemente,	2009;	Glanz	et	al., 2008b).	
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Theory also	“provides	a	useful	reference	point	to	help	keep		research	and	implementation	
activities	clearly	focused”	(Crosby	et	al.,	2009,	p.	11),	and	it	infuses	ethics	and	social	justice	
into	practice	(Goodson,	2010).	In	addition,	“[u]sing	theory	as	a	foundation	for	program	
planning	and	development	is	consistent	with	the	current	emphasis	on	using	evidence-based	
	interventions	in	public	health,	behavioral	medicine,	and	medicine”	(Rimer	&	Glanz,	2005,	
p.	5).	Getting	people	to	engage	in	health	behavior	change	is	a	complicated	process	that	
is	very	difficult	under	the	best	of	conditions.	Without	the	direction	that	theories	provide,	
planners	can	easily	waste	valuable	resources	 in	trying	to	achieve	the	desired	behavior	
change.	Therefore,	program	planners	should	ground	their	planning	process	in	the	theories	
that	have	been	the	foundation	of	other	successful	health	promotion	efforts.

There	are	many	theories	that	health	education	specialists	can	use	to	plan		programs.	
There	is	no	best	theory.	“The	‘best	theory’	is	a	function	of	how	well	it	serves	the		objectives	
that	must	be	met	to	achieve	sustainable	protective	behaviors	among	a	specified	popula-
tion.	In	essence,	the	range	of	behavioral	and	social	science	theories	available	for	both	
health	 promotion	 practice	 and	 research	 affords	 the	 practitioner	 and	 researcher	 an	
	opportunity	to	select	the	theories	that	are	the	most	appropriate,	feasible,	and	practical	for	
a	particular	setting	or	population”	(Crosby	et	al.,	2009,	p.	15).	In	addition,	“No	single	
theory	or	conceptual	framework	dominates	research	or	practice	in	health	promotion	and	

Box 7.1  Responsibilities and Competencies for Health 
Education Specialists

The content of this chapter focuses on theories and models used in the practice of 
health promotion. specifically, theories and models provide a “road map” for plan-
ners to use when creating interventions and evaluating the effectiveness of those 
interventions. The responsibilities and competencies related to these tasks include:

responsibility i: assess needs, assets, and Capacity for health education

Competency 1.1: Plan assessment Process

Competency 1.2: access existing information and data related 
to health

responsibility ii: Plan health education

Competency 2.3: select or design strategies and interventions

responsibility iii: implement health education

Competency 3.1: implement a Plan of action

responsibility Vi: serve as a health education resource Person

Competency 6.2: Provide Training

responsibility Vii:  Communicate and advocate for health and health  education

Competency 7.2: identify and develop a Variety of Communi-
cation  strategies, Methods, and Techniques

Source: nCheC, soPhe, & aahe (2010).
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education	today”	(Glanz	et	al.,	2008b,	p.	31).	In	a	review	of	10	leading	health,	medi-
cine,	and	psychology	journals,	Painter,	Borba,	Hynes,	Mays,	&	Glanz	(2008)	found	that	
	“dozens	of	theories	and	models”	(Glanz,	2008b,	p.	31)	had	been	used	in	the	reported	
literature.	We	have	no	 intention	of	 introducing	all	of	 them.	However,	approximately	 
10	theories	and	models	are	used	regularly	to	plan	programs.	The	remaining	sections	of	
this	chapter	and	in	parts	of	several	other	chapters	we	present	an	overview	of	the	theories	
that	are	most	often	used	in	creating	health	promotion	interventions.	As	you	read	about	
and	study	the	various	theories,	you	will	find	that	some	express	the	same	general	ideas,	but	
employ	“a	unique	vocabulary	to	articulate	the	specific	factors	considered	to	be	important”	
(Glanz et al., 2008b, p. 28). Also, be aware that the presentation of theories that follows is 
by	no	means	comprehensive	in	nature.	For	those	readers	who	would	like	to	examine	these	
and	other	theories	in	more	depth,	we	would	recommend	six	books:	Health Behavior and 
Health Education: Theory, Research and Practice	(Glanz,	Rimer,	&	Viswanath,	2008a);	
Introduction to Health Behavior	(Hayden,	2009);	Emerging Theories in Health Promotion 
Practice and Research: Strategies for Improving Public Health	(DiClemente,	Crosby,	&	 
Kegler,	2009);	Theory in Health Promotion Research and Practice	 (Goodson,	2010);	
Behavior Theory in Health Promotion Practice and Research	(Simons-Morton,	McLeroy,	
&	Wendel,	2012);	and	Health Behavior Theory for Public Health (DiClemente,	Salazar,	
&	Crosby,	2013).		Box 7.1	 identifies	the	responsibilities	and	competencies	for	health	
	education	specialists	that	pertain	to	the	material	presented	in	this	chapter.

Types of Theories and Models

There	are	several	ways	of	categorizing	the	theories	and	models	associated	with	health	
	education/promotion	practice.	One	way	of	doing	so	is	to	divide	them	into	two	groups.	The	
first	group	includes	those	theories	and	models	used	for	planning,		implementing,	and	evalu-
ating	health	promotion	programs.	This	group	has	been	called	planning models.	The plan-
ning	models	were	presented	earlier	(Chapter	3).	The	second	group	is	referred	to	as	behavior 
change theories.	Behavior	change	theories	“specify	the	relationships	among	causal		processes	
operating	both	within	and	across	 levels	of	analysis”	(McLeroy,	Steckler,	Goodman,	&	
Burdine,	1992,	p.	3).	In	other	words,	they	help	explain	how	change	takes	place.

behavior Change Theories

As	noted	earlier,	there	are	many	behavior	change	theories	that	health	education		specialists	
could	use	to	plan	programs.	Because	of	the	peculiarities	of	the	theories	and	multitude	of	
factors	that	could	impact	a	specific	planning	situation,	some	theories	work	better	 in	
some	situations	than	others.	Before	we	present	the	theories	focusing	on	behavior	change,	
it	is	important	to	introduce	the	concept	of	socio-ecological	approach.

The underlying concept of the socio-ecological approach	(sometimes	referred	to	as	
the socio-ecological perspective)	is	that	behavior	has	multiple	levels	of	 influences.	As	
related	to	health	behavior,	this	approach	“emphasizes	the	interaction	between,	and	the	
interdependence	of	factors	within	and	across	all	levels	of	a	health	problem”	(Rimer	&	Glanz,	
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2005,	p.	10).	That	is	to	say,	“[i]ndividuals	influence	and	are	influenced	by	their	fami-
lies,	social	networks,	the	organizations	in	which	they	participate	(workplaces,	schools,	
religious	organizations),	the	communities	of	which	they	are	a	part,	and	the	society	in	
which	they	live”	(IOM,	2001,	p.	26).	In	other	words,	the	health	behavior	of	individuals	is	
shaped in part by the social context	in	which	they	live.	Social context	has	been	“defined	
as	the	sociocultural	forces	that	shape	people’s	day-to-day	experiences	and	that	directly	
and	indirectly	affect	health	and	behavior	(Burke,	Joseph,	Pasick,	&	Barker,	2009,	p.	56S).	
Therefore,	a	central	conclusion	of	the	socio-ecological	approach	is	that	interventions	
must	be	aimed	at	multiple	levels	of	influence	in	order	to	achieve	substantial	changes	in	
health	behavior	(Sallis,	Owen,	&	Fisher,	2008).

McLeroy,	 Bibeau,	 Steckler,	 and	Glanz	 (1988)	 identified	five	 levels	 of	 influence:	
(1)  	intrapersonal	or	 individual	 factors,	 (2)	 interpersonal	 factors,	 (3)	 institutional	or	
	organizational	factors,	(4)	community	factors,	and	(5)	public	policy	factors.	Table 7.1 
presents	and	defines	each	of	the	five	levels,	while	Box 7.2	provides	an	example	of	how	
the	levels	can	impact	health	behavior.

Because	of	the	underlying	concepts	that	are	captured	in	the	constructs	of	individual	
theories,	certain	theories	are	more	useful	in	developing	programs	aimed	at	specific	lev-
els	of	influence.	For	example,	some	theories	were	developed	to	help	explain	behavior	
change	in	individuals,	while	others	were	developed	to	help	explain	change	at	the	commu-
nity	level.	Though	there	are	five	distinct	levels	of	influence,	for	the	purposes	of	program	
planning	the	five	levels	are	often	condensed	to	three—intrapersonal,	interpersonal,	and	
community	(Glanz	&	Rimer,	1995;	Rimer	&	Glanz,	2005).	“In	practice,	addressing	the	
community	level	requires	taking	into	consideration	institutional	and	public	policy	factors,	
as	well	as	social	networks	and	norms”	(Rimer	&	Glanz,	2005,	p.	11).	To	assist	program	
planners	with	matching	theories	appropriate	to	level	of	influence,	we	have	presented	our	
discussion	of	the	theories	according	to	the	level	of	influence	at	which	they	are	most	useful.

In	addition	to	theories	being	placed	into	a	level	of	influence	at	which	they	may	be	most	
useful,	theories	can	also	be	categorized	by	the	approach—continuum	or	stage	theories—they	

Table 7.1 an ecological Perspective: levels of Prevention

Concept Definition

intrapersonal level individual characteristics that influence behavior, such as knowledge, 
 attitudes, beliefs, and personality traits

interpersonal level interpersonal processes and primary groups, including family, friends, and 
peers that provide social identity, support, and role definition

Community level

institutional factors rules, regulations, policies, and informal structures that may constrain or 
 promote recommended behaviors

Community factors social networks and norms, or standards, that exist as formal or informal 
among individuals, groups, and organizations

Public Policy local, state, and federal policies and laws that regulate or support healthy 
actions and practices for disease prevention, early detection, control, and 
management

Source: rimer and Glanz (2005, p. 11)
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use	 to	 explain	behavior.	Continuum theories	 are	 those	behavior	 change	 theories	 that	
identify	variables	which	influence	actions	(e.g.,	beliefs,	attitudes)	and	combine	them	into	 
a	single	equation	that	predicts	the	likelihood	of	action	(Weinstein,	Rothman,	&	Sutton,	
1998;	Weinstein,	Sandman,	&	Blalock,	2008).	“These	theories		acknowledge	quantitative 
differences	among	people	in	their	positions	on	different	variables”	(Weinstein	et	al.,	2008,	
p.	124)	and	“thus,	each	person	is	placed	along	a	continuum	of	action	likelihood”	(Weinstein	
et	al.,	1998,	p.	291).

A stage theory	is	one	that	is	comprised	of	an	ordered	set	of	categories	into	which	
people	can	be	classified,	and	which	identifies	factors	that	could	induce	movement	from	
one	category	to	the	next	(Weinstein	&	Sandman,	2002b).	More	specifically,	stage	theories	
have	four	principal	elements:	(1)	a	category	system	to	define	the	stages,	(2)	an	ordering	of	
stages,	(3)	common	barriers	to	change	facing	people	in	the	same	stage,	and	(4)	different	
barriers	to	change	facing	people	in	different	stages	(Weinstein	et	al.,	1998;	Weinstein	&	
Sandman,	2002a).	Advocates	of	stage	theories	“claim	that	there	are	qualitative differences 
among	people	and	question	whether	changes	in	health	behaviors	can	be	described	by	
a	single	prediction	equation”	(Weinstein	et	al.,	2008,	pp.	124–125).	Table 7.2 lists the 
	theories	presented	in	this	book	by	level	of	influence	and	theory	approach.

Intrapersonal Level Theories
The	intrapersonal	or	“individual	level	is	the	most	basic	one	in	health	promotion	practice,	so	
planners	must	be	able	to	explain	and	influence	the	behavior	of	individuals”	(Rimer	&	Glanz,	
2005,	p.	12).	Intrapersonal	theories	focus	on	factors	within	the	individual	such	as	knowl-
edge,	attitudes,	beliefs,	self-concept,	feelings,	past	experiences,	motivation,	skills,	and	behav-
ior	(Rimer	&	Glanz,	2005).	With	much	of	the	work	of	health	education	specialists	taking	
place	at	this	level	of	influence,	a	number	of	theories	could	be	used.	They	are	discussed	below.

Box 7.2 Application of the Socio-Ecological Approach

a good example of the use of the socio-ecological approach (ecological perspective) 
is the comprehensive method used to reduce cigarette smoking in the United states. 
at the intrapersonal (or individual) level, a large majority of smokers know that smok-
ing is bad for them and a slightly smaller majority have indicated they would like to 
quit. Many have tried—some have tried on many occasions. at the interpersonal level, 
many smokers are encouraged by their physician and/or family and friends to quit. 
some smokers may attempt to quit on their own or join a formal smoking  cessation 
group to try to quit. at the institutional (or organizational ) level, a number of institu-
tions (e.g., churches and worksites) have developed policies that prohibit smoking in 
and/or on institution property (i.e., buildings and grounds). at the community level, a 
number of towns, cities, and counties have passed ordinances that prohibit smoking 
in public places. at the public policy level, a number of states have passed clean 
indoor air acts that limit smoking, and have passed laws increasing the tax on a pack-
age of cigarettes. also at this level, the U.s. government has spent many dollars for 
public service announcements (Psas) and other forms of media advertising the dan-
gers of tobacco use. attacking the smoking problem from all levels has contributed 
to the decrease in the percentage of smokers in the United states.
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Table 7.2 Theories by level of influence and Category

Level of Influence
Chapter Where 
Found in This Book

• intrapersonal level

Continuum Theory
stimulus response Theory Chapter 7
Theory of reasoned action Chapter 7
Theory of Planned Behavior Chapter 7
health Belief Model Chapter 7
Protection Motivation Theory Chapter 7
elaboration likelihood Model of Persuasion Chapter 7
information-Motivation-Behavioral skills Model Chapter 7

stage Theory
Transtheoretical Model Chapter 7
Precaution adoption Process Model Chapter 7

• interpersonal level
Continuum Theory

social Cognitive Theory Chapter 7
social network Theory Chapter 7
social Capital Theory Chapter 7

• Community level
Continuum Theory

Communication Theory Chapters 8 & 11
Community organizing Chapter 9
Community Building Chapter 9
diffusion of innovations Chapter 11

stage Theory
Community readiness Model Chapter 7

stimulus response (sr) Theory	 One	 of	 the	 theories	 used	 to	 explain	 and	 modify	
	behavior	is	the	stimulus	response,	or	SR,	theory	(Thorndike,	1898;	Watson,	1925;	Hall,	
1943).	This	theory	reflects	the	combination	of	classical	conditioning	(Pavlov,	1927)	and	
instrumental	conditioning	(Thorndike,	1898)	theories.	These	early	conditioning	theories	
explain	learning	based	on	the	associations	among	stimulus,	response,	and	reinforcement	
(Parcel	&	Baranowski,	1981;	Parcel,	1983).	“In	simplest	terms,	the	SR	theorists	believe	
that	 learning	results	 from	events	 (termed	‘reinforcements’)	which	reduce	physiologi-
cal	drives	that	activate	behavior”	(Rosenstock,	Strecher,	&	Becker,	1988,	p.	175).	The	
	behaviorist	B.	F.	Skinner	believed	that	the	frequency	of	a	behavior	was	determined	by	the	
reinforcements	that	followed	that	behavior.

In	Skinner’s	view,	the	mere	temporal	association	between	a	behavior	and	an	imme-
diately	following	reward	is	sufficient	to	increase	the	probability	that	the	behavior	will	be	
repeated.	Such	behaviors	are	called	operants;	they	operate	on	the	environment	to	bring	
about	changes	resulting	in	reward	or	reinforcement	(Rosenstock	et	al.,	1988).	Stated	
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another	way,	operant	behaviors	are	behaviors	that	act	on	the	environment	to	produce	
consequences. These consequences, in turn, either reinforce or do not reinforce the be-
havior	that	preceded.

There	are	two	broad	categories	of	environmental	consequences:	reinforcement or 
 punishment	(McDade-Montez,	Cvengros,	&	Christensen,	2005):	Individuals	can	learn	
from	both.	Reinforcement	has	been	defined	by	Skinner	(1953)	as	any	event	that	follows	a	
behavior,	which	in	turn	increases	the	probability	that	the	same	behavior	will	be	repeated	
in	the	future.	Stated	differently,	reinforcement	has	“a	strengthening effect that occurs when 
operant	behaviors	have	certain	consequences”	(Nye,	1992,	p.	16).	Behavior	has	a	greater	
probability	of	occurring	in	the	future:	(1)	if	reinforcement	is	frequent	and	(2)	if	reinforce-
ment	is	provided	soon	after	the	desired	behavior.	This	immediacy	clarifies	the	relationship	
between	the	reinforcement	and	appropriate	behavior	(Skinner,	1953).	Simons-Morton	and	
colleagues	(2012)	have	stated	that	when	a	behavior	is	sufficiently	reinforced	it	tends	to	recur.	
If a	behavior	is	complex	in	nature,	smaller	steps	working	toward	the	desired	behavior	
with		appropriate	reinforcement	will	help	to	shape	the	desired	behavior.	This	was	found	
to	be	true	in	getting	pigeons	to	play	Ping-Pong,	and	it	can	be	useful	in	trying	to	change	a	
	complex	health	behavior	like	smoking	or	exercise.	Whereas	reinforcement	will	increase	the	
frequency	of	a	behavior,	punishment	will	decrease	the	frequency	of	a	behavior.	However,	
both	reinforcement	and	punishment	can	be	either	positive	or	negative.	The	terms	positive 
and negative	in	this	context	do	not	mean	good	and	bad;	rather,	positive	means	adding	
something	(effects	of	the	stimulus)	to	a	situation,	whereas	negative	means	taking		something	
away	(removal	or	reduction	of	the	effects	of	the	stimulus)	from	the	situation.

If	individuals	act	in	a	certain	way	to	produce	a	consequence	that	makes	them	feel	
good	or	that	is	enjoyable,	it	is	labeled	positive reinforcement (or reward).	Examples	of	
this	would	be	an	individual	who	is	involved	in	an	exercise	program	and	“feels	good”	at	
the	end	of	the	workout,	or	one	who	participates	in	a	weight	loss	program	and	receives	
verbal	encouragement	from	the	facilitator,	again	making	that	person	“feel	good.”	Stimulus	
response	theorists	would	note	that	in	both	of	these	situations,	the	pleasant	experiences	
(internal	feelings	and	verbal	encouragement,	respectively)	occur	right	after	the	behavior,	
which	in	turn	increases	the	chances	that	the	frequency	of	the	behavior	will	increase.

While	positive	reinforcement	helps	individuals	learn	by	shaping	behavior,	behavior	
that	avoids	punishment	is	also	learned	because	it	reduces	the	tension	that	precedes	the	
punishment	(Rosenstock	et	al.,	1988).	“When	this	happens,	we	are	being	conditioned	by	
negative reinforcement: A response is strengthened by the removal	of	something	from	
the	situation.	In	such	cases,	the	‘something’	that	is	removed	is	referred	to	as	a	negative 
reinforcer or aversive stimulus	(these	two	phrases	are	synonymous)”	(Nye,	1979,	p.	33).	
A	good	example	of	negative reinforcement	is	a	weight	loss	program	that	requires	weekly	
dues.	When	participants	stop	paying	dues	because	they	have	met	their	goal	weight,	this	
removal	of	an	obligation	should	increase	the	frequency	of	the	desired	behavior	(weight	
maintenance).	 Or	 in	 the	 case	 of	 exercise,	“negative	 reinforcements	 would	 include	
	decreased	poor	self-image	and	decreased	fatigue”	(McDade-Montez	et	al.,	2005,	p.	64).

Some	people	think	of	negative	reinforcement	as	a	form	of	punishment,	but	it	is	not.	
While	negative	reinforcement	increases	the	likelihood	that	a	behavior	will	be		repeated,	
punishment	typically	suppresses	behavior.	“Skinner	suggests	two	ways	in	which	a		response	
can be punished: by removing a positive reinforcer or by presenting a negative reinforcer 
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(aversive	stimulus)	as	a	consequence	of	the	response”	(Nye,	1979,	p.	43).	Punishment	is	
usually	linked	to	some	uncomfortable	(physical,	mental,	or	otherwise)	experience	and	
decreases	the	frequency	of	a	behavior.	An	aversive	smoking	cessation	program	that	circu-
lates	cigarette	smoke	around	those	enrolled	in	the	program	as	they	smoke	is	an	example	
of positive punishment.	It	decreases	the	frequency	of	smoking	by	presenting	(adding)	
a	negative	reinforcer	or	aversive stimulus	 (smoke)	as	a	consequence	of	the	response.	
Examples	of	negative punishment	 (removing	a	positive	reinforcer)	would	include	not	
allowing	employees	to	use	the	employees’	lounge	if	they	continue	to	smoke	while	using	
it,	or	reducing	the	health	insurance	benefits	of	employees	who	continue	to	participate	in	
health-harming	behavior	such	as	not	wearing	a	safety	belt.	Stimulus	response	theorists	
would	note	that	taking	away	the	privilege	of	using	the	employees’	lounge	or	reducing	
health	insurance	benefits	would	decrease	the	frequency	of	smoking	among	the	employees	
and	increase	the	wearing	of	safety	belts,	respectively.	Figure 7.1 illustrates the relation-
ship	between	reinforcement	and	punishment.

Finally,	if	reinforcement	is	withheld—or,	stating	it	another	way,	if	the	behavior	is	
ignored—the	behavior	will	become	less	frequent	and	eventually	will	not	be	repeated.	
Skinner	(1953)	refers	to	this	as	extinction.	Teachers	frequently	use	this	technique	with	
disruptive	children	in	the	classroom.	If	a	child	is	acting	up	in	class,	the	teacher	may	
choose	to	ignore	the	behavior	in	hopes	that	the	nonreinforced	behavior	will	go	away.

Theory of reasoned action (Tra)	 Another	theory	that	has	received	considerable	attention	
in	the	literature	of	health	behavior	change	is	Fishbein’s	(1967)	theory of reasoned action 
(TRA).	This	theory	was	developed	to	explain	not	just	health	behavior	but	all	volitional	be-
haviors	“that	is,	behaviors	that	can	be	performed	at	will”	(Luszczynska	&	Sutton,	2005,	p.	
73).	While	the	stimulus	response	theory	discussed	earlier	in	this	chapter	was	concerned	with	
behavior,	this	one	provides	a	framework	to	study	attitudes	toward	behaviors.

Fishbein	and	Ajzen	(1975)	distinguish	among	attitude, belief, intention, and behavior, 
and	they	present	a	conceptual	framework	for	the	study	of	the	relationship	among	these	four	
constructs. Intention	“is	an	indication	of	a	person’s	readiness	to	perform	a	given	behavior,	
and	it	is	considered	to	be	an	immediate	antecedent	of	behavior”	(Ajzen,	2006).	According	
to	 this	 theory,	 individuals’	 intention	 to	perform	given	behaviors	are	 functions	of	 their	
 attitudes	toward	the	behavior	and	their	subjective norms	associated	with	the	behaviors.	

Positive
(adding to)

Negative
(taking away)

Positive
reinforcement
(reward)

Negative
reinforcement

Positive
punishment

Increase in frequency

Decrease in frequency Negative
punishment

Consequences

B
eh

av
io

r

Figure 7.1 2 × 2 Table of the stimulus response Theory
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Attitude toward the behavior	“is	the	degree	to	which	performance	of	the	behavior	is	posi-
tively	or	negatively	valued.	According	to	the	expectancy-value	model,	attitude	toward	a	
	behavior	is	determined	by	the	total	set	of	accessible	behavioral	beliefs	linking	the	behavior	
to	various	outcomes	and	other	attributes”	(Ajzen,	2006).	Thus	a	person	who	has	strong	
beliefs	about	positive	attributes	or	outcomes	from	performing	the	behavior	will	have	a	
	positive	attitude	toward	behavior	(Montaño	&	Kasprzyk,	2008).	For	example,	if	a	person	
feels	strongly	about	exercise	being	able	to	help	control	weight,	then	that	person	will	have	
a	positive	attitude	toward	exercise.	The	converse	is	true	as	well.	Weak	beliefs	about	the	
	outcomes	or	attributes	of	exercise	will	produce	a	negative	attitude	toward	it.

Subjective norm	“is	the	perceived	social	pressure	to	engage	or	not	engage	in	a	behav-
ior”	(Ajzen,	2006).	For	many	health	behaviors,	the	social	pressure	comes	from	a	person’s	
peers,	parents,	partner,	close	friends,	teachers,	role	models,	boss,	and	co-workers,	as	well	as	
experts	or	professionals	like	physicians	or	lawyers.	Thus	individuals	who	believe	that	cer-
tain	people	think	they	should	perform	a	behavior	and	are	motivated	to	meet	the	people’s	
expectations	will	hold	a	positive	subjective	norm	(Montaño	&	Kasprzyk,	2008).	Similar	
to	behavioral	beliefs,	the	converse	is	also	true.	An	example	of	a	positive	subjective	norm	
are	employees	who	see	their	co-workers	as	important	people	in	their	lives	and	believe	that	
these	people	approve	of	them	participating	in	a	company	exercise	program.

Theory of Planned behavior (TPb)	 The	theory	of	reasoned	action	has	proved	to	be	most	
successful	when	dealing	with	purely	volitional	behaviors,	but	complications	are	encoun-
tered	when	the	theory	is	applied	to	behaviors	that	are	not	fully	under	volitional	control.	
A	good	example	of	this	is	a	smoker	who	intends	to	quit	but	fails	to	do	so.	Even	though	
intent	is	high,	nonmotivational	factors—such	as	lack	of	requisite	opportunities,	skills,	
and	resources—could	prevent	success	(Ajzen,	1988).

The theory of planned behavior (TPB) (see Figure 7.2)	is	an	extension	of	the		theory	
of	reasoned	action	that	addresses	the	problem	of	incomplete	volitional	control.	The	major	
difference	between	TPB	and	TRA	is	the	addition	of	a	third,	conceptually		independent	
determinant	of	intention.	Like	TRA,	TPB	includes	attitude	toward	the		behavior	and	sub-
jective	norm,	but	it	has	added	the	concept	of	perceived	behavioral	control.	Perceived	
	behavioral	control	is	similar	to	the	Social	Cognitive	Theory’s	concept	of	self-efficacy.	
Perceived  behavioral control	“refers	to	people’s	perceptions	of	their	ability	to	perform	a	
given	behavior”	(Ajzen,	2006).	Stated	differently,	perceived	behavioral	control	refers	to	
the	perceived	ease	or	difficulty	of	performing	the	behavior	and	is	assumed	to	reflect	past	
experience	as	well	as	anticipated	impediments	and	obstacles.	As	a	general	rule,	the	more	
favorable	the		attitude	and	subjective	norm	with	respect	to	a	behavior,	and	the	greater	
the		perceived	behavioral	control,	the	stronger	should	be	the	individual’s	intentions	to	
perform	the		behavior	under	consideration	(Ajzen,	1988).

Figure	7.2	illustrates	two	important	features	of	this	theory.	First,	perceived	behav-
ioral	control	has	motivational	 implications	for	intentions.	That	is,	without	perceived	
control,	intentions	could	be	minimal	even	if	attitudes	toward	the	behavior	and	subjective	
norm	were	strong.	Second,	there	may	be	a	direct	link	between	perceived	behavioral	con-
trol	and	behavior.	Behavior	depends	not	only	on	motivation	but	also	on	actual	control.	
Actual behavioral control	“refers	to	the	extent	to	which	a	person	has	the	skills,	resources,	
and	other	prerequisites	needed	to	perform	a	given	behavior.	Successful	performance	of	
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the	behavior	depends	not	only	on	a	favorable	intention	but	also	on	a	sufficient	level	of	
behavioral	control.	To	the	extent	that	perceived	behavioral	control	is	accurate,	 it	can	
serve	as	a	proxy	of	actual	control	and	can	be	used	for	the	prediction	of	behavior”	(Ajzen,	
2006).	To	use	the	example	of	smoking	once	again	as	a	behavior	not	fully	under	volitional	
control,	TPB	predicts	that	individuals	will	give	up	smoking	if	they:

•	 Have	a	positive	attitude	toward	quitting

•	 Think	others	whom	they	value	believe	it	would	be	good	for	them	to	quit

•	 Perceive	that	they	have	control	over	whether	they	quit

Health belief Model (HbM) The health belief model	 (HBM),	which	 is	 the	one	most	
frequently	 used	 in	 health	 behavior	 applications,	 is	 also	 a	 value-expectancy	 theory.	
“According	to	this	class	of	theory,	the	tendency	to	perform	a	particular	act	is	a	func-
tion	of	the	expectancy	that	the	act	will	be	followed	by	certain	consequences	(e.g.,	‘How	
vulnerable	am	I	to	the	danger?’)	and	the	value	of	those	consequences	(e.g.,	‘How	severe	
is	the	danger?’)”	(Prentice-Dunn	&	Rogers,	1986,	p.	157).	It	was	developed	in	the	1950s	
by	a	group	of	psychologists	to	help	explain	why	people	would	or	would	not	use	health	
	services	 (Rosenstock,	1966).	The	HBM	 is	based	on	Lewin’s	decision-making	model	
(Lewin,	1935,	1936;	Lewin	et	al.,	1944).	Since	its	creation,	the	HBM	has	been	used	to	
help		explain	a	variety	of	health	behaviors	(Becker,	1974;	Janz	&	Becker,	1984).

The	HBM	hypothesizes	 that	health-related	action	depends	on	 the	 simultaneous	
 occurrence of three classes of factors:

1. The	existence	of	sufficient	motivation	(or	health	concern)	to	make	health	issues	
	salient	or	relevant.

Behavioral
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Attitude
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Behavior

Control
Beliefs

Perceived
Behavioral

Control

Normative
Beliefs

Subjective
Norm Intention Behavior

Actual
Behavioral

Control

Figure 7.2 Theory of Planned Behavior diagram
Source: Theory of Planned Behavior Diagram. icek ajzen. Copyright © 2006 by icek ajzen. reprinted with permission.
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2. The	belief	that	one	is	susceptible	(vulnerable)	to	a	serious	health	problem	or	to	the	
sequelae	of	that	illness	or	condition.	This	is	often	termed	perceived threat.

3. The	belief	that	following	a	particular	health	recommendation	would	be	benefi-
cial	in reducing	the	perceived	threat,	and	at	a	subjectively	acceptable	cost.	Cost	
	refers	to the	perceived barriers	that	must	be	overcome	in	order	to	follow	the	health	
	recommendation;	it	includes,	but	is	not	restricted	to,	financial	outlays	(Rosenstock	
et al.,	1988,	p.	177).	In	fact,	the	lack	of	self-efficacy	is	also	seen	as	a	perceived		barrier	
to	taking	a	recommended	health	action	(Strecher	&	Rosenstock,	1997).

Figure 7.3	provides	a	diagram	of	the	HBM	as	presented	by	Becker,	Drachman,	and	
Kirscht	(1974).

In	recent	years,	self-efficacy	has	become	a	more	meaningful	concept	in	the		perceived	
barriers	construct	of	the	HBM.	When	the	HBM	was	first	conceived,	self-efficacy	was	not	
explicitly	a	part	of	it.	“The	original	model	was	developed	in	the	context	of	circumscribed	
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Figure 7.3 The hBM as a Predictor of Preventive health Behavior
Source: “a new approach to explaining sick-role Behavior in low income Populations.” M. h. Becker et al, from American Journal of 
Public Health, Vol. 64, no. 3, pp. 205–216. Copyright © 1974 by the american Public health association. reprinted with permission.
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preventive	health	actions	(accepting	a	screening	test	or	an	immunization)	that	were	not	
perceived	to	involve	complex	behaviors”	(Champion	&	Skinner,	2008,	p.	49).	However,	
when	program	planners	want	to	use	the	HBM	to	plan	health	promotion	interventions	
for	priority	populations	 in	need	of	 lifestyle	behaviors	 requiring	 long-term	changes,	
	self-efficacy	must	be	included	in	the	model.	Therefore,	“[f]or	behavior	change	to	succeed,	
people	must	(as the	original	HBM	theorizes)	feel	threatened	by	their	current	behavioral	
	patterns	(perceived	susceptibility	and	severity)	and	believe	that	change	of	a	specific	kind	
will		result	in	a	valued	outcome	at	acceptable	cost.	They	must	also	feel	themselves	com-
petent	(self-efficacious)	to	overcome	perceived	barriers	to	taking	action”	(Champion	&	
Skinner, 2008,	p.	50).

Here	is	an	example	of	the	HBM	applied	to	exercise.	Someone	watching	television	
sees	an	advertisement	about	exercise.	This	 is	a	cue	 to	action	 that	 starts	her	 think-
ing	 about	 her	 own	need	 to	 exercise.	There	may	 be	 some	 variables	 (demographic,	
	sociopsychological,	and	structural)	 that	cause	her	to	think	about	 it	a	bit	more.	She	
remembers	her	college	health	course	that	 included	information	about	heart	disease	
and	the	 importance	of	staying	active.	She	knows	she	has	a	higher	than	normal	risk	
for	heart	disease	because	of	family	history,	poor	diet,	and	slightly	elevated	blood	pres-
sure.	Therefore,	she	comes	to	the	conclusion	that	she	 is	susceptible	to	heart	disease	
 (perceived  susceptibility).	She	also	knows	that	if	she	develops	heart	disease,	it	can	be	
very	serious	 	(perceived seriousness/severity).	Based	on	these	 factors,	 the	 individual	
thinks	that	there	is	reason	to	be	concerned	about	heart	disease	(perceived	threat).	She	
knows	that	exercise	can	help	delay	the	onset	of	heart	disease	and	can	 increase	the	
chances	of	surviving	a	heart	attack	if	one	should	occur	(perceived benefits).	But	exer-
cise	takes	time	from	an	already	busy	day,	and	it	is	not	easy	to	exercise	in	the	variety	of	
settings	in	which	she	typically	finds	herself,	especially	during	bad	weather	(perceived	
barriers).	Her	confidence	in	being	able	to	exercise	regularly	will	also	be	important.	She	
must	now	weigh	the	threat	of	the	disease	against	the	difference	between	benefits	and	
barriers.	This	decision	will	then	result	 in	a	likelihood	of	exercising	or	not	exercising	
(likelihood of taking recommended preventive health action).

Protection Motivation Theory (PMT) The protection motivation theory	 (PMT),	
a 	value-expectancy	theory,	was	originally	(Rogers,	1975)	“proposed	to	provide	explanations	
of	the		effects	of	fear	appeals	on	health	attitudes	and	behavior”	(Floyd,	Prentice-Dunn,	&	 
Rogers,	2000,	p.	409).	The	PMT	was	later	revised	and	extended	(Rogers,	R.,	1983)	to	
a more	general	theory	of	persuasive	communication	that	included	reward	and	self-efficacy	
	components.	The	PMT	has	some	similarities	to	the	HBM.	Both	are	premised	on	expec-
tancy-value	theory,	both	contain	a	cost-benefit	analysis	in	which	the	individual	weighs	
the	costs	of	taking	a	precautionary	action	against	the	expected	benefits	of	taking	action,	
and	both	share	an	emphasis	on	cognitive	processes	mediating	attitudinal	and	behavioral	
change	(Floyd	et	al.,	2000;	Prentice-Dunn	&	Rogers,	1986).

As	explained	by	the	PMT,	inputs	come	from	environmental	sources	of	information	
such	as	verbal	persuasion	and	observational	learning,	and	from	intrapersonal	sources such	
as	one’s	personality	and	feedback	from	personal	experiences	associated	with	the	targeted	
maladaptive	and	adaptive	responses	(Floyd	et	al.,	2000)	(see	Figure 7.4).	Based	on	these	
inputs	people	make	a	cognitive	assessment	of	whether	there	is	a	threat	to	their	health.	
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Information	about	a	threat	to	one’s	health	arouses	two	cognitive	mediating		processes:	
threat	appraisal	and	coping	appraisal	(Floyd	et	al.,	2000;	McClendon	&	Prentice-Dunn,	
2001)	(see	Figure 7.5).

The	threat	appraisal	process	is	addressed	first	because	a	threat	to	one’s	health	must	
be	perceived	or	identified	before	there	can	be	an	assessment	of	the	coping	options	(Floyd	
et	al.,	2000).	Threat	appraisal	assesses	maladaptive	behaviors	(e.g.,	physical		inactivity,	
smoking,	overeating,	binge	drinking).	The	assessment	includes:	(1)	a	review	of	intrinsic	
(e.g.,	physical	and	psychological	pleasure	such	as	feeling	“good”)	and	extrinsic	(e.g.,	peer	
approval	such	as	receiving	attention)	rewards;	and	(2)	a	review	of	the	perceived	sever-
ity	of	and	the	perceived	vulnerability	to	the	threat.	“Rewards	increase	the		probability	
of	selecting	the	maladaptive	response	(not	to	protect	self	or	others),	whereas	threat	will	
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Figure 7.4 overall Model of Protection Motivation Theory
Source: “a Meta-analysis of research on Protection Motivation Theory.” donna l. floyd, steven Prentice-dunn, 
 ronald W. rogers, from Journal of Applied Social Psychology, Volume 30. Copyright © 2000 by John Wiley & sons, inc. 
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decrease	the	probability	of	selecting	the	maladaptive	response”	(Floyd	et	al.,	2000,	p.	410).	
“Thus	the	rewards	minus	the	sum	of	severity	and	vulnerability	indicate	the	amount	of	
threat	experienced	by	the	individual”	(McClendon	&	Prentice-Dunn,	2001,	p.	322).

Coping	appraisal	assesses	adaptive	behaviors	(e.g.,	health	enhancing	behaviors).	This	
type	of	assessment	includes:	(1)	a	review	of	response	efficacy	(e.g.,	belief	that	the	coping	
action	will	avert	the	threat)	and	self-efficacy	(i.e.,	belief	that	the	person	is		capable	of	com-
pleting	the	coping	action);	and	(2)	a	review	of	the	response	costs	(e.g., 	“inconvenience,	
expense,	unpleasantness,	difficulty,	complexity,	side		effects,	disruption	of	daily	life,	and	
overcoming	habit	strength”	[Rogers,	1984,	p.	104]).	“Response	efficacy	and	self-efficacy	
will	increase	the	probability	of	selecting	the	adaptive	response,	whereas	response	costs	
will	decrease	 the	probability	of	selecting	the	adaptive	response”	(Floyd	et	al.,	2000,	
p. 411).	In	sum,	the	amount	of	coping	appraisal	experienced	is	indicated	by	the	sum	of	
response	efficacy	and	self-efficacy	minus	the	response	costs”	(McClendon	&	Prentice-
Dunn,	2001,	p.	322).

When	the	results	of	the	threat	appraisal	and	coping	appraisal	processes	are		combined	
it	is	the	protective	motivation	that	an	individual	possesses.	Stated	a	bit	differently,	“The	
output	of	these	appraisal-mediating	processes	is	the	decision	(or	intention)	to	initiate,	
continue,	or	inhibit	the	applicable	adaptive	responses	(or	coping	modes)”	(Floyd	et	al.,	
2000,	p.	411).	When	using	the	PMT	to	design	an	intervention	protection	motivation	has	
been	measured	using	behavioral	intentions	(Floyd	et	al.,	2000).

Prentice-Dunn	and	Rogers	(1986,	p.	156)	offered	the	following	summary	of	the PMT:

PMT	assumes	that	protection	motivation	is	maximized	when:	(i)	the	threat	to	health	is	
severe;	(ii)	the	individual	feels	vulnerable;	(iii)	the	adaptive	response	is	believed	to	be	an	
effective	means	for	averting	the	threat;	(iv)	the	person	is	confident	in	his	or	her	abilities	
to	complete	successfully	the	adaptive	response;	(v)	the	rewards	associated	with	the	mal-
adaptive	behavior	are	small;	and	(vi)	the	costs	associated	with	the	adaptive	response	are	
small.	Such	factors	produce	protection	motivation	and,	subsequently,	the	enactment	of	
the	adaptive,	or	coping,	response.

Since	its	development,	the	protection motivation theory has been successfully used 
to	create	program	interventions	for	a	number	of	different	health	behaviors	(Floyd	et	al.,	
2000).	Some	applications	of	the	theory	have	included:	breast	self-examination	(Fry	&	
Prentice-Dunn,	2006),	 living	wills	(Allen,	Phillips,	Whitehead,	Crowther,	&	Prentice-
Dunn,	2009),	sun	protection	behavior/skin	cancer	(McMath	&	Prentice-Dunn,	2005;	
Prentice-Dunn,	McMath,	&	Cramer,	 2009),	 and	weight	 loss	 and	 bariatric	 surgery	
(Boeka,	Prentice-Dunn,	&	Lokken,	2010).

elaboration Likelihood Model of Persuasion (eLM) The Elaboration Likelihood Model of 
Persuasion, or the Elaboration Likelihood Model	(ELM)	for	short,	was		initially	devel-
oped	to	help	explain	inconsistencies	in	the	results	from	research	dealing	with	the	study	
of	attitudes	(Petty,	Barden,	&	Wheeler,	2009).	Specifically,	the	model	was		designed	to	
help	explain	how	persuasion	messages	(communication)	aimed	at	changing		attitudes	
were	 received	 and	 processed	 by	 people.	Though	 not	 created	 specifically	 for	 health	
	communication,	since	 its	development	the	ELM	has	been	used	to	help	 interpret	and	
	predict	the	impact	of	health	messages	(see	Figure 7.6).
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The	utility	of	the	ELM	is	that	it	does	three	things.	First,	the	ELM	proposes	that	atti-
tudes	can	be	formed	as	a	result	of	two	different	types	of	routes	to	persuasion—peripheral	
and	central	processing	routes	(Petty	et	al.,	2009).	The	distinction	between	the	two	routes	
is	the	amount	of	elaboration.	Elaboration	refers	to	the	amount	of	cognitive	processing	
(i.e.,	thought)	that	a	person	puts	into	receiving	messages.	The	peripheral	route	processes	
involve	minimal	thought	and	rely	on	superficial	cues	or	mental	shortcuts	(called	heuris-
tics)	about	issue-relevant	information	as	primary	means	for	attitude	change	(Petty	et al.,	
2009).	For	example,	people	may	form	an	attitude	after	hearing	a	persuasive	message	
simply	because	the	person	delivering	the	message	is	someone	that	they	admire.	On	the	
other	hand,	central	route	processes	involve	thoughtful	consideration	(or	effortful	cogni-
tive	elaboration)	of	issue-relevant	information	and	one’s	own	cognitive	responses	as	the	
primary	bases	for	attitude	change	(Petty	et	al.,	2009).	“Two	conditions	are	necessary	for	
effortful	processing	to	occur—the	recipient	of	the	message	must	be	both	motivated and 
able	to	think	carefully”	(Petty	et	al.,	2009,	p.	188).	An	example	of	central	route	process-
ing	would	be	a	motorcyclist’s	formation	of	an	attitude	about	wearing	a	helmet	based	
on	thoughtful	consideration	of	a	message	about	the	pros	and	cons	of	helmet	use	along	
with	recalling	knowledge	gained	in	a	motorcycle	safety	class	and	possibly	the	results	of	a	
	motorcycle	crash	in	which	his	or	her	cousin	was	involved.

It	should	be	clear	that	the	distinction	between	the	peripheral	and	central	routes	
is	 the	amount	of	consideration	given	to	 the	 issue-relevant	 information	and	how	the	
	information	is	processed,	not	the	type	of	 information	itself	 (Petty,	Wheeler,	&	Bizer,	
1999).	Yet	not	all	messages	fall	neatly	into	either	peripheral	or	central	categories	of	pro-
cessing.	People	really	receive	messages	along	an	elaboration	likelihood	continuum.	The	
continuum	stretches	from	one	end	and	is	anchored	with	processes	requiring	no	think-
ing,	like	classical	conditioning	(see	discussion	on	stimulus	response	theory	earlier	in	the	
chapter),	to	processes	requiring	some	effortful	thinking	such	as	inferences	based	on	one’s	
experiences,	to	processes	requiring	careful	consideration	(Petty	et	al.,	2009).

Second,	when	comparing	the	consequences	of	the	two	routes	there	are	times	when	
the	result	 is	similar.	However,	the	two	routes	usually	lead	to	attitudes	with	different	
	consequences.	“High	effort	central	route	processes	are	more	likely	to	lead	to	attitudes	
that	are	persistent	over	time,	resistant	to	counterattack,	and	influential	in	guiding	thought	
and	behavior	than	are	peripheral	process”	(Petty	et	al.,	2009,	pp.	207–208).

Third,	“the	model	specifies	how	variables	have	an	impact	on	persuasion”	(Petty	
et al.,	2009,	p.	197).	The	variable	can	have	an	influence	on	people’s	motivation	to	think	
or		ability	to	think,	as	well	as	the	valence	of	people’s	thought	or	the	confidence	in	the	
thoughts	generated	(Petty	et	al.,	2009).	For	example,	variables	that	have	an	impact	on	
how	a		message	is	processed	are	the	source	of	the	message	(e.g.,	friend,	expert),	the	mes-
sage	 itself	 (e.g.,	 funny,	serious),	 the	context	 (e.g.,	delivered	person-to-person,	on	the	
Internet),	and	various	characteristics	of	the	recipient	(e.g.,	intelligence,	age,	attentiveness).

The	ELM	has	been	used	to	develop	a	variety	of	interventions	for	health	promotion	
programs.	The	one	area	where	the	ELM	has	been	most	useful	in	health	promotion	has	
been	with	message	tailoring.	Tailored messages	are	those	that	are	“crafted	for	and	deliv-
ered	to	each	individual	based	on	individual	needs,	interests,	and	circumstances”	(NCI,	
2002,	p.	251).	In	other	words,	tailored	messages	are	matched	to	the	needs,	interests,	and	
circumstances	of	the	intended	recipient.	It	has	been	found	that	the	more	tailored	the	
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persuasive	communication,	the	more	relevant	it	is	to	the	recipient,	and	the	more	likely	
the	message	will	be	processed	through	the	central	route.	And,	if	a	message	is	processed	
through	the	central	route	the	more	likely	it	will	impact	attitude	and	behavior	change.

Information-Motivation-behavioral (IMb) skills Model The information-motivation-be-
havioral skills model	(IMB)	(see	Figure 7.7) was initially created to address the criti-
cal	need	for	a	strong	theoretical	basis	for	HIV/AIDS	prevention	efforts	(Fisher	&	Fisher,	
1992).	There	is	empirical	evidence	to	support	that	it	has	been	useful	in	these	efforts	(Fisher,	
Fisher,	&	Shuper,	2009).	Since	its	development,	and	because	of	it	success	in	dealing	with	
HIV/AIDS	prevention	behavior,	it	has	been	applied	to	a	number	of	other	risk-reduction	
behaviors	(Fisher	et	al.,	2009).	According	to	the	IMB	model,	the	constructs	of	information,	
motivation,	and	behavioral	skills	are	the	fundamental	determinants	of	preventive	behavior.	
The	information	provided	needs	to	be	relevant,	easily	enacted	based	on	the	specific	circum-
stances,	and	serve	as	a	guide	to	personal	preventive	behavior.	“In	addition	to	facts	that	are	
easy	to	translate	into	behavior,	the	IMB	model	recognizes	additional	cognitive	processes	
and	content	categories	that	significantly	influence	performance	of	preventive	behavior”	
(Fisher	et	al.,	2009,	p.	27).	Such	as	the	simple	decision	rules	a	person	may	hold,	like	“if	my	
best	friend	is	willing	to	ride	a	motorcycle	without	a	helmet,	it	must	be	okay.”

Even	though	people	are	well	informed	about	a	particular	health	issue,	they	may	not	
be	motivated	to	act.	According	to	the	IMB	model,	prevention	motivation	includes	both	
personal	motivation	to	act	(i.e.,	one’s	attitude	toward	a	specific	behavior)	and		social	
	motivation	to	act	(is	there	social	support	for	the	preventive	behavior?)	(Fisher	et	al.,	
2009).	Both	types	of	motivation	are	necessary	for	action	to	occur.

In	addition	to	people	being	well	informed	and	motivated	to	act,	the	IMB	model	also	
asserts	that	people	must	possess	behavioral	skills	to	engage	in	the	preventive	behavior.	
The	behavioral	skills	component	of	the	IMB	model	includes	an	individual’s	objective	
ability	and	his	or	her	perceived	self-efficacy	to	perform	the	preventive	behavior.

In	applying	the	IMB	model,	health	education	specialists	cannot	simply	use	their	
own	judgment	to	determine	what	information	to	provide,	how	best	to	motivate,	and	
what	behavioral	 skills	 to	 teach	 to	a	given	population.	The	process	 should	begin	by	

HIV Prevention
Motivation

HIV Prevention
Behavior Skills

HIV Prevention
Information

HIV Prevention
Behavior

Figure 7.7 The information-Motivation-Behavioral skills Model of hiV Prevention
Source: “Changing aids-risk Behavior.” J. d. and W. a. fisher from Psychological Bulletin 111(3). Copyright © 
1992 by the american Psychological association. adapted with permission.
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eliciting	information	from	a	subsample	of	the	priority	population	to	identify	deficits	in	
their	health-relevant	information,	motivation,	and	behavior	skills.	Next	health		education	
	specialists	need	 to	design	and	 implement	“conceptually-based, empirically-targeted, 
 population-specific”	(p.	29)	interventions,	constructed	on	the	bases	of	the	elicited		findings	
(Fisher	et	al.,	2009).	Then,	after	the	implementation	of	the	intervention,	health	education	
specialists	must	evaluate	the	intervention	to	determine	if	it	had	significant	and	sustained	
effects	on	the	information,	motivation,	and	behavioral	skill	determinants	of	the	preven-
tive	behavior	and	on	the	preventive	behavior	itself	(Fisher	et	al.,	2009).

The Transtheoretical Model (TTM)	 “The	Transtheoretical	Model	is	an	integrative	frame-
work	for	understanding	how	individuals	and	populations	progress	 toward	adopting	
and	maintaining	health	behavior	change	for	optimal	health.	The	Transtheoretical	Model	
uses	stages	of	change	to	integrate	processes	and	principles	of	change	from	across	major	
	theories	of	intervention,	hence	the	name	‘Transtheoretical’”	(Prochaska,	Johnson,	&	Lee,	
1998,	p.	59).	The	model	has	its	roots	in	psychotherapy	and	was	developed	by	Prochaska	
(1979)	after	he	completed	a	comparative	analysis	of	18	therapy	systems	and	a	critical	
review	of	300	therapy	outcome	studies.	From	the	analysis	and	review,	Prochaska	found	
that	some	common	processes	were	involved	in	change.

As	this	model	has	evolved,	researchers	have	applied	it	to	many	different	types	of	
health	behavior	change,	including	but	not	limited	to	alcohol	and	substance	abuse,		anxiety	
and	panic	disorders,	delinquency,	eating	disorders	and	obesity,	exercise,	high-fat	diets,	
HIV/AIDS	prevention,	mammography	screening,	medication	compliance,	unplanned	
pregnancy	prevention,	pregnancy	and	smoking,	sedentary	lifestyles,	weight	control,	sun	
exposure,	and	physicians	practicing	preventive	medicine	(Prochaska,	Redding,	&	Evers,	
2008;	Spencer,	Adams,	Malone,	Roy,	&	Yost,	2006).

The core constructs of the transtheoretical model include the stages of change, the 
processes	of	change,	the	pros	and	cons	of	changing,	self-efficacy,	and	temptation.	(see	
Table 7.3).	In	addition,	this	model	is	“based	on	critical	assumptions	about	the	nature	
of	behavior	change	and	interventions	that	can	best	facilitate	change”	(Prochaska	et	al.,	
1998,	p.	60).	These	constructs	and	assumptions	will	be	discussed	next.

Behavioral	change	does	not	occur	overnight.	A	person	does	not	go	to	bed	at	night	
as	a	nonexerciser	 and	wake	up	 the	next	morning	as	an	 exerciser.	Behavior	 change	
	occurs	over	time.	Thus,	the	stage	construct	is	an	important	part	of	the	transtheoreti-
cal	model	because	it	represents	the	temporal	dimension	of	change	(Prochaska	et	al.,	
2008).	The	model	suggests	that	“people	move	from	precontemplation, not intending to 
change, to contemplation,	intending	to	change	within	6	months,	to	preparation,	actively	
 planning change, to action,	overtly	making	changes,	and	into	maintenance,	taking	steps	
to		sustain	change	and	resist	temptation	to	relapse”	(Prochaska,	Redding,	Harlow,	Rossi,	
&	Velicer,	1994).	The	precontemplation stage	is	defined	as	a	time	in	which	“people	do	
not	intend	to	take	action	in	the	near	term,	usually	measured	as	the	next	six	months.	The	
outcome	interval	may	vary,	depending	on	behavior.	People	may	be	in	this	stage	because	
they	are	uninformed	or	under-informed	about	the	consequences	of	their	behavior.	Or	
they	may	have	tried	to	change	a	number	of	times	and	become	demoralized	about	their	
abilities	to	change”	(Prochaska	et	al.,	2008,	p.	100).	People	in	this	stage	“tend	to	avoid	
reading,	talking,	or	thinking	about	their	high-risk	behaviors”	(Prochaska	et	al.,	1998).	 
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Table 7.3 Transtheoretical Model Constructs

Constructs Description

Stages of Change

Precontemplation no intention to take action within the next 6 months
Contemplation intends to take action within the next 6 months
Preparation intends to take action within the next 30 days and has taken some  

 behavioral steps in this direction
action has changed overt behavior for less than 6 months
Maintenance has changed overt behavior for more than 6 months

Decisional Balance
Pros The benefits of changing
Cons The costs of changing

Self-Efficacy
Confidence Confidence that one can engage in the healthy behavior across  

 different challenging situations
Temptation Temptation to engage in the unhealthy behavior across different  

 challenging situations

Processes of Change
Consciousness raising finding and learning new facts, ideas, and tips that support the  

 healthy behavior change
dramatic relief experiencing the negative emotions (fear, anxiety, worry) that go  

 with unhealthy behavioral risks
self-reevaluation realizing that the behavior change is an important part of one’s  

 identity as a person
environmental reevaluation realizing the negative impact of the unhealthy behavior, or the  

 positive impact of the healthy behavior, on one’s proximal social  
 and/or physical environment

self-liberation Making a firm commitment to change
helping relationships seeking and using social support for the healthy behavior change
Counterconditioning substitution of healthier alternative behaviors and/or cognitions for  

 the unhealthy behavior
reinforcement Management increasing the rewards for the positive behavior change and/or  

 decreasing the rewards of the unhealthy behavior
stimulus Control removing reminders or cues to engage in the unhealthy behavior  

 and/or adding cues to reminders to engage in the healthy behavior
social liberation realizing that social norms are changing in the direction of  

 supporting the healthy behavior change

Source:  SPM Handbook for Health Assessment Tools. Colleen a. redding, Joseph s. rossi, s. r. rossi, W. f. Velicer, and J. o. 
Prochaska. Copyright © 1999 by the society of Prospective Medicine. reprinted with permission from the authors.

The second stage, contemplation is the stage in which “people intend to change their 
behaviors	in	the	next	six	months”	(Prochaska	et	al.,	2008,	p.	100).	It	occurs	when	peo-
ple	are	aware	that	a	problem	exists	and	are	seriously	thinking	about	a	behavior	change	
but	have	not	yet	made	a	commitment	to	take	action.	They	are	more	open	to	feedback	
and	information	about	the	problem	behavior	than	those	in	the	precontemplation	stage	
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(Redding	et	al.,	1999).	For	example,	most	smokers	know	that	smoking	is	bad	for	them	
and consider quitting, but are not quite ready to do so. The third stage is called prepa-
ration	and	combines	intention	and	behavioral	criteria.	In	this	stage,	“people	intend	to	
take	action	soon,	usually	measured	as	 the	next	month.	Typically,	 they	have	already	
taken	some	significant	step	toward	the	behavior	in	the	past	year.	They	have	a	plan	of	
action,	such	as	joining	a	health	education	class,	consulting	a	counselor,	talking	to	their	
physician,	buying	a	self-help	book,	or	relying	on	a	self-change	approach”	(Prochaska	
et	al.,	2008,	p.	100).	“These	are	the	people	we	should	recruit	for	such	action-oriented	
programs	as	smoking	cessation,	weight	loss,	or	exercise”	(Prochaska	et	al.,	1998,	p.	61).

People	are	in	the	fourth	stage,	the	action stage,	when	they	have	made	overt	changes	
in	 their	behavior,	 experiences,	or	 environment	 in	order	 to	overcome	 their	problems	
within	the	past	six	months.	This	stage	of	change	reflects	a	consistent	behavior	pattern,	
is	usually	the	most	visible,	and	receives	the	greatest	external	recognition	(Prochaska,	
DiClemente,	&	Norcross,	1992).	Since	the	behavior	change	is	very	new	in	this	stage	
and	the	chance	of	relapse	is	high,	considerable	attention	still	must	be	given	to	relapse	
prevention	(Redding	et	al.,	1999).	Also,	“not	all	modifications	of	behavior	count	as	ac-
tion	in	this	model.	People	must	attain	a	criterion	that	scientists	and	professionals	agree	
is	sufficient	to	reduce	risks	of	disease”	(Prochaska	et	al.,	2008,	p.	102).	For		example,	in	
smoking,	reduction	in	the	number	of	cigarettes	smoked	does	not	count,	only	total	absti-
nence	(Prochaska	et	al.,	1998).	If	those	making	changes	continue	with	their	new	pattern	
of	behavior,	they	will	move	into	the	fifth	stage,	maintenance.

Working	to	prevent	relapse	is	the	focus	of	the	maintenance stage.	People	in	this	
stage	have	made	specific,	overt	modifications	in	then	lifestyles	for	at	least	six	months	
and	are	increasingly	more	confident	that	they	can	continue	their	changes	(Prochaska	
et al.,	2008;	Prochaska	et	al.,	1998;	Redding	et	al.,	1999).	The	person’s	change	has	
become	more	of	a	habit	and	the	chance	of	relapse	is	 lower,	but	it	still	requires	some	
	attention	(Redding	et	al.,	1999).

The	final	stage	is	termination.	This	stage	is	defined	as	the	time	when	individuals	
who	have	changed	have	zero	temptation	to	return	to	their	old	behavior	and	they	have	
100%	self-efficacy—that	is,	a	lifetime	of	maintenance.	No	matter	what	their	mood,	they	
will	not	return	to	their	old	behavior	(Prochaska	et	al.,	2008).	This	is	a	stage	that	few	
people	reach	with	certain	behaviors	(e.g.,	drinking	for	alcoholics).	Since	this	may	not	be	
a	practical	goal	for	the	majority	of	people,	it	has	been	given	less	attention	in	the	research	
(Prochaska	et	al.,	2008).	Figure 7.8	provides	a	summary	of	the	stages	of	change.

The	second	major	construct	of	the	transtheoretical	model	is	the	processes of change 
(see	Table	7.3	for	an	explanation	of	the	10	processes).	“These	are	the	covert	and	overt	activ-
ities	that	people	use	to	progress	through	the	stages”	(Prochaska	et	al.,	2008,	p.	101).	Studies	
over	the	years	have	indicated	that	some	of	the	processes	are	more	useful	at	specific	stages	
of	change.	The	experimental	set	of	processes	(consciousness	raising,	dramatic	relief,	self-
reevaluation,	environmental	reevaluation,	and	social	liberation)	are	most	often	emphasized	
in	earlier	stages	(precontemplation,	contemplation,	and	preparation)	to	increase	intention	
and	motivation,	whereas	the	behavioral	set	of	processes	(helping	relationships,	countercon-
ditioning,	reinforcement	management,	stimulus	control,	and	self-liberation)	are	most	often	
utilized	in	the	later	stages	(preparation,	action,	maintenance)	as	observable	behavior	change	
efforts	get	underway	and	need	to	be	maintained	(Redding	et	al.,	1999)	(see	Table 7.4).
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Precontemplation

Contemplation

Relapse Preparation

Maintenance Action

Termination

Figure 7.8 The stages of Change
Source: “Models for Provider-Patient interaction: applications to health 
Behavior Change.” M. G. Goldstein from The Handbook of Health 
 Behavior Change. sally shumaker (ed.). Copyright © 1998 by sally 
 shumaker. reprinted with permission.

Table 7.4 Processes of Change That Mediate Progression Between the stages of Change

 Precontemplation Contemplation Preparation Action Maintenance

Processes Consciousness raising   

 dramatic relief    

 environmental  
 reevaluation    

  self-reevaluation self-liberation 

    Counter conditioning 

    helping relationships 

    reinforcement management

    stimulus control

Source: “The Transtheoretical Model and stages of Change.” J. o. Prochaska, C. a. redding, K. e. evers, in Health Behavior and 
Health Education: Theory, Research, and Practice. K. Glanz, B. K. rimer, and K. Viswanath (eds.). Copyright © 2008 by Jossey-
Bass. reprinted with permission.

The construct of decisional balance	refers	to	the	pros	and	cons	of	the	behavioral	
change.	That	is,	 individuals’	decisions	to	move	from	one	stage	to	the	next	are	based	
on	the	relative	importance	(pro),	or	the	lack	thereof	(con),	of	the	behavior	change	for	
the	individuals.	“Characteristically,	the	pros	of	healthy	behavior	are	low	in	the	early	
stages	and	increase	across	the	stages	of	change,	and	the	cons	of	the	healthy	behavior	
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are	high	in	the	early	stages	and	decrease	across	the	stages	of	change”	(Redding	et	al.,	
1999,	p.	90).

The fourth construct of the transtheoretical model is self-efficacy.	The	developers	of	
this	model	see	self-efficacy	as	it	was	defined	by	Bandura	(1977b),	as	people’s	confidence	
in	their	ability	to	perform	a	certain	behavior	or	task.	The	final	construct	of	the	trans-
theoretical	model	is	temptation.	Temptation	“reflects	the	converse	of	self-efficacy—the	
intensity	of	urges	to	engage	in	a	specific	behavior	when	in	difficult	situations.	Typically,	
three	factors	reflect	the	most	common	types	of	temptations:	negative	affect	or	emotional	
distress,	positive	social	situations,	and	craving”	(Prochaska	et	al.,	2008,	p.	102).	As	one	
might	guess,	temptation	decreases	as	one	moves	through	the	stages;	however,	even	in	the	
maintenance	stage	temptation	is	still	present.

As noted at the beginning of this discussion, the transtheoretical model not only in-
cludes	the	five	core	constructs	but	it	is	also	based	on	five	critical	assumptions	(Prochaska	
et al., 2008):

1. No	single	theory	can	account	for	all	the	complexities	of	behavior	change.	A	more	com-
prehensive	model	will	most	likely	emerge	from	an	integration	across	major	theories.

2. Behavior	change	is	a	process	that	unfolds	over	time	through	a	sequence	of	stages.

3. Stages	are	both	stable	and	open	to	change	just	as	chronic	behavioral	risk	factors	are	
stable and open to change.

4. The	majority	of	at-risk	populations	are	not	prepared	for	action	and	will	not	be	
served	by	traditional	action-oriented	behavior	change	programs.

5. Specific	processes	and	principles	of	change	should	be	emphasized	at	specific	stages	to	
maximize	efficacy	(p.	103).

Since	its	development,	the	transtheoretical model	has	been	useful	in	several	differ-
ent	ways.	The	first	is	that	it	makes	program	planners	aware	that	not	everyone	is	ready	
for	change	“right	now,”	even	though	there	is	a	program	that	can	help	them	modify	their	
	behavior.	People	proceed	through	behavior	change	at	different	paces.	Second,	if	individu-
als	are	not	ready	for	action	right	now,	then	other	programs	can	be	developed	to	help	them	
become	ready	for	action.	Box 7.3	provides	an	example	how	to	“stage”	a	person	with	a	
series	of	transtheoretical	model	type	questions.	With	such	information,	planners	can	match	
a	person’s	stage	to	a	specific	intervention,	which	in	turn	can	increase	the	chances	that	the	

intervention	will	have	an	effect.

Precaution adoption Process Model (PaPM) The precaution adoption process model 
(PAPM)	 is	more	 recent	 than	 the	 transtheoretical model	 (TTM)	 (Weinstein,	 1988;	
Weinstein	&	Sandman,	1992).	Its	goal	“is	to	explain	how	a	person	comes	to	the	deci-
sion	to	take	action,	and	how	he	or	she	translates	that	decision	into	action”	(Weinstein	
et	al.,	2008,	p.	126).	Though	the	TTM	and	PAPM	are	both	stage	models	and	appear	
similar,	“it	is	mainly	the	names	that	have	been	given	to	the	stages	that	are	similar.	The	
number	of	stages	is	not	the	same	in	the	two	theories,	and	those	with	similar	names	are	
defined	quite	differently”	(Weinstein	&	Sandman,	2002a,	p.	125).	The	PAPM	is	most	
applicable	for	use	with	the	adoption	of	a	new	precaution,	or	the	abandonment	of	a	
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risky	behavior	that	requires	a	deliberate	action.	It	can	also	be	used	to	explain	why	and	
how	people	make	deliberate	changes	in	habitual	patterns.	It	is	not	applicable	for	actions	
that	require	the	gradual	development	of	habitual	patterns	of	behavior	such	as	exercise	
and diet (Weinstein et al., 2008).

The	PAPM	includes	seven	stages	along	the	 full	path	 from	ignorance	to	action	
(see Figure 7.9).

At	some	initial	point	in	time,	people	are	unaware	of	the	health	issue	(Stage	1)	[Unaware].	
When	they	first	learn	something	about	the	issue,	they	are	no	longer	unaware,	but	they	are	
not	yet	engaged	by	it	either	(Stage	2)	[Unengaged].	People	who	reach	the	decision-making	
stage	(Stage	3)	[Deciding	about	acting]	have	become	engaged	by	the	issue	and	are	
considering	their	response.	This	decision-making	process	can	result	in	one	of	three	
outcomes:	they	may	suspend	judgment,	remaining	in	Stage	3	for	the	moment;	they	may	
decide	to	take	no	action,	moving	to	Stage	4	[Decide	not	to	act]	and	halting	the	precaution	

Box 7.3  Application—An Example of Using Questions Based 
on the TransTheoreTical Model to “Stage” a Person

 1. do you eat at least five servings of fruits and vegetables each day?

yes—Move to question #2

no—skip to question #3

 2. have you been doing so for more than six months?

yes—Maintenance stage

no—action stage

 3. do you intend to in the next 30 days?

yes—Preparation stage

no—Move to question #4

 4. do you intend to in the next six months?

yes—Contemplation stage

no—Precontemplation stage

Stage 1
Unaware of

Issue

Stage 2
Unengaged

by Issue

Stage 5
Decided
to Act

Stage 6
Acting

Stage 7
Maintenance

Stage 3
Deciding

About Acting

Stage 4
Decided Not

to Act

Figure 7.9 stages of the Precaution adoption Process Model
Source: Health Behavior and Health Education: Theory, Research, and Practice, by Karen Glanz, Barbara K. rimer, and K. Viswanath. 
Copyright © 2008 by John Wiley & sons, inc. reproduced with permission.
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adoption	process,	at	least	for	the	time	being;	or	they	may	decide	to	adopt	the	precaution,	
moving	to	Stage	5	[Decide	to	act].	For	those	who	decide	to	adopt	the	precaution,	the	next	
step	is	to	initiate	the	behavior	(Stage	6)	[Acting].	A	seventh	stage,	if	relevant,	indicates	that	
the	behavior	has	been	maintained	over	time	(Stage	7)	[Maintenance].	(Weinstein	et	al.,	
2008,	p.	126;	note:	names	of	the	stages	were	inserted	by	McKenzie,	Neiger,	&	Thackeray.)

As	with	the	TTM,	the	usefulness	of	this	model	is	its	ability	to	identify	various	stages	
of	the	behavior	change	process	(see	Box 7.4).	Once	it	is	known	what	stage	the	program	
participants	are	in,	then	the	program	planners	can	develop	a	stage-specific	intervention	
to	move	the	participants	toward	action.	Table 7.5	presents	the	important	issues	that	
need	to	be	addressed	to	move	participants	from	one	stage	to	the	next.

Box 7.4  Application—An Example of Using a Question Based 
on the Precaution adoPtion Process Model to “Stage”  
a Person

What are your intentions for receiving the new vaccine for shingles?

•	 I	have	already	gotten	it.	(Stage	6)

•	 I	have	decided	to	get	it.	(Stage	5)

•	 I	have	thought	about	it	and	decided	not	to	get	it.	(Stage	4)

•	 I	am	not	sure.	I	am	still	trying	to	decide	whether	to	get	it	or	not.	(Stage	3)

•	 I	heard	there	was	a	vaccine,	but	I	really	haven’t	thought	much	about	it.	(Stage	2)

•	 I	was	not	aware	there	was	a	vaccine	for	shingles.	(Stage	1)

Table 7.5 examples of factors likely to determine Progress Between stages

Stage Transition Important Issues

stage 1 to stage 2 •	 Media	messages	about	the	hazard	and	precaution
stage 2 to stage 3 •	 Media	messages	about	the	hazard	and	precaution

•	 Communication	from	significant	other
•	 Personal	experience	with	hazard

stage 3 to stage 4 or stage 5 •	 Beliefs	about	hazard	likelihood	and	severity
•	 Beliefs	about	personal	susceptibility
•	 Beliefs	about	precaution	effectiveness	and	difficulty
•	 Behaviors	and	recommendations	of	others
•	 Perceived	social	norms
•	 Fear	and	worry

stage 5 to stage 6 •	 Time,	effort,	and	resources	needed	to	act
•	 Detailed	“how-to”	information
•	 Reminders	and	other	cues	to	action
•	 Assistance	in	carrying	out	action

Source: Health Behavior and Health Education: Theory, Research, and Practice, by Karen Glanz, Barbara K. rimer, and K. Viswanath. 
Copyright © 2008 by John Wiley & sons, inc. reproduced with permission.
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Interpersonal Level Theories
“At	the	interpersonal	level,	theories	of	health	behavior	assume	individuals	exist	within,	
and	are	influenced	by,	a	social	environment.	The	opinions,	thoughts,	behavior,	advice,	and	
support	of	the	people	surrounding	an	individual	influence	his	or	her	feelings	and	behavior,	
and	the	individual	has	a	reciprocal	effect	on	those	people”	(Rimer	&	Glanz,	2005,	p.	19).	
Those	individuals	who	have	the	greatest	influence	on	others	include	spouse/partner,	other	
family	members,	friends,	peers	(i.e.,	fellow	students	and	coworkers),	fellow	members	of	
social	groups,	health	care	providers,	religious	leaders,	and	others	(Rimer	&	Glanz,	2005).

Though	social	relationships	can	have	an	impact	on	many	different	human	behaviors,	
research	has	shown	that	they	can	be	a	powerful	influence	on	health	and	health	behaviors	
(Heaney	&	Israel,	2008).	Therefore	a	number	of	theories	have	been	created	to	explain	
concepts such as social learning	(learning	that	occurs	in	a	social	context),	social power 
(ability	to	influence	others	or	resist	activities	of	others),	social integration (structure and 
quality of relationships), social networks (“web of social relationships that surround indi-
viduals”)	(Heaney	&	Israel,	2008,	p.	190),	social support	(“aid	and	assistance	exchanged	
through	social	relationships	and	interpersonal	transactions”)	(Heaney	&	Israel,	2008,	
p. 191),	social capital	(“relationships	between	community	members	including	trust,	reci-
procity,	and	civic	engagement”)	(Minkler,	Wallerstein,	&	Wilson,	2008,	p.	294),	and	inter-
personal communication.	In	the	sections	that	follow,	we	present	a	detailed	description	of	
a	well-established	interpersonal	theory—the	social	cognitive	theory,	and	we	present	brief	
overviews	of	two	newer	theories—the	social	network	theory	and	the	social	capital	theory.	
These	latter	two	theories	may	be	theories	in	name	only.	Earlier	in	this	chapter	we	made	a	
distinction	between	theories	and	models.	You	may	remember	we	said	that	there	are	some	
theories	that	have	the	term	“model”	in	their	title	because	that	is	the	way	they	were	initially	
identified	and	now	that	there	is	empirical	evidence	to	call	them	theories	the	“model	title”	
has	remained	because	that	is	what	we	have	gotten	used	to	calling	them.	Well	we	believe	
that	the	social	network	and	the	social	capital	theories	may	have	been	prematurely	called	
theories	and	are	probably	more	in	the	model	stage.	But	again	as	Goodson	(2010)	stated,	 
“.	.	.	it	seems	to	matter	little	to	us	whether	we	deal	with	theories	or	with	models;	it	seems	
to	matter	even	less	what	labels	we	attach	to	them”	(p.	228).	Therefore,	the	important	
point	of	presenting	the	social	network	and	social	capital	theories	(or	models)	is	to	make	
you	aware	of	the	important	concepts	contained	in	each.

social Cognitive Theory (sCT)	 The	social	 learning	theories	(SLT)	of	Rotter	(1954)	and	
Bandura	(1977b)—or,	as	Bandura	(1986)	relabeled	them,	the	social cognitive theory 
(SCT)—combine	SR	theory	and	cognitive	theories.	Stimulus	response	theorists	empha-
size	the	role	of	reinforcement	in	shaping	behavior	and	believe	that	no	“thinking”	or	
“reasoning”	is	needed	to	explain	behavior.	However,	Bandura	(2001)	stated,	“If		actions	
were	performed	only	on	behalf	 of	 anticipated	 external	 rewards	 and	punishments,	
	people	would	behave	like	weather	vanes,	constantly	shifting	directions	to		conform	to	
whatever	influence	happened	to	impinge	upon	them	at	the	moment”	(p. 7).	Cognitive	
theorists	 believe	 that	 reinforcement	 is	 an	 integral	 part	 of	 learning,	 but	 emphasize	
the	role	of	subjective	hypotheses	or	expectations	held	by	the	individual	(Rosenstock	
et al.,	1988).	In	other	words,	reinforcement	contributes	to	learning,	but	reinforcement	
along	with	an	 individual’s	expectations	of	 the	consequences	of	behavior	determine	
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the	behavior.	“Behavior,	 in	 this	perspective,	 is	a	 function	of	 the	subjective	value	of	
an	outcome	and	the	subjective	probability	(or	‘expectation’)	that	a	particular	action	
will	achieve	that	outcome.	Such		formulations	are	generally	termed	‘value-expectancy’	
theories”	(Rosenstock	et	al.,	1988,	p.	176).	In	brief,	SCT	explains	human	functioning	
in	terms	of	triadic	reciprocal	causation	(Bandura,	1986).	“In	this	model	of	reciprocal	
causality,	 internal	personal	factors	 in	the	form	of	cognitive,	affective,	and	biological	
events,	 	behavioral	patterns,	and	environmental	 influences	all	operate	as	 interacting	
determinants	that	influence	one	another	bidirectionally”	(Bandura,	2001,	pp.	14–15).	
The	constructs	of	the	SCT	that	have	been	most	often	used	in	designing	health	promo-
tion	interventions	will	be	presented	here.

As	already	noted,	reinforcement	is	an	important	component	of	SCT.	According	to	
SCT,	reinforcement	can	be	accomplished	in	one	of	three	ways:	directly,	vicariously,	or	
through	self-reinforcement	(Baranowski,	Perry,	&	Parcel,	2002).	An	example	of	direct 
reinforcement	 is	a	group	facilitator	who	provides	verbal	feedback	to	participants	for	
a	job	well	done.	Vicarious reinforcement	 is	having	the	participants	observe	someone	
else	being	reinforced	for	behaving	in	an	appropriate	manner.	This	has	been	referred	to	
as observational learning	(Baranowski	et	al.,	2002)	or	social modeling.	In	a	system	of	
reinforcement	by	self-reinforcement,	the	participants	would	keep	records	of	their	own	
behavior,	and	when	the	behavior	was	performed	in	an	appropriate	manner,	they	would	
reinforce	or	reward	themselves.

If	individuals	are	to	perform	specific	behaviors,	they	must	know	first	what	the	behav-
iors	are	and	then	how	to	perform	them.	This	is	referred	to	as	behavioral capability.	For	
example,	if	people	are	to	exercise	aerobically,	first	they	must	know	that	aerobic	exercise	
exists,	and	second	they	need	to	know	how	to	do	it	properly.	Many	people	begin	exercise	
programs,	only	to	quit	within	the	first	six	months	(Dishman,	Sallis,	&	Orenstein,	1985),	
and	some	of	those	people	quit	because	they	do	not	know	how	to	exercise	properly.	They	
know	they	should	exercise,	so	they	decide	to	run	a	few	miles,	have	sore	muscles	the	next	
day,	and	quit.	Skill	mastery	is	very	important.	The	construct	of	expectations refers to the 
ability	of	human	beings	to	think,	and	thus	to	anticipate	certain	things	to	happen	in	certain	
situations.	For	example,	if	people	are	enrolled	in	a	weight	loss	program	and	follow	the	
directions	of	the	group	facilitator,	they	will	expect	to	lose	weight.	Expectancies, not to be 
confused	with	expectations,	are	the	values	that	individuals	place	on	an	expected	outcome.	
“Expectancies	influence	behavior	according	to	the	hedonic	principle:	if	all	other	things	
are	equal,	a	person	will	choose	to	perform	an	activity	that	maximizes	a	positive	outcome	
or	minimizes	a	negative	outcome”	(Baranowski	et	al.,	2002,	p.	173).	Someone	who	enjoys	
the	feeling	of	not	smoking	more	than	that	of	smoking	is	more	likely	to	try	to	do	the	things	
necessary to stop. The construct of self-control or self-regulation	states	that	individuals	
may	gain	control	of	their	own	behavior	through	monitoring	and	adjusting	it	(Clark	et al.,	
1992).	When	helping	individuals	to	change	their	behavior,	it	is	a	common	practice	to	have	
them	monitor	their	behavior	over	a	period	of	time,	through	24-hour	diet	or	smoking	
	records	or	exercise	diaries,	and	then	to	have	them	reward	(reinforce)	themselves	based	on	
their	monitored	performance.

One	construct	of	SCT	that	has	received	special	attention	in	health		promotion		programs	
is	self-efficacy	(Strecher	et	al.,	1986),	which	refers	to	the	internal	state	that	individuals	
experience	as	“competence”	to	perform	certain	desired	tasks	or	behavior,	“including	
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confidence	in	overcoming	the	barriers	to	performing	that	behavior”	(Baranowski	et	al.,	
2002,	p.	173).	“Unless	people	believe	they	can	produce	desired	results	and	forestall	det-
rimental	ones	by	their	actions,	they	have	little	incentive	to	act	or	to	persevere	in	the	face	
of	difficulties”	(Bandura,	2001,	p.	10).	Self-efficacy	is	situation	specific;	that	is,	individu-
als	may	be	self-efficacious	when	it	comes	to	aerobic	exercise	but	not	so	when	faced	with	 
reducing	the	amount	of	fat	in	their	diet.	People’s	competency	feelings	have	been	referred	
to as efficacy expectations.	Thus,	people	who	think	they	can	exercise	on	a	regular	basis	
no	matter	what	the	circumstances	have	efficacy	expectations.	Even	though	people	have	
efficacy	expectations,	they	still	may	not	want	to	engage	in	a	behavior	because	they	may	
not	think	the	outcomes	of	that	behavior	would	be	beneficial	to	them.	Stated	another	
way,	they	may	not	feel	that	the	reward	(reinforcement)	of	performing	the	behavior	is	
great	enough	for	them.	These	beliefs	are	called	outcome expectations.	For	example,	in	
order	for	individuals	to	quit	smoking	for	health	reasons	(behavior),	they	must	believe	
both	that	 they	are	capable	of	quitting	(efficacy	expectation)	and	that	cessation	will	
benefit	their	health	(outcome	expectation)	(I.	M.	Rosenstock,	personal	communication,	
April	1986).

Individuals	become	self-efficacious	in	four	main	ways:

1. Through	performance	attainments	(personal	mastery	of	a	task)

2. Through	vicarious	experience	(observing	the	performance	of	others)

3. As	a	result	of	verbal	persuasion	(receiving	suggestions	from	others)

4. Through	emotional	arousal	(interpreting	one’s	emotional	state)

The construct of emotional–coping response	states	that	for	people	to	learn,	they	must	
be	able	to	deal	with	the	sources	of	anxiety	that	may	surround	a	behavior.	For	example,	fear	
is	an	emotion	that	can	be	involved	in	learning;	according	to	this	construct,	participants	
would	have	to	deal	with	the	fear	before	they	could	learn	the	behavior.

The construct of reciprocal determinism	 states,	unlike	SR	theory,	 that	 there	 is	an	
	interaction	among	the	person,	the	behavior,	and	the	environment,	and	that	the	person	can	
shape	the	environment	as	well	as	the	environment	shape	the	person.	All	these	relationships	
are	dynamic.	Glanz	and	Rimer	(1995)	provide	a	good	example	of	this	construct:

A	man	with	high	cholesterol	might	have	a	hard	time	following	his	prescribed	low-fat	
diet	because	his	company	cafeteria	doesn’t	offer	low-fat	food	choices	that	he	likes.	
He can	try	to	change	the	environment	by	talking	with	the	cafeteria	manager	or	the	
company	medical	or	health	department	staff,	and	asking	that	healthy	food	choices	be	
added	to	the	menu.	Or,	if	employees	start	to	dine	elsewhere	in	order	to	eat	low-fat	
lunches,	the	cafeteria	may	change	its	menu	to	maintain	its	lunch	business.	(p.	15)

Finally,	there	is	one	other	construct	that	grew	out	of	the	social	learning	theory	of	
Rotter	(1954)	that	needs	to	be	mentioned	because	of	its	association	with	health	behavior.	
“Rotter	posited	that	a	person’s	history	of	positive	or	negative	reinforcement	across	a	
variety	of	situations	shapes	a	belief	as	to	whether	or	not	a	person’s	own	actions	lead	to	
those	reinforcements”	(Wallston,	1994,	p.	187).	Rotter	referred	to	this	construct	as	locus 
of control.	He	felt	that	people	with	internal	locus	of	control	perceived	that	reinforcement	
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was	under	their	control,	whereas	those	with	external	 locus	of	control	perceived	rein-
forcement	to	be	under	the	control	of	some	external	force.	In	the	1970s,	Wallston	and	
his	colleagues	at	Vanderbilt	University	began	testing	the	usefulness	of	this	construct	in	
predicting	health	behavior	(Wallston,	1994).	They	explored	the	concept	of	whether	indi-
viduals	with	internal	locus	of	control	were	more	likely	to	participate	in	health-enhancing	
behavior	than	those	with	external	locus	of	control.	They	began	their	work	by	examining	
locus	of	control	as	a	two-dimensional	construct	(internal	versus	external),	then	moved	
to	a	multidimensional	construct	when	they	split	the	external	dimension	into	“powerful	
others”	and	“chance”	(Wallston,	Wallston,	&	DeVellis,	1978).	After	a	number	of	years	of	
work	by	many	different	researchers,	Wallston	has	come	to	the	conclusion	that	locus	of	
control	accounts	for	only	a	small	amount	of	the	variability	in	health	behavior	(Wallston,	
1992).	The	internal	locus	of	control	belief	about	one’s	own	health	status	is	a	necessary	
but	not	sufficient	determinate	of	health-enhancing	behavior	(Wallston,	1994).	Since	the	
rise	of	the	construct	of	self-efficacy,	Wallston	(1994)	feels	that	self-efficacy	is	a	better	pre-
dictor	of	health-promoting	behavior	than	locus	of	control.	This	is	not	to	say	that	locus	of	
control	is	not	a	useful	construct	in	developing	health	promotion	programs.	Knowing	the	
locus	of	control	orientation	of	those	in	the	priority	population	can	provide	planners	with	
valuable	information	when	considering	social	support	as	part	of	a	planned	intervention.	
Table 7.6	provides	a	summary	of	the	constructs	of	the	SCT	and	an	example	of	how	each	
construct	might	be	operationalized.

social Network Theory (sNT)	 The	term	social network (“web of social relationships 
that	surround	people”)	(Heaney	&	Israel,	2008,	p.	190)	arose	in	the	1950s	from	the	
work	of	a	sociologist	who	studied	Norwegian	villages.	Barnes	(1954)	created	the	term	
to	describe	social	relationships	and	characteristics	of	the	villagers	that	could	not	be	de-
scribed	through	traditional	social	units	such	as	families	(Edberg,	2007;	Heaney	&	Israel,	
2009).	Since	that	time,	the	concept	has	continued	to	be	used	and	studied	by	sociolo-
gists	and	professionals	 in	various	other	disciplines	 including	health	education/health	
promotion.	To	support	the	work	of	health	education	specialists	there	is	now	evidence	
from	social	epidemiological	observational	studies	that	have	clearly	documented	the	
beneficial	effects	of	supportive	networks	on	health	status	 (Heaney	&	Israel,	2008).	
But	is	there	enough	evidence	to	suggest	there	is	such	a	thing	as	a	social network the-
ory	 (SNT)?	Heaney	and	 Israel	 (2008)	 feel	 that	 the	social	network,	and	 the	closely	
related	concept	of	social	support,	“do	not	connote	theories	per	se.	Rather,	 they	are	
concepts	that	describe	the	structure,	processes,	and	functions	of	social	relationships”	
(p.	193).	They	feel	that	 intervention	studies	are	“needed	to	identify	the	most	potent	
causal	agents	and	critical	time	periods	for	social	network	enhancement”	(p.	197).	For	
example,	 it	 is	not	known	how	much	social	networking	is	enough	to	enhance	health	
or	how	much	is	too	much.	It	is	also	not	known	what	are	the	characteristics	of	“good	
networks”	that	result	 in	positive	health	behavior	(e.g.,	regular	exercise)	versus	“bad	
networks”	that	lead	to	negative	health	behavior	(e.g.,	smoking).	But	what	is	known	is	
that	people	who	are	part	of	social	networks	are	as	a	whole	healthier	than	those	who	
are	not	involved	in	networks.
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One	person	who	has	written	about	SNT	is	Edberg	(2007).	He	has	described	differ-
ent	types	of	social	networks	(e.g.,	ego-centered	networks	and	full	relational	networks)	
(see Figure 7.10)	and	indicated	that	the	key	components	to	social	network	theory	are	
the	relationships	between	and	among	individuals	and	how	the	nature	of	those	relation-
ships	influences	beliefs	and	behaviors.	He	further	states	that	those	who	use	the	SNT	need	

Table 7.6 often-used Constructs of the social Cognitive Theory and examples 
of Their application

Construct Definition Example

Behavioral  
capability

Knowledge and skills necessary to 
perform a bahavior.

if people are going to exercise aerobically, 
they need to know what it is and how to 
do it.

Expectations Beliefs about the likely outcomes of 
certain bahaviors.

if people enroll in a weight-loss program, 
they expect to lose weight.

Expectancies Values people place on expected 
 outcomes.

how important is it to people that they 
become physically fit?

Locus of  
control

Perception of the center of control 
over reinforcement.

Those who feel they have control over 
reinforcement are said to have internal 
locus of control.
Those who perceive reinforcement under 
the control of an external force are said 
to have external locus of control.

Reciprocal  
determinism

“environmental factors influence 
 individuals and groups, but individuals 
and groups can also influence their 
environments and regulate their own 
behavior” (Mcalister, Perry, & Parcel, 
2008, p. 171).

lack of use of vending machines could 
be result of the choices within the 
 machine. notes about the selections 
from the nonusing consumers to the 
machine’s owners could change the 
 selections and change the selections 
and change the behavior of the 
 nonusing consumers to that of users.

Reinforcement  
(directly, vicariously, 
self-management)

responses to behaviors that  increase 
the chances of recurrence.

Giving verbal encouragement to those 
who have acted in a healthy manner.

Self-control, or 
self regulation

Gaining control over one’s own 
 behavior through monitoring and 
adjusting it.

if clients want to change their eating 
habits, have them monitor their current 
habits for seven days.

Self-efficacy People’s confidence in their ability to 
perform a certain desired task or 
function

if people are going to engage in a 
 regular exercise program, they must 
feel they can do it.

Collective  
efficacy

Beliefs about the ability of the group 
to perform concerted actions that 
bring desired outcomes (Mcalister 
et al., 2008, p. 171).

if a group of people is going to work to 
change a community’s culture toward 
healthy behavior, they must feel that 
they can do it.

Emotional-coping 
response

for people to learn, they must be 
able to deal with the sources of 
 anxiety that surround a behavior.

fear is an emotion that can be involved 
in learning, and people would have to 
deal with it before they could learn a 
behavior.

Source: Principles and Foundations of Health Promotion and Education. randall r. Cottrell, James T. Girvan, and James f.  
 McKenzie. Copyright © 2012 by Pearson education. reprinted with permission.
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to	consider	the	items	on	the	following	list	when	assessing	the	role	of	a	network	on	the	
health	behavior	of	individuals	who	are	part	of	the	network	(Edberg,	2007):

•	 Centrality	versus	marginality	of	individuals	in	the	network—how	much	involvement	
does	the	person	have	in	the	network?

•	 Reciprocity	of	relationships—are	relationships	one-way	or	two-way?

•	 Complexity	or	intensity	of	relationships	in	the	network—are	the	relationships	
	between	two	people	or	are	they	multiplexed?

•	 Homogeneity	or	diversity	of	people	in	the	network—do	all	members	of	the	network	
have	similar	characteristics	or	are	they	different?

•	 Subgroups,	cliques,	and	linkages—are	there	concentrations	of	interactions	among	
some	members	and	do	they	interact	or	are	they	isolated	from	others?

•	 Communication	patterns	in	the	network—how	does	information	pass	between	the	
members	in	the	network?

In	summary,	we	know	that	social	networks	can	impact	health,	but	the	specifics	of	
who	is	most	impacted	and	how	best	to	set	up	and	use	social	networks	are	unknown.	
Nevertheless,	because	of	the	impact	of	social	networks,	health	education	specialists	plan-
ning	interventions	need	to	consider	if	social	networks	should	be	a	part	of	the	strategy	
they	use	to	bring	about	change.	And	finally,	with	the	power	of	the	Internet	and	social	
networking,	the	impact	of	social	networks	in	the	work	of	health	education	specialists	
will to continue to grow.

Person in Network
(called “Alter”)

FOCUS individual
(called “Ego”)

Person 5

Person 4

Person 3

Person 2 Person 6

Figure 7.10 a simple sociogram, Centered on a “focus individual” or “ego.”
Source: Essentials of Health Behavior: Social and Behavioral Theory in Public Health. M edberg. Copyright © 2007 by Jones & 
 Bartlett learning. reprinted with permission.
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social Capital Theory	 The	often-quoted	definition	of	social capital is “the relationships and 
structures	within	a	community,	such	as	civic	participation,	networks,	norms	of	reciproc-
ity,	and	trust,	that	promote	cooperation	of	mutual	benefit”	(Putnam,	1995,	p.	66).	“Social	
capital	is	a	collective	asset,	a	feature	of	communities	rather	than	the	property	of	individu-
als.	As	such,	individuals	both	contribute	to	it	and	use	it,	but	they	cannot	own	it”	(Warren,	
Thompson,	&	Saegert,	2001,	p.	1).	The	term	got	its	start	in	political	science	and	has	been	
used	in	the	health	education/promotion	field	since	the	mid-1990s.	The	influence	of	social	
capital	is	well	documented	(Crosby	et	al.,	2009).	There	are	epidemiological	studies	that	
show	that	greater	social	capital	is	linked	to	several	different	positive	outcomes	(i.e.,	reduced	
mortality).	There	are	also	correlational	studies	that	show	that	lack	of	social	capital	is	related	
to	poorer	health	outcomes	(e.g.,	Kawachi,	Kennedy,	Lochner,	&	Prothrow,	1997).	But	as	
with	social	networks,	a	cause-effect	relationship	has	not	been	established	between	social	
capital	and	better	health.	“Social	capital	does	not	provide	theories	of	change,	tools,	or	time	
lines	for	change;	nor	does	it	necessarily	guarantee	improved	outcomes	if	social	capital	is	im-
proved”	(Minkler	&	Wallerstein,	2005,	p.	38),	but	it	does	seem	to	have	an	impact	on	health.

Figure 7.11	provides	a	graphic	representation	of	the	social	capital.	This	particular	
	figure	includes	the	key	concepts	of	Putman’s	(1995)	definition	of	social	capital	and	three	
different	types	of	network	resources—bonding,	bridging,	and	linking	social	capital.	These	
three	types	are	differentiated	based	on	the	strength	of	the	relationships	between/among	
those	people	 in	 the	 social	network	 (Hayden,	2009).	Originally,	bonding social capital 
(sometimes	referred	to	as	exclusive	social	capital)	was	defined	as	“the	type	that	brings	closer	

Social Capital

Norms &
Expectations

Bonding
Bridging
Linking

Trust and
Reciprocity

Figure 7.11 social Capital
Source: Introduction to Health Behavior Theory. J. hayden. Copyright © 2009 by Jones & Bartlett learning. 
reprinted with permission.
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together	people	who	already	know	each	other”	(Gittell	&	Vidal,	1998,	p.15),	but	since	then	
it	has	been		expanded	to	encompass	people	who	are	similar	or	people	who	are	members	
of	the	same	group.	Bonding	social	capital	would	come	from	those	who	are	members	in	a	
	service	organization	(e.g.,	Lions,	Elks,	American	Legion)	or	religious	community,	for	ex-
ample.	Bridging social capital	(sometimes	referred	to	as	inclusive	social	capital),	was	origi-
nally		defined	as	“the	type	that	brings	together	people	or	groups	who	previously	did	not	
know	each	other”	(Gittell	&	Vidal,	1998,	p.	15),	though	now	bridging	social	capital	is	seen	
more	as	the		resources	that	people	obtain	from	their	interaction	with	people	from	outside	
their	group,	oftentimes	from	people	with	different	demographic	characteristics.	An	example	
would	be	people	from	different	parts	of	a	community	working	to	create	a	community	park.

The	most	recently	recognized,	and	weakest,	network	resource	is	linking social  capital 
(Hayden,	2009).	In	this	type	of	network	resource	social	capital	comes	from		relationships	
between/among	“individuals	and	groups	in	different	social	strata	in	a	hierarchy	where	
power,	social	status,	and	wealth	are	accessed	by	different	groups”	(UK	Office	of	National	
Statistics,	2001,	p.	11).	An	 example	would	be	when	a	boss	 and	an	 employee	work	
	together	on	a	project.

Again,	as	with	social	networks	it	is	important	that	health	education	specialists	be	
aware	of	the	concept	of	social	capital	when	planning	interventions.	It	is	not	an	interven-
tion	in	itself,	but	it	is	a	concept	that	needs	to	be	considered	and	monitored.

Community Level Theories
As	noted	earlier	in	this	chapter,	the	community	level	theories	include	any	theory	that	
would	apply	to	the	last	three	levels	of	the	ecological	perspective—institutional,	com-
munity,	or	public	policy.	Community	level	theories	“explore	how	social	systems	function	
and	change	and	how	to	mobilize	community	members	and	organizations.	They	offer	
strategies	that	work	in	a	variety	of	settings	such	as	health	care	 institutions,	schools,	
worksites,	community	groups,	and	government	agencies”	(Rimer	&	Glanz,	2005,	p.	22).	
Like	the	other	levels	already	discussed	in	this	chapter,	a	number	of	different	community-
level	theories	are	available	for	health	planners.	Several	community	level	theories	involve	
community	organizing	and	developing	(see	Chapter	9).	The	following	section	presents	a	
discussion	of	a	stage	model	for	communities—the	community	readiness	model.

Community readiness Model (CrM)	 The	community	readiness	model	is	a	stage	theory	for	
communities.	The	concept	of	community	readiness	got	its	start	back	in	the	early	1990s,	grow-
ing	out	of	the	need	to	understand	the	problems	associated	with	developing	and	maintaining	
community	programs.	(See	Edwards,	Jumper-Thurman,	Plested,	Oetting,	& Swanson,	2000,	
for	a	description	of	the	origin	of	the	CRM.)	What	was	evident	from	the	beginning	is	that	
few	communities	were	alike.	They	may	have	had	similar	problems,	but	the	dynamics	in	each	
community	did	not	mean	that	the	starting	point	for	dealing	with	the	problem	could	be	the	
same.	“Communities	are	fluid—always	changing,	adapting,	growing”	(Edwards	et	al.,	2000,	
p.	291),	and	like	individuals,	communities	are	in	various	stages	of	readiness	for	change.	Yet,	
the	stages	of	change	for	communities	are	not	the	same	as	for	individuals.	“The	stages	of	
readiness	in	a	community	have	to	deal	with	group	processes	and	group	organization,	char-
acteristics	that	are	not	relevant	to	personal	readiness”	(Edwards	et al.,	2000,	p.	296–297).	
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Though	the	model	was	developed	initially	to	deal	with	alcohol	and	drug	abuse,	it	has	been	
useful	in	helping	with	a	variety	of	health	and	nutrition	topics	(e.g.,	AIDS	awareness,	elimi-
nation	of	heart	disease,	depression	awareness,	reduction	of	sexually	transmitted	diseases),	
environmentally	centered	programs	(e.g.,	air	quality	and	recycling),	and	social	programs	
(e.g.,	intimate	partner	violence	programs)	(Edwards	et	al.,	2000).

The	community	readiness	model	defines	nine	stages:

1. No Awareness.	The	problem	is	not	generally	recognized	by	the	community	or	leaders.

2. Denial.	There	is	little	or	no	recognition	in	the	community	that	there	is	a	problem;	if	
so, the feeling is nothing can be done about it.

3. Vague Awareness.	Feeling	among	some	in	the	community	there	is	a	problem	and	
something	should	be	done,	but	no	motivation	or	leadership	to	do	so.

4. Preplanning.	The	clear	recognition	by	some	that	there	is	a	problem	and	something	
should be done. There are leaders, but no focused or detailed planning.

5. Preparation. There is planning going on but it is not based on collected data. There 
is	leadership,	resources	are	being	sought,	and	there	is	modest	support	for	efforts.

6. Initiation.	Information	is	available	to	justify	and	begin	efforts.	Staff	is	in,	or	has	just	
completed,	training.	Leaders	are	enthusiastic	and	there	is	usually	little	resistance	and	
involvement	from	the	community	members.

7. Stabilization.	Program	is	running,	staffed,	and	supported	by	community	and	decision	
makers.	Program	is	perceived	as	stable	with	no	need	for	change.	May	include	routine	
tracking,	but	no	in-depth	evaluation.

8. Confirmation/Expansion.	Standard	efforts	are	in	place	and	supported	by	the	com-
munity	and	decision	makers.	Program	has	been	evaluated	and	modified,	and	efforts	
are	in	place	to	seek	resources	for	new	efforts.	Data	are	collected	on	an	ongoing	basis	
to	link	risk	factors	and	problems.

Table 7.7 Community readiness stages and Goals

Stage Goal

1. No Awareness raise awareness of the issue
2. Denial raise awareness that the problem or issue exists in the community
3. Vague Awareness raise awareness that the community can do something
4. Preplanning raise awareness with the concrete ideas to combat condition
5. Preparation Gather existing information to help plan strategies
6. Initiation Provide community-specific information
7. Stabilization stabilize efforts/programs
8. Confirmation/Expansion expand and enhance service
9. Professionalism Maintain momentum and continue growth

Source: “Community readiness: research to practice.” ruth W. edwards, Pamela Jumper-Thurman, Barbara a. 
Plested, eugene r. oetting, louis swanson, in Journal of Community Psychology 28(3). Copyright © 2000 by John 
Wiley & sons, inc. reprinted with permission.
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9. Professionalism.	Much	is	known	about	prevalence,	risk	factors,	and	cause	of	prob-
lems.	Highly	trained	staff	runs	effective	programs,	aimed	at	general	population	and	
appropriate	subgroups.	Programs	have	been	evaluated	and	modified.	Community	is	
supportive	but	should	hold	programs	accountable	(Edwards	et	al.,	2000).

A	community’s	readiness	can	be	assessed	through	interviews	with	key	informants.	
Once	the	stage	of	readiness	is	known,	like	the	other	stage	theories,	there	are	suggested	
processes	for	moving	a	community	from	one	stage	to	the	next.	Table 7.7 presents the 
nine stages and the goal for each stage.

Cognitive-behavioral Model of the relapse Process

For	most	people,	relapse	is	a	part	of	change.	Relapse	“refers	to	the	breakdown	or	failure	
in	a	person’s	attempt	to	change	or	modify	a	particular	habit	pattern,	such	as	stopping	
‘bad	habits’	or	developing	new,	optimal	health	behaviors”	(Marlatt	&	George,	1998,	 
p.	33).	Marlatt	and	George	(1998)	differentiate	between	relapse	(an	indication	of	total	
failure) and a lapse	(a	single	slip	or	mistake).	The	first	drink	or	cigarette	following	a	
period	of	abstinence	would	be	considered	a	lapse.	It	has	been	said	that	getting	people	to	
change	behavior	is	hard,	but	having	them	maintain	the	behavior	is	much	harder.	This	is	
nicely	illustrated	by	the	old	saying,	“Giving	up	smoking	is	easy;	I’ve	done	it	a	hundred	
times.”	At	one	time,	it	was	enough	for	program	planners	just	to	get	people	to	change	
their	behavior;	now	they	need	to	do	more.	Because	of	the	difficulty	of	maintaining	a	new	
behavior,	program	planners	need	to	give	special	attention	to	helping	those	in	the	priority	
population	avoid	slipping	back	to	their	previous	behaviors.

Although	much	of	the	early	research	dealing	with	this	concept	of	slipping	back	was	
conducted	using	addictive	behaviors,	such	as	substance	abuse	and	gambling,	the	concept	
applies	to	all	behavior	change,	including	preventive	health	behaviors.	Marlatt	(1982)	
indicates	that	a	high	percentage	of	individuals	who	enter	programs	for	health	behavior	
change	relapse	to	their	former	behaviors	within	one	year.	More	specifically,	research-
ers	have	warned	program	planners	of	recidivism	problems	with	participants	in	exercise	
(Dishman,	Sallis,	&	Orenstein,	1985;	Horne,	1975;	Simkin	&	Gross,	1994),	oral	health	
care	treatment	(McCaul	et	al.,	1990),	weight	loss	(Stunkard	&	Braunwell,	1980),	and	
smoking	cessation	(Leventhal	&	Cleary,	1980)	programs.	Therefore,	planners	need	to	
make	sure	that	program	interventions	include	the	skills	necessary	for	dealing	with	those	
difficult	times	during	behavior	change.

Marlatt	(1982)	refers	to	the	process	of	trying	to	prevent	slipping	back	as	relapse	
prevention.	Relapse	prevention,	which	is	based	on	the	social	cognitive	theory,	com-
bines	behavioral	skill-training	procedures,	cognitive	therapy,	and	lifestyle	rebalancing	
(Marlatt &	George,	1998).	Relapse prevention (RP)	is	“a	self-control	program	designed	to	
help	individuals	to	anticipate	and	cope	with	the	problem	of	relapse	in	the	habit-changing	
	process”	(Marlatt	&	George,	1998,	p.	33).	Relapse	is	triggered	by	high-risk situations. “A 
high-risk	situation	is	defined	broadly	as	any	situation	(including	emotional	reactions	to	
the	situation)	that	poses	a	threat	to	the	individual’s	sense	of	control	and	increases	the	risk	
of	potential	relapse”	(Marlatt	&	George,	1998,	p.	38).	Cummings,	Gordon,	and	Marlatt	
(1980),	in	a	study	of	clients	with	a	variety	of	problem	behaviors	(e.g.,	drinking,	smoking,	
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Figure 7.12 Cognitive-Behavioral Model of the relapse Process
Source:  Relapse Prevention: Maintenance Strategies in the Treatment of Addictive Behaviors. G. alan Marlatt and J. r. Gordon. 
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heroin	addiction,	gambling,	and	overeating),	found	high-risk	situations	tend	to	fall	into	
two	major	categories:	 intrapersonal	and	interpersonal	determinants.	They	found	that	
56%	of	the	relapse	situations	were	caused	by	intrapersonal	determinants,	such	as	negative	
	emotional	states	(35%),	negative	physical	states	(3%),	positive	emotional	states	(4%),	
testing	personal	control	(5%),	and	urges	and	temptations	(9%).	The	44%	of	the	situations	
represented	by	interpersonal	determinants	included	interpersonal	conflicts	(16%),	social	
pressure	(20%),	and	positive	emotional	states	(8%).	These	determinants	can	be	referred	
to as the covert antecedents	of	relapse.	That	is	to	say,	these	high-risk	situations	do	not	just	
happen;	instead,	they	are	created	by	what	Marlatt	(1982)	calls	lifestyle imbalances.

People	who	have	the	coping	skills	to	deal	with	a	high-risk	situation	have	a	much	
greater	chance	of	preventing	relapse	than	those	who	do	not.	Figure 7.12 illustrates the 
possible	paths	one	may	take	in	a	high-risk	situation	(Marlatt,	1982).

Marlatt	has	developed	both	global	(see	Figure 7.13)	and	specific	(see	Figure 7.14) 
self-control	strategies	for	relapse	intervention.	Specific	intervention	procedures	are	designed	
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to help participants anticipate and cope with the relapse episode itself, whereas the global 
intervention	procedures	are	designed	to	modify	the	early	antecedents	of	relapse,	including	
restructuring	of	the	participant’s	general	style	of	life.	A	complete	application	of	the	relapse	
prevention	model	would	include	both	specific	and	global	interventions	(Marlatt,	1982).

s U M M a r y

Many	theories	are	available	to	program	planners,	and	it	is	important	to	remember	that	no	
one	theory	is	best.	This	chapter	presented	an	overview	of	the	theories	that	are	most	often	
used	in	health	promotion	programs.	These	theories	are	important	for	planners	because	
they	provide	information	about	why	people	are,	or	are	not,	engaging	in	health-enhancing	
behaviors;	how	to	create	interventions;	and	what	factors	to	look	for	when	evaluating	a	
program.	Theories	can	be	categorized	in	a	number	of	ways.	This	chapter	presents	two	
categories.	The	first	 categorizes	 theories	by	 the	 level	of	 influence	at	which	 it	 is	most	
effective;	the	second	classifies	theories	as	either	the	continuum	or	stage	theories.	Table 7.8 
summarizes	the	theories	presented	in	the	chapter	and	the	major	components	of	each.

r e v I e w  Q U e s T I O N s

 1. Define	theory, using your own words.

 2. How	is	a	theory	different	from	a	model?

 3. How	do	concepts,	constructs,	and	variables	relate	to	theories?

 4. Why	is	it	important	to	use	theories	when	planning	and	evaluating	health	promotion	
programs?

 5. How	can	the	socio-ecological	approach	be	used	to	select	a	theory	for	use?

 6. What	makes	stage	theories	different	from	continuum	theories?

 7. What	is	the	underlying	concept	for	each	of	the	following	continuum	theories?

 a. Stimulus	response	theory

 b. Social	cognitive	theory

 c. Theory of reasoned action

 d. Theory	of	planned	behavior

 e. Health	belief	model

 f. Protection	motivation	theory

 g. Elaboration	likelihood	model	of	persuasion

 h. Information-motivation-behavioral	skills	model

 i. Social	network	theory

 j. Social	capital	theory
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Table 7.8 Major Components of the Theories That Underlie health Promotion interventions
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a C T I v I T I e s

1.	 Assume	that	you	have	identified	a	need	(health	problem)	for	a	given	priority	
	population.	In	a	two-page	paper:

a. State	who	the	priority	population	is	and	what	the	need	is.

b. 	Select	a	theory	to	use	as	a	guide	in	developing	an	intervention	to	address	the	problem.

c. Explain	why	you	chose	the	theory	that	you	did.

d. Defend	why	you	think	this	is	the	best	theory	to	use.

e. Show	how	the	problem	“fits	into”	the	theory.

2.	 In	a	two-page	paper,	identify	a	theory	that	you	plan	to	use	in	developing	the	
	intervention	for	the	program	you	are	planning.	Explain	why	you	chose	the	theory,	
and	why	you	think	it	is	a	good	fit	for	the	problem	you	are	addressing.

3.	Write	a	paragraph	on	each	of	the	following:

a. Using	the	stimulus	response	theory,	explain	why	a	person	might	smoke.

b.  Using	the	social	cognitive	theory	(SCT),	explain	how	you	could	help	people	
change their diets.

c.  Explain	how	the	SCT	construct	of	behavioral	capability	applies	to	managing	stress.

d.  Explain	the	differences	between,	and	the	relationship	of,	the	SCT	constructs	of	
expectations	and	expectancies.

e.  Explain	what	would	have	to	take	place	for	individuals	to	be	self-efficacious	with	
regard	to	taking	their	insulin.

f. 	Use	the	information-motivation-behavioral	skills	model	to	explain	how	to	
 encourage a person to eat a healthy diet.

g. Use	the	theory	of	planned	behavior	to	explain	how	a	smoker	stops	smoking.

h. 	Use	protection	motivation	theory	to	explain	how	you	could	create	a	public		service	
announcement	to	encourage	people	to	exercise.

i. Apply	the	health	belief	model	to	getting	a	person	to	take	a	flu	shot.

j. 	Apply	the	transtheoretical	model	to	get	a	person	to	change	any	health	behavior.

 8. What	are	the	major	components	of	the	following	stage	theories?

 a. Transtheoretical	model

 b. Precaution	adoption	process	model

 c. Community	readiness	model

 9. What	is	the	major	difference	between	the	transtheoretical	model	and	the	precaution	
adoption	process	model?

10. How	is	the	community	readiness	model	different	from	the	other	stage	models?

11. How	can	program	planners	help	to	prepare	those	in	the	priority	population	for	
	relapse	prevention?
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k. 	Using	the	precaution	adoption	process	model,	explain	how	a	person	decides	
to get	screened	for	blood	cholesterol.

l. 	Explain	how	a	social	network	could	be	used	to	encourage	people	to	adopt	
a healthy	behavior.

m. 	Explain	how	the	community	readiness	model	could	be	used	by	planners	who are	
interested	in	getting	a	citywide	smoking	ordinance	passed.

n. Explain	how	you	might	increase	the	social	capital	of	a	community.

4.	 Your	supervisor	at	the	local	health	department	has	asked	you	to	create	a	new	
	program	to	encourage	people	in	your	county	to	get	the	influenza	vaccine.	After	
	conducting	a	needs	assessment	it	was	found	that	the	priority	population	for	the	
	program	would	be	senior	citizens.	Which	theory/model	do	you	feel	would	be	the	best	
to	use	as	the	foundation	for	the	intervention	you	will	create?	Write	a	brief	rationale	
defending your choice.

5.	 You	have	been	asked	to	create	a	brief	education	program	to	prepare	outpatients	for	
a	screening	colonoscopy	for	the	gastroenterology	department	at	the	hospital	where	
you	work.	The	request	was	made	because	feedback	from	a	significant	number	of	
	patients	who	received	the	screening	last	year	indicated	that	they	wished	they	would	
have	known	what	to	expect	in	advance.	Which	theory/model	do	you	feel	would	
be the	best	to	use	to	plan	the	education	program	around?	Write	a	brief	rationale	
 defending your choice.

6.	 After	tallying	the	results	of	an	employee	satisfaction	survey,	the	director	of	the	
human		resources	(HR)	department	in	the	company	where	you	work	wants	to	begin	
an		incentive	program	to	encourage	more	people	to	participate	in	the	employee	
health		promotion	program.	The	HR	director	would	like	you	to	create	the	incentive-
based		intervention	for	the	program.	Which	theory/model	do	you	feel	would	be	the	
best	to	use	to	create	the	incentive-based	intervention?	Write	a	brief	rationale	de-
fending your choice.

w e b L I N K s

1. http://www.uri.edu/research/cprc/index-old.htm

Cancer	Prevention	Resource	Center	(CPRC),	University	of	Rhode	Island

CPRC	is	the	home	of	the	Transtheoretical	Model.	At	this	Website,	you	can	obtain	
	information	about	the	model,	as	well	as	measures	that	can	be	used	to	“stage”	a	person.

2. http://www.cdc.gov/std/program/community/9-PGcommunity.htm

National	Center	for	HIV/AIDS,	Viral	Hepatitis,	STD,	and	TB	Prevention,	Division	of	
Sexually	Transmitted	Diseases

This	Website	provides	an	overview	of	the	following	behavior	change	theories:	health	
belief	model,	theory	of	reasoned	action,	social	(cognitive)	learning	theory,	transtheo-
retical	model	(stages	of	change),	diffusion	of	innovations,	and	empowerment	theory/
empowerment.

http://www.uri.edu/research/cprc/index-old.htm
http://www.cdc.gov/std/program/community/9-PGcommunity.htm
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3. http://www.cancer.gov/cancertopics/cancerlibrary/theory.pdf

National	Cancer	Institute	(NCI)

This	URL	will	allow	you	to	access	Theory at a Glance: A Guide for Health 
 Promotion Practice.	This	volume	presents	a	single,	concise	summary	of	health	
	behavior	theories	that	is	both	easy	to	read	and	practical.

4. http://www.people.umass.edu/aizen/tpb.html

Theory	of	Planned	Behavior

This	is	part	of	the	Website	of	Dr.	Icek	Ajzen,	creator	of	the	theory	of	planned	behav-
ior.	The	site	provides	great	detail	about	the	theory,	as	well	as	sample	questionnaires	
to show how data can be collected using this theory.

5. http://cancercontrol.cancer.gov/brp/constructs/index.html

National	Cancer	Institute	(NCI),	Behavioral	Research

This	page	at	the	NCI’s	Behavioral	Research	Website	presents	definitions,	background	
information,	references,	published	examples,	and	information	about	the	best	meas-
ures	of	a	number	of	theoretical	constructs	used	in	health	promotion	practice	and	
 research.

http://www.cancer.gov/cancertopics/cancerlibrary/theory.pdf
http://www.people.umass.edu/aizen/tpb.html
http://cancercontrol.cancer.gov/brp/constructs/index.html
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C h a p t e r  8

C h a p t e r  O b j e C t i v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Define	the	word	intervention and apply it to a health promotion setting.
•	 Provide	a	rationale	for	selecting	an	intervention	strategy.
•	 Explain	the	advantages	of	using	a	combination	of	several	intervention	strategies	

rather	than	a	single	intervention	strategy.
•	 List	and	explain	the	different	categories	of	intervention	strategies.
•	 Explain	the	terms	curriculum, scope, sequence, units of study, lessons, lesson plans, 

health advocacy, health literacy, and health numeracy.
•	 Briefly	explain	the	modified	framework	for	instructional	design.
•	 List	some	of	the	documents	that	provide	guidelines	or	criteria	for	developing	health	

promotion	interventions.
•	Discuss	the	ethical	concerns	related	to	intervention	development.
•	 Create	an	intervention	for	a	health	promotion	program.
•	Describe	how	to	adapt	an	evidence-based	intervention.

interventions

best	experience
best practices
best processes
codes of practice
communication channel
community	advocacy
community building
community organization
contest

contingencies
contract
cultural audit
curriculum
disincentives
dose
GINA
health	advocacy
health communication

health literacy
health numeracy
incentive
intervention
lessons
lesson plan
literacy
multiplicity
numeracy

K e y  t e r m s
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Once	the	goals	and	objectives	have	been	developed,	planners	need	to	decide	on	
the most appropriate means of reaching or attaining those goals and objec-

tives.	The	planners	must	design	an	activity	or	set	of	activities	that	would	permit	the	
most  effective (leads to desired outcome) and efficient (uses resources in a responsi-
ble	manner)	achievement	of	 the	outcomes	stated	 in	the	goals	and	objectives.	These	
planned		activities	make	up	the	intervention,	or	what	some	refer	to	as	treatment.	The	
 intervention	 is	 the	theory-based	strategy	or	experience	 to	which	those	 in	the	prior-
ity	population	will	be	exposed	or	in	which	they	will	take	part.	In	the	strictest	sense,	
	intervention	means	“to	come	or	occur	between	two	things,	events,	or	points	in	time;	to	
come in or between so as to hinder or alter an action” (Anderson, Fortson, Kleindler, & 
Schonthal, 2002, p. 447). When applied to the planning of health promotion programs, 
it is usually thought of as something that occurs between the beginning and the end 
of	a	program	or	between	pre-	and	post-program	measurements.	For	example,	let’s	say	
that	you	want	the	employees	of	Company	S	to	increase	their	use	of	safety	belts	while	
riding	in	company-owned	vehicles.	You	can	measure	their	safety	belt	use	before	doing	
anything	else,	by	observing	them	driving	out	of	the	motor	pool.	This	would	be	a	pre-
program	measure.	Then	you	can	intervene	in	a	variety	of	ways.	For		example,	you	could	
provide	an	incentive	by	stating	that	all	employees	seen	wearing	their	safety	belts	would	
receive	a	$10	bonus	in	their	next	paycheck.	Or	you	could	put	in	each	employee’s	pay	
envelope	a	pamphlet	on	the	importance	of	wearing	safety	belts.	You	could	institute	a	
company	policy	requiring	all	employees	to	wear	safety	belts	while	driving	company-
owned	vehicles.	Each	of	 these	activities	 for	getting	employees	 to	 increase	 their	use	
of	safety	belts	would	be	considered	part	of	an	 intervention.	After	 the	 intervention,	
you	would	complete	a	post-program	measurement	of	safety	belt	use	to	determine	the	
 success of the program.

The	term	 intervention	 is	used	to	describe	all	the	activities	that	occur	between	the	
two	measurement	points.	Thus	an	intervention	may	use	a	single	activity,	or	it	may	be	a	
combination	of	two	or	more	activities.	In	the	case	of	the	example	just	given,	you	could	
use	an	incentive	by	itself	and	call	it	an	intervention,	or	you	could	use	an	incentive,	pam-
phlets, and a company policy all at the same time to increase safety belt use and refer to 
the	combination	as	an	intervention.

The	above	discussion	about	the	number	of	activities	that	make	up	an	intervention	
in	part	speaks	to	the	size	of	an	intervention.	Two	terms	that	relate	to	the	size	of	an	in-
tervention	are	multiplicity and dose. Multiplicity refers to the number of components 
or	activities	 that	make	up	the	 intervention.	We	have	known	for	a	number	of	years	
(Erfurt	et	al.,	1990;	Kline	&	Huff,	1999;	Shea	&	Basch,	1990)	that	interventions	that	
include	several	activities	are	more	likely	to	have	an	effect	on	the	priority	population	
than	are	those	that	consist	of	a	single	activity.	What	has	become	more	apparent	 in	

penetration rate
scope
segmenting

sequence
social media
strategy

tailoring
treatment
units of study

Key terms, continued
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recent	years	is	that	these	intervention	activities	are	more	likely	to	be	effective	if	they	
are	aimed	at	multiple	levels	of	influence	that	affect	individuals’	and	populations’	be-
haviors	and	health	status	(Glanz	&	Bishop,	2010).	In	other	words,	they	have	a	greater	
chance	of	being	successful	if	they	use	a	socio-ecological	approach.	Few	people	change	
their	behavior	based	on	a	single	exposure;	instead,	multiple	exposures	are	generally	
needed	to	change	most	behaviors.	It	stands	to	reason	that	“hitting”	the	priority	popu-
lation	from	several	angles	or	through	multiple	channels	should	increase	the	chances	of	
making	an	impact.	Although	research	has	shown	that	using	several	activities	is	better	
than	one,	it	has	not	identified	an	exact	number	of	activities	or	a	specific	combination	
of	activities	that	will	ensure	the	most	effective	results	(Kline	&	Huff,	1999).	The	right	
combination	of	activities	will	depend	on	the	needs	of	those	in	the	priority	population	
and	the	specific	planning	situation.

When	speaking	about	the	dose	of	an	intervention,	we	are	referring	to	the	number	
of	program	units	delivered.	For	example,	say	that	it	was	decided	that	the	intervention	
for	a	skin	cancer	program	would	consist	of	multiple	activities	(multiplicity) and those 
activities	would	include	an	educational	class	for	the	public,	distribution	of	brochures	
to	those	at	high	risk,	and	radio	and	television	public	service	announcements	(PSAs).	
The	dose	questions	related	to	these	activities	would	be:	How	many	times	would	the	
class	be	offered?	How	many	brochures	would	be	distributed?	And,	how	many	times	
would	the	PSAs	run?	Again,	 like	multiplicity,	we	know	that	the	greater	the	dose	of	
an	intervention,	the	greater	the	chance	for	change.	(Chapter	14	includes	additional	
information	about	multiplicity	and	dose	as	they	relate	to	process	evaluation.)

Box 8.1	identifies	the	responsibilities	and	competencies	for	health	education	special-
ists that pertain to the material presented in this chapter.

Box 8.1  Responsibilities and Competencies for Health 
Education Specialists

The content of this chapter focuses on the creation of the intervention that will be 
used in the program that is being planned. The intervention is really the heart of a 
program. It is the component of the program that will cause the change in the priority 
population. The responsibilities and competencies related to the tasks of creating an 
intervention include:

Responsibility I: Assess Needs, Assets, and Capacity for Health Education

Competency 1.6: Examine Factors that Enhance or Compro-
mise the Process of Health Education

Responsibility II: Plan Health Education

Competency 2.3: select or Design strategies and Interventions

Competency 2.4: Develop a scope and sequence for the Delivery 
of Health Education

Source: NCHEC, sOPHE, & AAHE (2010).
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types of intervention strategies

As mentioned earlier, there are many different types of strategies that planners can use 
as	part	of	an	intervention.	By	strategy,	we	mean	“a	general	plan	of	action	for	affecting	
a	health	problem.	A	strategy	may	encompass	several	activities”	(CDC,	2003,	glossary).	
Here,	we	present	several	categories	of	intervention	strategies	based	on	a	modification	of	
the	Centers	for	Disease	Control	and	Prevention’s	(2003)	terminology	for	intervention	
strategies.	These	categories	cover	the	more	common	strategies	used	by	planners,	but	in	
actuality	the	variety	of	strategies	is	limited	only	by	the	planners’	imagination.	Note	that	
the categories presented here are not always independent of each other—that is, some of 
the	examples	that	we	use	to	help	explain	the	strategies	could	be	used	in	more	than	one	
category.	Even	with	this	limitation,	the	strategies	have	been	categorized	into	the	follow-
ing	seven	groups:

1. Health	communication	strategies

2. Health	education	strategies

3. Health	policy/enforcement	strategies

4. Environmental	change	strategies

5. Health-related	community	service	strategies

6. Community	mobilization	strategies

7. Other strategies

health Communication strategies
Health communication	has	been	defined	as	“the	study	and	use	of	communication	strategies	
to	inform	and	influence	individual	and	community	decisions	that	affect	health”	(USDHHS,	
2011a,	para.	1).	It	can	also	be	defined	by	the	form	it	takes	in	health	promotion	programs	
(e.g.,	mass	media,	media	advocacy,	risk	communication,	public	relations,	entertainment	ed-
ucation,	print	material,	electronic	communication).	Of	the	various	intervention	strategies	
used	in	health	promotion,	we	present	health	communication	strategies	first	for	several	rea-
sons.	First,	almost	all	health	promotion	interventions	include	some	form	of	communication	
ranging	from	simple,	such	as	speaking	and	listening,	to	the	more	complex	communication	
campaigns	delivered	through	various	forms	of	media.	Second,	communication	strategies	
are	useful	in	reaching	many	of	the	goals	and	objectives	of	health	promotion	programs.	
They	have	been	shown	to	create	awareness	of	an	issue,	change	attitudes	toward	a	health	
behavior,	encourage	and	motivate	individuals	to	follow	recommended	health	behaviors,	re-
inforce	attitude	and	behavior	change,	increase	demand	and	support	for	services,	and	build	
social	norms	(Ammary-Risch,	Zambon,	&	Brown	2010;	NCI	2004).	But	be	aware	that	
health	communication	also	has	its	limitations.	For	example,	health	communication	alone	
is	rarely	sufficient	to	change	behavior	and	reduce	the	risk	of	disease.	Third,	communication	
strategies	probably	have	the	highest	penetration rate (number in the priority population 
exposed	or	reached)	of	any	of	the	intervention	strategies.	And	fourth,	they	are	much	more	
cost	effective	and	less	threatening	than	most	other	types	of	strategies.
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In	previous	editions	of	this	book	much	of	what	was	presented	about	health	com-
munication strategies dealt with the traditional communication model. In the traditional 
communication	model,	a	sender	relays	a	message	through	a	channel	to	receivers	(i.e.,	
consumers)—a	vertical	or	top-down	process.	In	such	a	model,	the	sender	is	the	gatekeeper	
of	the	information,	while	the	consumers	play	a	less	active,	almost	passive,	role	in	receiving	
the	message	(Thackeray	&	Neiger,	2009).	An	example	is	when	a	health	department	posts	
information	on	its	Website	for	public	consumption.	However,	with	the	enhanced	capabili-
ties	of	the	Internet	and	the	development	of	other	emerging	communication	technologies,	
the	means	of	delivering	health	communications	have	been	greatly	expanded	and	blurred	
the	strict	roles	of	the	sender	and	receiver.	With	the	new	technology	has	come	a	new	com-
munication	model:	the	multidirectional	communication	(MDC)	model	(Thackeray	&	
Neiger,	2009)	(see	Figure 8.1).	In	the	MDC	model,	communication	occurs	through	a	
combination	of:	(1)	sender	top-down	(vertical)	messages,	(2)	consumer	created	bottom-up	

Figure 8.1 A Multidirectional Communication Model
Source: Thackeray, R., & Neiger, B. L. (2009). A multidirectional communication model: Implications for social marketing 
practice. Health Promotion Practice, 10(2), 171–175.
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messages,	 (3)	consumer	shared	horizontal	 (side-to-side)	messages,	and	(4)	consumers	
seeking	information.	Thus	in	the	MDC	model	consumers	not	only	receive	information	
but	also	actively	seek,	develop,	and	share	information	(Thackeray	&	Neiger,	2009).

An	underlying	concept	of	the	MDC	model	is	that	the	sophistication	with	which	health	
information is communicated has changed dramatically in recent years due in large part to 
new	technology.	To	compete	for	the	attention	and	participation	of	consumers,	those	who	
plan	health	promotion	programs	must	either	develop	a	working	knowledge	of	these	com-
munication	technologies	or	have	the	foresight	to	access	those	who	can	provide	the	neces-
sary	expertise.	Research	indicates	that	effective	health	communication	campaigns	adapt	
audience-centered	approaches	(USDHHS,	2000).	This	requires	that	planners	understand	
consumer tendencies, needs, and preferences before designing campaigns and messages.

There	are	literally	hundreds	of	communication	activities	that	could	be	used	with	a	
health	communication	strategy.	Communication	channels	is	one	way	to	subdivide	these	
activities.	A	communication channel is the route through which a message is dissemi-
nated	to	the	priority	population.	“Understanding	communications	channels	is	imperative	
to	conducting	strategic,	effective	and	user-centric	health	interventions,	campaigns	and	
outreach”	(CDC,	2009c,	para.	1).	Selecting	appropriate	channels	for	a	priority	popula-
tion is often related to, or in some cases limited by, the setting where the communication 
will	be	delivered	(Kreps,	Barnes,	Neiger,	&	Thackeray,	2009).	“For	example,	if	the	home	
is	identified	as	the	prime	setting,	appropriate	channels	could	include	one-on-one	home	
visits,	technology	via	the	telephone,	or	mass	media	via	television	or	radio”	(Kreps	et	al.,	
2009,	p.	91).	The	four	traditional	communication	channels	include	intrapersonal	(one-
on-one	communication),	intrapersonal	(small	group	communication),	organization	and	
community,	and	mass	media.	These	channels	are	hierarchical	in	nature	with	regards	to	
the	number	of	people	they	reach.	The	intrapersonal	channel	typically	reaches	the	fewest	
number of people, while the mass media channel reaches the largest number of people.

Because	of	the	Internet	and	the	other	emerging	technologies	we	are	adding	social 
media	as	a	fifth	communication	channel.	Social media, or interactive media,	is	an	over-
arching term for any type of media that uses the Internet and other technologies to 
enhance	social	interaction.	Unlike	the	other	four	communication	channels,	social	media	
does	not	have	a	set	place	in	the	hierarchy	because	it	“cuts	across”	several	different	levels.	
That	is,	depending	on	the	type	and	purpose	of	social	media	it	can	be	used	to	generate	
social	interaction	at	any	of	the	levels	of	the	traditional	communication	channel	hierar-
chy. After we address each of the four traditional communication channels found in the 
hierarchy, we will present information on social media.

Over	 the	years,	 the	 intrapersonal channel has most often been used, but by no 
means	exclusively,	 in	health	care	settings	when	the	health	care	provider	and	patient	
interact.	This	is	a	familiar	channel	for	most	people	and	one	they	trust.	It	 is	typically	
an	effective	communication	channel,	but	it	is	also	typically	the	most	time	and	resource	
intensive	channel	for	the	number	of	people	reached.	This	 is	especially	true	when	the	
health communication is tailored for the recipient. Tailoring	has	been	defined	as	“any	
combination	of	information	or	change	strategies	intended	to	reach	one	specific	person,	
based upon characteristics that are unique to that person, related to the outcome of in-
terest,	and	have	been	derived	from	an	individual	assessment”	(Kreuter	&	Skinner,	2000,	
p.	1).	Tailoring	takes	more	effort	than	personalizing	(i.e.,	placing	the	recipient’s	name	
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on/in	the	communication)	or	targeting	(i.e.,	providing	standardized	information	to	a	
segmented	group	like	Asian	American	adolescent	girls)	communication	(Kreuter,	Farrell,	
Olevitch, &	Brennan,	1999;	Suggs	&	McIntyre,	2009).

In more recent years, the tailoring of intrapersonal communication has been greatly 
enhanced	by	the	use	of	technology.	Tailoring	of	messages	has	been	used	with	electronic	
mail	(i.e.,	email)	messages	(Kreuter	et	al.,	1999)	and	with	information	delivered	through	
Websites	(Suggs	&	McIntyre,	2009).	Another	example	involves	the	use	of	telephones.	
Though	most	people	no	longer	think	of	the	telephone	as	“technology,”	it	too	is	used	
for	health	promotion	interventions	via	the	intrapersonal	channel.	Planners	have	used	
it	for	“gathering	information,	disseminating	information,	providing	health	education	
and counseling, promoting health education programs, offering cues to action and so-
cial	support”	(Soet	&	Basch,	1997,	p.	760)	on	a	variety	of	health	topics	ranging	from	
asthma	management	to	weight	loss.	Health	education	delivered	by	telephone	“can	be	
classified	into	two	broad	categories:	 individual initiated,	whereby	the	individual	must	
actively	seek	contact	and	assistance	from	a	health	information	hotline;	and	outreach, 
whereby	the	individual	is	called	by	a	health	educator	or	counselor”	(Soet	&	Basch,	1997,	
p.	760).	Individual-initiated	health	information	hotlines	or	help	lines	usually	provide	
information,	and	sometimes	education	and	counseling,	whereas	outreach	activities	range	
from	brief,	one-time	preappointment	reminders	to	long-term	interactive	professional	
health	counseling	(Soet	&	Basch,	1997)	or	coaching.	Soet	and	Basch	(1997)	present	
a	generic	process	for	developing	a	telephone	intervention	activity	that	 includes	three	
areas:	“designing	the	intervention	protocol,	selection	and	training	of	the	health	educator/
counselor(s),	and	developing	the	documentation	and	data	collection	protocol”	(p.	763).

Within	the	intrapersonal	channel,	one	health	communication	activity	in	particular	
has	received	much	attention	in	recent	years—health coaching.	Health	coaching	is	the	pro-
cess by which a trained health coach, using the results from some type of personal health 
assessment	(e.g.,	health	risk	appraisal),	assists	a	client/consumer	in	 identifying	health- 
enhancing	goals	and	uses	behavioral	psychology	principles	to	help	motivate	the	client	to	
work	toward	the	goals.	This	confidential	communication	relationship	often	takes	place	
via	a	series	of	telephone	conversations	but	can	be	conducted	in	face-to-face	sessions.	
There	are	a	number	of	commercial	companies	that	offer	health	coaching	services	most	
often as part of an employee health promotion program to help enhance employee health 
and reduce health care costs. Most recently, health coaching is also being used by some 
primary	health	care	providers.

Examples	of	the	 interpersonal channel	are	support	groups	and	small	classes.	This	
channel has many of the same characteristics of the intrapersonal channel, but reaches 
larger numbers of people with fewer resources.

Many	people	receive	a	 lot	of	 information	through	organization and community 
channels.	Often	health	promotion	programs	have	priority	populations	that	are	part	of	or	
entirely	comprise	already	existing	groups	(e.g.,	workers	of	a	particular	company,	social	
groups, or members of a religious organization), or who may participate in a commu-
nity	activity.	As	such,	organizational	and	community	channels	provide	excellent	ways	
to	reach	priority	populations.	Thus	church	bulletins,	company	or	agency	newsletters,	
organizations	or	community	bulletin	boards,	and	community	activities	are	often	used	as	
a	part	of	communication	activities.
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Probably	the	most	visible	communication	channel	to	most	people	is	the	mass media 
channel.	Mass	media	interventions	can	seek	to	influence	people	either	directly	or	indi-
rectly.	When	done	directly	the	intervention	identifies	a	problem	of	concern	and	targets	
the	people	who	can	change	it,	while	when	it	 is	done	indirectly	the	interventions	seek	
to		influence	people	by	creating	beneficial	changes	in	the	places	or	environments	(e.g.,	
homes,	schools,	worksites,	roads,	grocery	stores,	cities)	in	which	people	live	and	work	
(Abroms	&	Maibach,	2008).	For	example,	to	increase	the	number	of	children	who	are	
immunized	properly	a	direct	mass	media	intervention	would	target	the	parents/guard-
ians	of	the	children.	A	mass	media	intervention	to	counter	the	advertising	of	unhealthy	
foods	and	drinks	in	a	specific	neighborhood	would	be	an	example	of	indirect	mass	media	
intervention.	The	mass	media	channel	includes	both	print	and	electronic	formats,	such	
as	billboards;	direct	mail;	daily	papers	with	national	or	local	circulation;	local	weekly	
newspapers;	local,	public,	and	network	television,	including	cable	television;	public	and	
commercial	radio	stations;	and	magazines	with	either	a	broad	readership	or	a	narrow	
focus.	There	are	many	ways	to	convey	a	message	using	the	mass	media.	These	include	
news	coverage,	public	affairs	coverage,	talk	shows,	public	service	roundtables,	entertain-
ment,	public	service	announcements	(PSAs),	paid	advertisements,	editorials,	letters	to	the	
editor,	comic	strips,	and	columnists’	commentaries	(Arkin,	1990).

With	the	growth	of	and	the	developments	in	technology,	the	social media channel has 
significantly	changed	the	way	people	communicate	both	formally	and	informally.	Social	
media, sometimes referred to as interactive media or Web 2.0,	has	several	characteristics	
that	set	it	apart	from	the	other	communication	channels	already	discussed.	The	unique	
characteristics	of	social	media	include:	1)	it	is	user	or	consumer	generated,	organized,	and	
distributed;	(2)	information	can	be	revised	or	updated	almost	immediately;	(3)	it	is	typi-
cally	low	cost	in	terms	of	creation	and	maintenance;	and	(4)	it	is	generally	entertaining	
to	use.	There	are	many	different	forms	of	social	media	that	allow	for	content	manage-
ment	(collaborative	writing,	e.g.,	wikis),	content	sharing	(e.g.,	podcasts,	Webinars),	social	
bookmarking	(i.e.,	tagging,	saving,	searching,	and	rating	Websites,	e.g.,	Digg),	social	gam-
ing,	social	journaling	(e.g.,	blogs),	social	networking	(e.g.,	Facebook,	MySpace,	LinkedIn,	
Twitter,	text	messaging),	social	news	(i.e.,	tagging,	voting	for,	and	commenting	on	news	
articles,	 e.g.,	Newsvine),	 social	video	and	photo	 sharing	 (e.g.,	YouTube,	Flickr),	and	 
syndication	(e.g.,	real	simple	syndication	[RSS]	feeds).

Though	 the	use	of	 social	media	 in	health	promotion	 interventions	may	be	 lim-
ited	only	by	planners’	creativity,	we	feel	 that	 its	greatest	potential	 lies	 in	three	uses:	 
(1)	the	Internet	as	a	platform	to	deliver	behavior	change	interventions	(e.g.,	weight	loss	
	programs;	see	Bennett	&	Glasgow,	2009);	(2)	the	Internet	to	promote	health	promotion	
programs	(e.g.,	viral	marketing;	see	Thackeray,	Neiger,	Hanson,	&	McKenzie,	2008);	and	
(3)	the	Internet	and	mobile	devices	for	community	mobilization	or	advocacy	(e.g.,	organ-
izing	youth	to	get	involved	in	civic	affairs;	see	Thackeray	&	Hunter,	2010).	However,	
as with other channels of communication, when using social media planners need to 
think	strategically	about	what	they	are	trying	to	accomplish	and	then	decide	how	to	use	
technology	to	accomplish	the	program’s	goals.	In	other	words,	planners	need	to	focus	on	
the	relationship	between	themselves	and	those	in	the	priority	population,	and	the	ways	
people	connect	with	each	other,	because	social	media	is	really	all	about	developing	rela-
tionships.	Thackeray	and	Bennion	(2009)	have	adapted	the	strategic	thinking	acronym	
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POST,	found	in	a	book	by	Li	and	Bernoff	(2008),	to	assist	program	planners	in	creating	
health	promotion	interventions	that	include	social	media	(see	Table 8.1).

Regardless	of	the	communication	channel	used	in	creating	a	communication	inter-
vention,	planners	need	to	consider	the	literacy	level	of	those	in	the	priority	population.	
Literacy	“is	the	ability	to	use	printed	and	written	information	to	function	in	society,	to	
achieve	one’s	goals,	and	to	develop	one’s	knowledge	and	potential”	(White	&	Dillow,	
2005,	p.	4).	"Literacy	can	be	thought	of	as	currency	in	this	society.	Just	as	adults	with	
little	money	have	difficulty	meeting	their	basic	needs,	those	with	limited	literacy	skills	
are	likely	to	find	it	more	challenging	to	pursue	their	goals—whether	these	involve	job	
advancement,	consumer	decision	making,	citizenship,	or	other	aspects	of	their	 lives"	
(Kirsch,	Jungeblut,	Jenkins,	&	Kolstad,	1993,	p.	xix).	The	last	national	assessment	of	
adult	literacy	in	the	United	States	was	conducted	in	2003.	That	study,	called	the	National	
Assessment	of	Adult	Literacy	(NAAL),	assessed	a	representative	sample	of	over	19,000	
adults	age	16	and	older	on	prose	(the	knowledge	and	skills	to	perform	prose	tasks	such	
as reading and comprehending a news story), document	(the	knowledge	and	skills	to	
perform	document	tasks	such	as	completing	a	job	application),	and	quantitative literacy, 
sometimes referred to as numeracy	(the	knowledge	and	skills	to	perform	quantitative	
tasks	such	as	balancing	a	checkbook	or	calculating	a	tip)	(USDE,	n.d.).	Results	of	the	2003	
NAAL	were	reported	using	four	literacy	levels:	below basic (indicates no more than the 
most	simple	and	concrete	literacy	skills,	e.g.,	searching	a	short,	simple	text	to	find	out	
when to show up for an appointment), basic	 (skills	necessary	to	perform	simple	and	
everyday	literacy	activities,	e.g.,	finding	specific	information	in	a	pamphlet),	intermediate 
(skills	necessary	to	perform	moderately	challenging	literacy	activities,	e.g.,	consulting	ref-
erence	materials	to	determine	which	foods	contain	a	particular	vitamin),	and	proficient 
(skills	necessary	to	perform	more	complex	and	challenging	literacy	activities,	e.g.,	com-
paring	viewpoints	in	two	editorials).	Figure 8.2	provides	a	comparison	of	the	percentage	
of	adults	in	each	literacy	level	for	the	two	most	recent	national	literacy	assessments.

The	2003	NAAL	included	the	first-ever	national	health	literacy	assessment	of	adults	
in	the	United	States.	The	health	literacy	scale	used	in	the	assessment	and	the	tasks	that	
the	adults	were	asked	to	perform	were	guided	by	the	following	definition	of	health liter-
acy:	the	degree	to	which	individuals	have	the	capacity	to	obtain,	process,	and	understand	

Table 8.1 Using POST to Think strategically About social Media

POST Li & Bernoff (2008) Thackeray & Bennion (2009)

People What are they ready for? What technology do they use? Why?
Objectives Why do you want to pursue the 

Groundswell?
What do you want to happen (i.e., a change 
in attitudes, knowledge, and/or behavior)?

strategy How do you want relationships to 
change (e.g., customers to carry 
your messages; customers to  
become engaged)?

How will you use the marketing mix (i.e., 
product, price, place, promotion)?

Technology What technology to use? What technology will you use, given what you 
are trying to accomplish?
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basic	health	information	and	services	to	make	appropriate	health	decisions	(USDHHS,	
2000).	“Health	literacy	is	a	complex	phenomenon	that	involves	skills,	knowledge,	and	
the	expectations	that	health	professionals	have	of	the	public’s	interest	in	and	understand-
ing	of	health	information	and	services”	(USDHHS,	2011b,	p.	4).	It	is	influenced	by	many	
things	including	“the	language	we	speak;	our	ability	to	communicate	clearly	and	listen	
carefully;	and	our	age,	socioeconomic	status,	cultural	background,	past	experiences,	cog-
nitive	abilities,	and	mental	health.	Each	of	these	factors	affects	how	we	communicate,	
understand,	and	respond	to	health	information”	(USDHHS,	2011b,	p.	5).

Like	the	general	 literacy	assessment,	health	literacy	results	from	the	NAAL	were	
reported using the same four literacy categories: below basic, basic, intermediate, and 
proficient.	The	results	showed	that	14%	had	below	basic	health	literacy,	22%	had	basic	
health	literacy,	53%	had	intermediate	health	literacy,	and	12%	had	proficient	health	
literacy	(Kutner,	Greenberg,	Jin,	&	Paulsen,	2006).	Stated	a	bit	differently,	this	study	
showed	“that	nearly	9	out	of	10	adults	may	lack	the	skills	needed	to	manage	their	health	
and	prevent	disease”	(CDC,	2009d,	p.	2).	Though	the	problem	of	limited	health	literacy	
affects	people	of	all	ages,	races,	incomes,	and	education	levels,	it	“has	been	found	to	be	
even	greater	for	older	adults,	those	with	limited	education,	minorities,	the	poor,	and	
those	with	limited	English	proficiency”	(CDC,	2009d,	p.	2).

Though	the	NAAL	assessment	of	health	literacy	included	a	quantitative	component,	
in	recent	years	health	numeracy	has	emerged	as	a	separate	and	important	issue	(Golbeck,	
Ahlers-Schmidt,	Paschal,	&	Dismuke,	2005).	As	with	health	literacy,	health	numeracy	is	

Figure 8.2 Percentage of Adults in Each Literacy Level: 1992 and 2003
Source: White & Dillow (2005).
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not	at	the	levels	it	should	be	and	may	have	a	significant	impact	on	health	status	(Estrada,	
Martin-Hryniewicz,	Peek,	Collins,	&	Byrd,	2004).	Health numeracy	has	been	defined	
as	“the	degree	to	which	individuals	have	the	capacity	to	access,	process,	interpret,	com-
municate,	and	act	on	numerical,	quantitative,	graphical,	biostatistical,	and	probabilistic	
health	information	needed	to	make	effective	health	decisions”	(Golbeck	et	al.,	2005,	p.	
375).	This	definition	recognizes	that	there	are	degrees	of	health	numeracy	that	fall	along	
a	continuum,	and	“that	health	numeracy	is	not	simply	about	understanding	(processing	
and interpreting), but also functioning (communicating and acting) on numeric concepts 
in	terms	of	health”	(Golbeck	et	al.,	2005,	p.	375).	Box 8.2 presents the four functional 
categories	of	health	numeracy	identified	by	Golbeck	and	her	colleagues	(2005).

Because	of	the	 lack	of	health	 literacy	and	health	numeracy	in	the	United	States,	
health	education	specialists	need	to	work	to	ensure	that	the	health	communication	in-
terventions	are	appropriate	for	their	priority	population.	Box 8.3 presents practical 
tips	from	the	Centers	for	Disease	Control	and	Prevention	for	improving	health	literacy.	

Box 8.2 Functional Categories of Health Numeracy

•	 “Basic	health	numeracy	involves	sufficient	basic	skills	to	identify	numbers,	and	
make sense of quantitative data requiring no manipulation of numbers. Examples 
include identifying the appropriate number of pills to take from a prescription 
bottle, the date and time of a doctor’s appointment, and using a phone book to 
find a clinic’s phone number” (p. 375).

•	 “Computational	health	numeracy	involves	the	ability	to	count,	quantify,	compute,	
and otherwise use simple manipulation of numbers, quantities, items, or visual 
 elements in a health context so as to function in everyday health situations. 
 Examples include determining net carbohydrates based on information on a 
 nutritional label or determining fees based on a sliding scale” (p. 375).

•	 “Analytical	health	numeracy	involves	a	higher	level	of	literacy	than	the	previous	
 levels. It involves the ability to make sense of information, such as that presented in 
functional health numeracy, but also involves higher level concepts such as  inference, 
estimation, proportions, percentages, frequencies, and equivalent  situations. It often 
requires information to be pulled from multiple sources and in multiple formats. 
 Examples of analytical health numeracy include determining whether cholesterol 
 levels are within the normal range, understanding basic graphs, and comparing 
 benefits from various insurance policies or programs” (pp. 375–376).

•	 “Statistical	health	numeracy	involves	an	understanding	of	basic	biostatistics	involv-
ing probability statements, skills to compare information presented on different 
scales (probability, proportion, percent), the ability to critically analyze quantitative 
health information such as life expectancy and risk, and an understanding of sta-
tistical	concepts	such	as	randomization	and	a	“blind”	study.	Examples	of	statistical	
health numeracy include determining preference of treatment based on probabili-
ties of efficacy and side effects, interpreting complex graphs of health information, 
and making decisions based on relative versus absolute risk” (p. 376).

Source: “A	Definition	and	Operational	Framework	for	Health	Numeracy.”	A.	L.	Goldbeck,	C.	R.	Ahlers-Schmidt,		 
A. M. Paschal, and s. E. Dismuke, from American Journal of Preventive Medicine. Copyright © 2005 by Elsevier. 
Reprinted with permission.
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Box 8.3  Ten Tips for Health Marketing and Communication 
Practitioners for Improving Health Literacy

  1. Health literacy is a two way street. In all outreach efforts, aim for shared under-
standing between you (public health professional) and the public. Don’t  assume 
everyone will understand your messages and/or how to manage their health. For 
example, if you want to include an illustration in your campaign materials, make 
sure to test it with your audience to ensure they understand its intended meaning.

  2. Know your audience. Take an audience-centered approach. Who will do what 
differently as a result of your program/service? Who can you influence most 
 effectively? What do they care about? What do they struggle with? Take time to 
learn about your audience and develop materials and programs accordingly. 
Avoid the one-size-fits-all approach. For example, older adults tend to rely on 
their health care providers to make medical decisions on their behalf. Therefore, 
health care providers may be an important audience to consider as a channel 
for reaching older adults with health information.

  3. Involve your target audience. When members of the target audience participate 
in designing and testing communication, outcomes are more successful, includ-
ing those for people with limited health literacy. Ask for feedback from your 
 intended audience on everything you do from choosing the right words, colors, 
and visuals for a brochure to piloting a new training program or service.

  4. Don’t stop at rewriting materials. Health literacy is more than testing readability 
levels. Assessing whether your audience can actually apply and use your infor-
mation is the important part. Your audience should be able to demonstrate the 
skills or explain in their own words (teach-back) what you are asking them to 
do. For example, if your brochure explains how to assemble an emergency 
home kit, have the audience show you what they have learned.

  5. Keep it simple. Present audiences with no more than three or four main messages.  
Give	specific	actions	in	clear	language	and	recommendations.	Skip	the	“nice	to	
know” details. For example, give specific steps for keeping foods safe. Detailed 
descriptions of bacteria that cause food-borne illness may not be necessary.

  6. Include resources for additional learning. It is safe to assume that there are mem-
bers of your target audience who have limited health literacy. Develop materials 
with the knowledge that everyone prefers health information that is clear and 
actionable. Provide a list of resources for those who may want to learn more.

  7. Develop key partnerships. Identify partners who know your audience. Collaborate 
with traditional partners, as well as adult educators, journalists, and other nontra-
ditional partners to help increase the dissemination of health information to the 
public. Partners can assist with gaining access to communities where issues of 
trust and fear may exist and offer expertise and knowledge of their communities.

  8. Consider their culture and language. Not ours. Health professionals have their 
own culture and language as a result of their training and work environments. 
It is important to remember that our audiences do not speak our professional 
jargon and that culture influences how people communicate, understand, and 
respond to health information.
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In	addition,	Meyer	and	Rainey	(1994)	created	a	set	of	guidelines	for	health	education	
	specialists	to	follow	when	creating	health	promotion	materials	for	low-literacy	popula-
tions.	We	find	their	guidelines	to	be	useful	regardless	of	the	priority	population.	Their	
eight	guidelines	have	been	modified	and	are	summarized	in	Table 8.2.	The	only		addition	
we	would	make	to	their	list	would	be	to	check	the	reading	level	of	the	written	materials.	

(Continued)Box 8.3

  9. Evaluate your environment. Assess how easy it is to access and use your services, 
programs, and materials. For example, settings with a large number of signs 
can be intimidating and overwhelming for persons with limited health literacy 
skills. Consider internal changes to improve access and enhance navigation 
within your agency.

10. Put it on your agenda. Educate yourself and offer to educate senior leaders and 
staff on the importance and implications of health literacy. Advocate for all staff 
to participate in health literacy trainings and presentations.

Source: Centers for Disease Control and Prevention (CDC) (2009d).

Table 8.2 Guidelines for Preparing Written Materials

Guideline Explanation

1.  Needs and priority population  
identification

Identify the topic and the priority population (e.g., middle-aged 
women and mammography).

2. Plan the project Develop a work plan and budget for your material.
3. Audience research segment your priority population using such factors as experience, 

attitude, culture, etc.
4. Material development

a. style Use an active voice with familiar terms that highlight key points. If 
possible, develop a behaviorally oriented interactive message.

b. Organization sequence or prioritize the message.

c. Content Use words and terms that are understandable to laypeople. Use short 
sentences and paragraphs.

d. Format Make it appealing to the eye, making sure the reader can identify 
the main points.

5. Graphics and illustrations Graphics and illustrations should be positive and easy to under-
stand, and should summarize the message.

6. Pretesting Make sure the materials work before you use them with the priori-
ty population. Also, make sure the reading level is appropriate.

7. Printing Consider paper color, size, and cost.
8. Distribution and training Develop a distribution system and instructions for use.

Source: “Guidelines	for	Preparing	Written	Materials.”	J.	Meyer	and	J.	Rainey	in	American Journal of Health Education.  
Copyright © 1994 by American Alliance for Health, Physical Education, Recreation and Dance. Adapted with permission.
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“For	the	general	public,	writing	at	the	6th	grade	reading	level	is	usually	safe.	You	can	
check	if	you’re	on	target	by	using	a	readability	test	such	as	the	SMOG	(stands	for	Simple	
Measure	of	Gobbledegook),	the	Fog-Gunning	Index,	or	the	Fry	Readability	Formula”	
(USDHHS,	OSAP,	1991,	p.	3).	You	can	find	such	formulas	in	most	reading	methods	
books	and	on	selected	computer	word-processing	programs.	Box 8.4 presents the steps 
in the process of testing readability using the SMOG.

Box 8.4 The SMOG Readability Formula

To calculate the sMOG reading grade level, begin with the entire written work that 
is being assessed, and follow these four steps:

1. Count off 10 consecutive sentences near the beginning, in the middle, and near 
the end of the text.

2. From this sample of 30 sentences, circle all of the words containing 3 or more 
syllables (polysyllabic), including repetitions of the same word, and total the 
number of words circled.

3. Estimate the square root of the total number of polysyllabic words counted. This 
is done by finding the nearest perfect square, and taking its square root.

4. Finally, add a constant of 3 to the square root. This number gives the sMOG 
grade, or the reading grade level that a person must have reached if he or she is 
to fully understand the text being assessed.

A few additional guidelines will help to clarify these directions:

•	 A	sentence	is	defined	as	a	string	of	words	punctuated	with	a	period	(.),	an	exclamation	
point (!), or a question mark (?).

•	 Hyphenated	words	are	considered	as	one	word.

•	 Numbers	that	are	written	out	should	also	be	considered,	and	if	in	numeric	form	in	
the text, they should be pronounced to determine if they are polysyllabic.

•	 Proper	nouns,	if	polysyllabic,	should	be	counted,	too.

•	 Abbreviations	should	be	read	as	unabbreviated	to	determine	if	they	are	 
polysyllabic.

Not all pamphlets, fact sheets, or other printed materials contain 30 sentences. 
To test a text that has fewer than 30 sentences:

1. Count all of the polysyllabic words in the text.

2. Count the number of sentences.

3. Find the average number of polysyllabic words per sentence as follows:

Average =
 Total # polysyllabic words

     Total # of sentences

4. Multiply that average by the number of sentences short of 30.

5. Add that figure to the total number of polysyllabic words.

6. Find the square root and add the constant of 3.
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health education strategies
Earlier	(Chapter	1)	health education	was	defined	as	“any	planned	combination	of	learn-
ing	experiences	designed	to	predispose,	enable,	and	reinforce	voluntary	behavior	decisions	
conducive	to	health	in	individuals,	groups,	or	communities”	(Green	&	Kreuter,	205,	p.	G-4).	
You	may	be	asking,	“How	is	this	definition	different	from	the	definition	presented	in	the	
earlier	section	for	health	communication	strategies?”	There	are	some	health	communication	
strategies,	because	of	the	way	they	are	designed,	that	could	be	classified	as	health	education	
strategies.	And,	there	are	some	health	education	strategies	that	could	meet	the	definition	of	
health	communication	strategies.	There	is	no	clear	dividing	line	between	these	two	catego-
ries	of	intervention	strategies.	That	is,	they	are	not	mutually	exclusive	categories.	In	fact,	it	
is	for	this	reason	that	some	authors	have	included	health	education	strategies	as	part	of	the	

(Continued)Box 8.4

Perhaps the quickest way to administer the sMOG grading test is by using the 
sMOG conversion table. simply count the number of polysyllabic words in your 
chain of 30 sentences and look up the appropriate grade level on the chart.

sMOG Conversion Table*

Total Polysyllabic  
Word Counts

Approximate Grade Level 
(±1.5 Grades)

0–2 4

3–6 5

7–12 6

13–20 7

21–30 8

31–42 9

43–56 10

57–72 11

73–90 12

91–110 13

111–132 14

133–156 15

157–182 16

183–210 17

211–240 18

*Developed by Harold C. McGraw, Office of Educational Research, Baltimore  
County schools, Towson, Maryland.

Source: National Cancer Institute (2002 & 2004).
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health	communication	strategies	category	or	vice	versa.	Yet,	we	have	decided	to	separate	
the two types of strategies. In general, we see health communication strategies as those that 
inform	people	(e.g.,	a	brochure	on	skin	cancer	or	a	mass	media	campaign	on	preventing	
HIV),	while	health	education	strategies	are	those	that	are	planned	learning	experiences	that	
provide	knowledge	and	skills	to	the	learners	in	a	more	formal	educational	setting.	We	see	
health education strategies as those usually associated with settings such as classes, semi-
nars,	workshops,	and	courses,	both	face-to-face	and	online.	Some	examples	include	prenatal	
classes	for	expectant	parents,	a	workshop	for	parents	on	how	to	better	communicate	with	
their	teenager,	or	a	first	aid	and	CPR	course	for	potential	babysitters.

Prior	to	presenting	information	about	creating	health	education	interventions	it	is	
important	to	have	some	background	in	how	people	learn.	Many	theories/models	have	
been	put	forth	to	help	explain	how	people	learn.	While	many	of	the	theories/models	
include	components	that	are	unique	to	the	theory/model,	there	is	also	much	overlap	in	
the	content.	Space	does	not	allow	for	the	review	of	those	theories/models	here.	However,	
we	are	fortunate	that	other	authors	(Bryan,	Kreuter,	&	Brownson,	2009;	Minelli	&	
Breckon,	2009)	have	reviewed	those	theories/models.	Those	reviewers	have	identified	
many	of	the	common	components	and	created	lists	of	 learning	principles.	Their	 lists	
can	help	guide	planners	as	they	create	health	education	interventions.	We	present	their	
lists	here.	Minelli	and	Breckon	(2009)	refer	to	their	list	as	the	10	general	principles	of	
learning.	For	them,	learning	is	facilitated:	(1)	if	several	of	the	senses	(e.g.,	seeing,	hearing,	
speaking)	are	used;	(2)	if	the	learner	is	actively	involved	in	the	process,	rather	than	a	pas-
sive	participant;		(3)	if	the	learner	is	not	distracted	by	discomfort	or	extraneous	events;	
(4)	if	the	learner	is	ready	to	learn;	(5)	if	that	which	is	to	be	learned	is	relevant	to	the	
learner	and	that	relevance	is	perceived	by	the	learner;	(6)	if	repetition	is	used;	(7)	if	the	
learning encountered is pleasant, if progress occurs that is recognizable by the learner, 
and	if	that	learning	is	recognized	and	encouraged;	(8)	if	the	material	to	be	learned	starts	
with	what	is	known	and	proceeds	to	the	unknown,	while	concurrently	moving	from	
simple	to	complex	concepts;	(9)	 if	application	of	concepts	to	several	settings	occurs,	
which	generalizes	the	material;	and	(10)	if	it	is	paced	appropriately	for	the	learner.

The	principles	offered	by	Bryan	and	colleagues	(2009)	are	specific	to	adult	learners.	The	
principles	represent	a	synthesis	of	recurring	themes	that	the	authors	found	when		reviewing	
existing	theories/models	related	to	adult	education.	Their	adult	learning	principles	include:

1. Adults	need	to	know	why	they	are	learning.

2. Adults	are	motivated	to	learn	by	the	need	to	solve	problems.

3. Adults’	previous	experience	must	be	respected	and	built	upon.

4. Adults	need	learning	approaches	that	match	their	background	and	diversity.

5. Adults	need	to	be	actively	involved	in	the	learning	process.	(p.	559)

With	this	brief	overview	of	learning	principles,	let’s	look	at	the	makeup	of	a	health	
education	 intervention.	Though	 health	 communication	 strategies	may	 be	 the	most	
	frequently	used	health	promotion	intervention	strategy,	health	education	strategies	are	
the	ones	that	provide	the	opportunity	for	the	priority	population	to	gain	in-depth	knowl-
edge	about	a	particular	health	topic.	Well-designed	health	education	strategies	take	an	
understanding	of	the	educational	process	and	take	a	great	deal	of	effort	to	create.	In	
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order	to	better	understand	this	process,	several	terms	must	be	defined.	The	first	is	the	
word curriculum. Curriculum	refers	to	“a	planned	set	of	 lessons	or	courses	designed	
to	lead	to	competence	in	an	area	of	study”	(Gilbert,	Sawyer,	&	McNeill,	2011,	p.	412).	
Examples	include	the	health	education	curriculum	of	a	school	district	or	the	curriculum	
for	a	hospital’s	diabetes	education	program.	To	further	define	a	curriculum	it	is	impor-
tant to understand the terms scope and sequence. Scope refers to the breadth and depth 
of	the	material	covered	in	a	curriculum,	whereas	sequence	defines	the	order	in	which	the	
material	is	presented.	To	further	clarify	these	definitions,	scope	has	been	referred	to	as	
the	horizontal	organization	of	the	substance	of	the	curriculum	(Goodlad	&	Su,	1992),	
while	the	sequence	is	the	vertical	relationship	among	the	curricular	areas	(Ornstein	&	
Hunkins,	1998).	It	is	not	unusual	for	the	scope	of	a	health	education	curriculum	to	be	
presented as units of study.	These	units	are	defined	as	“an	orderly,	self-contained	collec-
tion	of	activities	educationally	designed	to	meet	a	set	of	objectives.	Other	terms	for	this	
are curriculum plans, modules, and strands”	(Gilbert	et	al.,	2011,	p.	188).	Thus,	a	school	
health	curriculum	may	have	units	on	exercise,	nutrition,	chronic	diseases,	communicable	
diseases, and so forth, while the diabetes education curriculum might include units on 
self-management,	working	with	a	health	care	professional,	and	avoiding	emergencies.	
And	finally,	units	of	study	are	further	subdivided	into	lessons—the amount of material 
that	can	be	presented	during	a	single	educational	encounter,	say	for	example	the	amount	
of	material	that	can	be	presented	in	a	one-hour	class.	The	written	outline	of	a	lesson	is	
referred to as a lesson plan and typically includes three components—introduction, body, 
and	conclusion.	The	introduction	provides	an	overview	of	what	will	be	covered,	the	
body	presents	the	health	content,	and	the	conclusion	reviews	what	was	presented.	There	
is an old saying that summarizes these three parts that states tell them what you are 
going to tell them	[introduction],	tell them it	[body],	and tell them what you told them 
[conclusion].	(See	Figure 8.3	for	an	example	lesson	plan	format.)

Figure 8.3 Example Lesson Plan Format

Resources & References Content

Introduction:

Conclusion:

Evaluation:

Body:

1.

2.

3.

Teaching Method

Unit: Lesson No.:
Priority Population: Length of Lesson:

Title of Program: Title of Lesson: Page of



222 part I   PLANNING A HEALTH PROMOTION PROGRAM

The	heart	of	any	lesson	is	the	body	or	the	content	portion	of	the	lesson.	Gagne	(1985)	
has	created	a	framework,	called	the	Nine Events of Instruction, for designing educational 
experiences	that	provides	a	nice	outline	for	creating	the	body	of	a	lesson.	More	recently,	
Kinzie	(2005)	modified	Gagne’s	framework	for	application	to	health	promotion	applica-
tions.	The	modified	framework	includes	five	stages	instead	of	the	original	nine	created	by	
Gagne:	(1)	gain attention	(convey	health	threats	and	benefits);	(2)	present stimulus material 
(tailor	message	to	audience	knowledge	and	values,	demonstrate	observable	effectiveness,	
make	behaviors	easy	to	understand	and	do);	(3)	provide guidance (use trustworthy mod-
els	to	demonstrate);	(4)	elicit performance and provide feedback (to enhance trailability, 
and	develop	proficiency	and	self-efficacy);	and	(5)	enhance retention and transfer	(provide	
	social	support	and	deliver	behavioral	cues)	(Kinzie,	2005).	Table 8.3	provides	an	example	
of	how	these	five	stages	can	be	applied	to	a	health	topic.

Table 8.3 Application of Instructional Design Framework to a Lesson on Breast Cancer

Stage Content Covered Method of Presentation

Gain attention •	 Help	participants	identify	 
personal risk to breast cancer

•	 Use	breast	cancer	risk	appraisal	
or breast cancer pretest

•	 Share	benefits	of	doing	breast	
self-examinations (BsE),  
regular breast exams by  
physicians, and mammograms

•	 Present	a	case	study	of	women	
finding a lump in the breast 
early

Present stimulus material
Tailor message  
to knowledge and values

•	 Using	information	from	 
risk appraisal or pretest,  
tailor breast cancer  
information

•	 Lecture/discussion

Demonstrate  
observable  
effectiveness

•	 Explain	importance	of	early	 
diagnosis

•	 Use	peer	educators	to	role-play	
interaction with physician

Make desired  
behaviors easy  
to understand

•	 Present	steps	in	BSE	and	 
making appointment with  
physician and for mammogram

•	 Use	video	showing	correct	
steps for BsE or peer  
educators to demonstrate on 
models

Provide guidance •	 Have	others	share	experiences	
on how exams are conducted

•	 Use	guest	speakers	who	perform	
regular BsE and radiographers 
who do mammograms

Elicit performance and  
provide feedback

•	 Repeat	steps	in	BSE	and	let	
participants practice BsE

•	 Use	breast	models	for	practice	
and provide critique

Enhance  
retention and transfer

•	 Encourage	participants	to	share	
information learned with others 
and ways to remember to act

•	 Lecture/discussion

•	 Brainstorm	reminder	 
ideas

•	 Distribute	BSE	shower	cards	
that explain importance of 
regular action for participants 
to place in their bathrooms
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There	 are	many	 different	ways	 of	 presenting	 health	 education	 such	 as	 	lecture,	
	discussion,	group	work,	audiovisual	materials,	 computerized	 instruction,	 laboratory	
	exercises,	 and	written	materials	 (books	 and	periodicals).	Box 8.5	 provides	 a	more	
	complete	listing	of	educational	activities,	and	Gilbert,	Sawyer,	and	McNeill	(2011)	have	
provided	a	detailed	discussion	of	these	activities.

Box 8.5 Commonly Used Educational Activities

A. Audiovisual materials and equipment

1. Audiotapes, records, and CDs

2. Bulletin, chalk, cloth, flannel, magnetic, and peg boards

3. Charts, pictures, and posters

4. Films and filmstrips

5. Instructional television

6. Opaque projector or Elmo

7. slides and slide projectors

8. Transparencies, PowerPoint® slides, and overhead projector

9. video (DvDs and tapes)

B. Computer-based

1. World Wide Web

2. Desktop publishing

3. Presentation programs

4. Individualized learning programs

5. video conferencing

6. social media

C. Printed educational materials

1. Instructor-made handouts and worksheets

2. Pamphlets

3. study guides (commercial and instructor-made)

4. Text and reference books

5. Workbooks

D. Teaching strategies and techniques for the classroom

1. Brainstorming

2. Case studies

3. Cooperative learning

4. Debates

5. Demonstrations and experiments

6. Discovery or guided discovery

(Box 8.5 continues)
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(Continued)Box 8.5

  7. Discussion

  8. Group discussion

  9. Guest speakers

10. Lecture

11. Lecture/discussion

12. Newspaper and magazine articles

13. Panel discussions

14. Peer group teaching/coaching

15. Poems, songs, and stories

16. Problem solving

17. Puppets

18. Questioning

19. Role playing and plays

20. simulation, games, and puzzles

21. Tutoring

22. values clarification activities

E. Teaching strategies and techniques for outside of the classroom

  1. Community resources

  2. Field trips

  3. Health fairs

  4. Health museums

  5. Health education centers

health policy/enforcement strategies
Health	polices/enforcement	strategies	include	executive	orders,	laws,	ordinances,	judicial	
decisions,	policies,	regulations,	rules,	and	position	statements.	Though	each	of	the	differ-
ent	types	of	policy/enforcement	strategies	has	its	own	definition,	common	to	all	of	them	
is	a	decision	made	by	an	authoritative	person,	agency/organization,	or	body	and	that	is	
presented	in	a	statement	or	guidelines	intended	to	direct	or	influence	the	actions	or	be-
haviors	of	others.	Another	way	to	think	about	them	is	as	strategies	that	are	mandated	or	
regulated.	Such	strategies	revolve	around	incentives,	disincentives,	or	requirements	to	en-
courage	or	discourage	actions	by	groups	of	individuals	or	society	as	a	whole	(Riegelman,	
2010).	This	type	of	intervention	strategy	can	regulate	the	behavior	of	individuals	(e.g.,	
use	of	safety	belts	and	motorcycle	helmets),	organizations	(e.g.,	paying	taxes	for	certain	
activities),	institutions	(e.g.,	school	board	adopting	a	position	statement	that	a	district	
will	only	provide	well-balanced	meals	in	the	cafeteria),	or	communities	(e.g.,	housing	
codes	for	rental	properties)	(Brennan	Ramirez	et	al.,	2008).	This	type	of	intervention	
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strategy	can	also	be	used	to	“affect	the	built	environment,	such	as	zoning	related	to	new	
grocery	stores	or	fast	food	restaurants,	maintenance	of	sidewalks	and	streetscapes,	or	
architectural design features such as neighborhood signage addressing the history and 
culture	of	the	community”	(Brennan	Ramirez	et	al.,	2008,	p.	70).

This	type	of	intervention	strategy	may	be	controversial.	It	has	been	criticized	by	
some	because	it	mandates	a	particular	response	from	those	governed	by	it.	It	takes	away	
individual	freedoms	and	sometimes	plays	on	a	person’s	pride,	“pocketbook,”	and	psyche.	
Stated	a	bit	differently,	“it	runs	counter	to	a	fundamental	emphasis	on	property	rights,	
economic	individualism,	and	competition	in	American	political	culture.	The	exceptional-
ism	of	the	United	States	lies	in	its	antistatist	beliefs:	Americans	are	less	concerned	with	
what	government	will	do	to	benefit	individuals	than	what	government	might	do	to	con-
trol	them”	(Oliver,	2006,	p.	196).	This	type	of	strategy	must	be	sold	on	the	basis	of	
“common	good.”	That	is,	the	justification	for	this	type	of	societal	action	is	to	protect	the	
public’s	health.	Health	policy/enforcement	strategies	exist	for	the	protection	of	the	com-
munity	and	of	individual	rights.

Officials	are	willing	to	intercede	into	the	private	activities	and	lives	of	people	in	order	to	
protect	the	larger	population.	When	such	intervention	occurs	it	is	usually	very	narrow	
and	very	specifically	defined.	There	also	tend	to	be	sanctions	attached	if	people	do	not	
comply.	For	example,	in	the	case	of	inoculations,	if	a	mother	and	father	did	not	have	
their child inoculated that child cannot attend school. If parents do not send their child 
to	school	they	are	in	violation	of	the	law,	and	there	are	criminal	and	civil	penalties	that	
are	involved	(Rich	&	Sugrue,	1989,	p.	33).

Some	would	say	that	health	policy/enforcement	strategies	do	not	allow	for	the	“volun-
tary	behavior	conducive	to	health”	suggested	by	Green	and	Kreuter	(2005,	p.	G-4)	in	
their	definition	of	health	education.	But,	at	the	same	time,	this	kind	of	activity	can	get	
people	to	change	their	behavior	when	other	strategies	have	failed.	For	example,	before	
the	passage	of	safety	belt	laws,	most	states	were	reporting	about	an	11%	use	rate	by	
drivers	of	automobiles	and	were	trying	to	attack	the	problem	through	communication	
strategies	using	the	mass	media	(USDT,	2011).	Now	that	safety	belt	laws	are	in	effect	in	
states,	usage	rates	in	those	states	are	closer	to	85%;	in	some	states	where	there	is	strict	
enforcement,	usage	rates	are	as	high	as	88%	(USDT,	2010).	Another	example	comes	
from	the	work	of	Sorensen	and	colleagues	(1991),	which	showed	a	21%	reduction	in	the	
number	of	employees	who	smoked	in	a	company	that	put	a	nonsmoking	policy	in	effect.	
Both	of	these	examples	show	that	health	policy/enforcement	strategies	are	necessary	to	
reinforce	and	support	prevention	messages.

Block	(2008)	has	 identified	six	phases	of	policy	making—agenda	setting,	policy	
formulation, policy adoption, policy implementation, policy assessment, and policy 
	modification—that	we	feel	can	be	adapted	and	applied	to	the	creation	of	any	of	the	
health	policy/enforcement	strategies	for	a	health	promotion	program.	The	first	phase,	
agenda setting, deals with determining what the health problem is, analyzing whether 
the	cause	of	the	problem	can	best	be	solved	with	a	policy/enforcement	strategy,	and	
identifying	evidence	to	show	that	such	a	strategy	will	work.	Phase	2,	policy formulation, 
is	the	phase	in	which	the	policy	or	mandated	action	is	actually	developed.	The	actual	
wording	of	the	policy	is	not	easy	work.	It	 is	difficult	to	move	from	a	concept	or	idea	
to	wording	that	effectively	carries	out	the	intent	of	the	concept	or	idea	and	creates	the	



226 part I   PLANNING A HEALTH PROMOTION PROGRAM

most good for the most people. If the policy being created is a legal document (e.g., law, 
ordinance),	it	is	not	unusual	for	various	interest	groups	to	try	to	influence	those	writing	
the	document	so	that	the	resulting	work	best	represents	their	interests.	In	other	words,	
there	are	likely	to	be	both	pro	and	con	feelings	toward	the	policy	and	thus	this	phase	
can	be	very	political.	The	third	phase,	policy adoption	or	approval,	takes	place	when	the	
authoritative	individual	or	group	“approves”	the	formulated	policy.	Again,	depending	
on the policy being considered, politics can impact the outcome.

Once	the	policy	has	been	approved	 it	must	be	 implemented.	This	 is	 the	fourth	
phase	of	the	process.	In	this	phase,	the	necessary	human	and	financial	resources	must	
be	assembled	to	make	the	policy	work.	As	a	part	of	this	phase,	 it	 is	 important	that	
those who are implementing the new policy use good judgment and show respect 
for	others	when	doing	so.	The	fifth	phase	of	 the	process,	policy assessment, entails 
making	sure	that	the	policy	is	being	carried	out	as	written	and	that	it	is	indeed	work-
ing	to	solve	the	problem	it	was	intended	to	solve.	Based	on	the	results	of	the	policy	
assessment,	 the	authoritative	 individual	or	group	must	consider	 the	sixth	and	final	
phase—policy modification. In this phase some judgment and possible action must be 
made	to	determine	whether	the	policy	should	be	maintained,	modified,	or	eliminated	
(Dunn,	1994).	While	working	through	these	six	phases,	planners	should	bear	in	mind	
the	following	12	points:

 1. Have	top-level	support	for	the	mandated	action	(ASTDHPHE,	2001;	Emont	&	
Cummings,	1989;	Mikanowicz	&	Altman,	1995).

 2. Have	a	representative	group	(committee)	from	the	priority	population	help	formulate	
the	“mandatory”	action.

 3. Consider	surveying	those	in	the	priority	population	to	gain	additional	information	
regarding	policy	change	(Mikanowicz	&	Altman,	1995).

 4. Make	sure	expert	advice	on	the	subject	of	the	mandated	action	is	available	to	the	
group	developing	it.

 5. Seek	a	legal	opinion	if	necessary.

 6. Examine	the	work	of	others	and	review	the	issues	they	faced	when	implementing	
“mandatory”	actions.

 7. Be	sure	that	health	policy/enforcement	strategies	are	based	on	sound	principles	
and,	if	possible,	good	research	(ASTDHPHE,	2001).

 8. Seek	input	and	debate/discussion	concerning	the	mandated	action	from	the	priority	
population while it is being formulated.

 9. Develop	health	policy/enforcement	strategies	that	are	written	simply	and	include	
a	rationale,	a	general	policy	statement,	specific	areas	affected,	and	clearly	defined	
complaint,	grievance,	and	enforcement	procedures	(Mikanowicz	&	Altman,	1995).

10. Consider	phasing	in	the	new	regulation	a	little	bit	at	a	time.	For	example,	if	a	
	no-smoking	policy	is	going	to	be	implemented,	the	planner	may	want	to	begin	
by	restricting	smoking	in	certain	areas	before	banning	it	altogether.	This	not	only	
helps	people	change	gradually	but	it	also	expresses	concern	for	them.
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11. Provide	education	and	behavior	change	programs	to	assist	those	in	the	priority	
population	with	the	implementation	of	the	“mandatory”	actions	(Mikanowicz	&	
Altman,	1995).

12. Ensure	that,	once	formulated,	the	“mandatory”	actions:

a. are	actively	communicated	to	those	in	the	priority	population.
b. are	reviewed	on	a	regular	basis	for	the	purposes	of	evaluating	and	revising	if	

necessary.
c. apply to all in the priority population and not just to select groups.
d. are	consistently	enforced.	Be	prepared	to	deal	with	the	complaint	and	grievance	

processes	(Mikanowicz	&	Altman,	1995).
e. are enforced as a shared responsibility of all in the institution.

environmental Change strategies
Another	group	of	strategies	that	has	been	used	in	meeting	the	goals	and	objectives	of	
health	promotion	programs	is	environmental	change	strategies.	Such	strategies	have	been	
most	useful	in	providing	“opportunities,	support,	and	cues	to	help	people	develop	health-
ier	behaviors”	(Brownson,	Haire-Joshu,	&	Luke,	2006,	p.	342).	As	such,	they	help	remove	
barriers	in	the	environment.	“Environmental	barriers	in	a	community	can	make	modi-
fying	unhealthy	behaviors	challenging.	Poor	environmental	quality;	 inadequate	access	
to	affordable,	nutritious	food;	and	safety	issues	often	make	healthy	living	impractical”	
(Flores,	Davis,	&	Culross,	2007,	para.	4).	In	other	words,	environmental	change	strate-
gies	are	about	creating	health-enhancing	environments	(Hunnicutt	&	Leffelman,	2006).	
In	the	1986	Ottawa Charter for Health Promotion, it was stated that the healthier choice 
should	be	the	easier	choice	(WHO,	2009).	Removing	environmental	barriers	often	helps	
to	make	the	healthier	choice	the	easier	choice.

Environmental	change	strategies	are	characterized	by	changes	“around”	individuals	
and	are	not	limited	to	the	physical	environment.	Other	environments	include	the	eco-
nomic	environment	(e.g.,	financial	costs,	affordability),	service	environment	(e.g.,	acces-
sibility	to	health	care	or	patient	education),	social	environment	(e.g.,	social	support,	peer	
pressure),	cultural	environment	(e.g.,	traditions	of	ethnic	group),	psychological	environ-
ment	(e.g.,	emotional	learning	environment),	and	political	environment	(e.g.,	support	
for	healthy	environments).	Environmental	change	strategies	have	a	close	relationship	to	
health	policy/enforcement	strategies	because	there	are	times	when	a	policy	change	may	
be	needed	to	make	a	change	in	the	environment,	for	example	a	city	or	county	ordinance	
that	creates	smokefree	workplaces.	Other	examples	of	such	strategies	include	equipping	
automobiles	with	safety	belts,	air	bags,	and	child	safety	seats;	placing	speed	bumps	in	
parking	lots	by	playgrounds	to	slow	traffic	where	children	are	present;	or	installing	fire	
and	safety	doors	in	apartment	buildings	to	make	them	safer	for	the	residents.	Often	envi-
ronmental change strategies do not necessarily require action on the part of the priority 
population	(CDC,	2003)	as	noted	in	the	examples	above.	Yet,	some	of	these	strategies	
provide	a	“forced	choice”	situation,	as	when	the	selection	of	foods	and	beverages	in	
vending	machines	or	cafeterias	are	changed	to	include	only	healthful	foods.	If	people	
want to eat foods from these places, they are forced to eat certain types of foods.
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Other	activities	in	this	category	may	provide	those	in	the	priority	population	with	
health	messages	and	environmental	cues	for	certain	types	of	behavior.	Examples	would	
be	posting	of	no-smoking	signs,	eliminating	ashtrays,	providing	lockers	and	showers,	
using	role	modeling	by	others,	playing	soft	music	in	a	work	area,	organizing	a	shut-
tle	service	or	some	other	type	of	transportation	system	to	get	seniors	to	congregate	for	
meals	or	to	a	health	care	provider,	and	providing	point-of-purchase	education,	such	as	a	
sign	on	a	vending	machine	or	food	labeling	on	the	food	options	in	the	cafeteria.

Finally,	like	so	many	of	the	other	intervention	strategies,	environmental	change	strate-
gies	often	are	more	effective	when	combined	with	intervention	strategies	from	the	other	
categories.	An	example	of	such	multiplicity	is	combining	the	mandating	of	safety	belts	in	
automobiles, which is important alone, with strict enforcement of safety belt laws (a health 
policy/enforcement	strategy),	which	makes	for	a	much	more	effective	intervention.

health-related Community service strategies
Health-related	community	service	strategies	include	services,	tests,	treatments,	or	care	
to	improve	the	health	of	those	in	the	priority	population	(CDC,	2003).	Examples	of	this	
type	of	intervention	strategy	include,	but	are	not	limited	to,	completing	a	health	risk	as-
sessment	(HRA)	form	(see	Chapter	4	for	a	discussion	of	HRAs);	offering	low-cost	flu	
shots	or	child	immunizations;	providing	clinical	screenings	(sometimes	called	biometric	
screenings)	for	diabetes,	blood	pressure,	or	cholesterol;	and	providing	professional	health	
checkups	and	examinations.	Because	a	health-related	community	service	strategy	requires	
action on the part of those in the priority population, an important component of this 
type	of	strategy	is	to	reduce	the	barriers	to	obtaining	the	service.	Thus	planners	must	be	
mindful	of	the	affordability	and	accessibility	of	such	services.	Also,	planners	must	weigh	
the	consequences	of	including	this	type	of	strategy	in	an	intervention.	For	example,	if	
abnormal	readings	are	found	during	a	screening,	those	conducting	the	screening	have	an	
ethical	obligation	to	follow	up	and	make	sure	appropriate	referrals	for	care	are	made.	
Chapman	(2003a)	has	provided	a	nice	review	of	many	of	the	concerns	associated	with	
biometric screening.

Health-related	community	service	strategies	are	often	offered	 in	settings	such	as	
grocery	stores,	shopping	malls,	health	fairs,	worksites,	personal	residencies,	mobile	units	
(e.g.,	vans	equipped	with	mammography	units),	and	easily	accessible	health	care	facilities.	
Such	strategies	usually	have	high	credibility	with	priority	populations	because	of	their	
link	with	health	care	providers.

Community Mobilization strategies
“Community	mobilization	 strategies	 involve	 helping	 communities	 identify	 and	 take	
	action	on	shared	concerns	using	participatory	decision	making,	and	include	such	methods	
as	empowerment”	(Barnes,	Neiger,	&	Thackeray,	2003,	p.	60).	In	this	book	we	present	
two	subcategories	of	community	mobilization	strategies:	(1)	community	organization	and	
community	building,	and	(2)	community	advocacy.

Community Organization and Community building Other than defining the terms 
community organization and community building, little will be presented here about 
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these	terms	because	more	information	is	presented	elsewhere	(Chapter	9).	Community 
 organization	has	been	defined	as	“the	process	by	which	community	groups	are	helped	
to	identify	common	problems	or	goals,	mobilize	resources,	and	in	other	ways	develop	
and	implement	strategies	for	reaching	the	goals	they	have	collectively	set”	(Minkler	&	
Wallerstein,	2005,	p.	26).	Community building	is	not	so	much	a	process	as	“an	orienta-
tion	to	community	that	is	strength	based	rather	than	need	based	and	stresses	the	identifi-
cation,	nurturing,	and	celebration	of	community	assets”	(Minkler,	2005a,	p.	4).

Community advocacy Community advocacy is a process in which the people of the 
community	become	involved	in	the	institutions	and	decisions	that	will	have	an	impact	
on	their	lives.	It	has	the	potential	for	creating	more	support,	keeping	people	informed,	
influencing	decisions,	activating	nonparticipants,	 improving	service,	and	making	peo-
ple,	plans,	and	programs	more	responsive	(Checkoway,	1989).	Community	advocacy	
can	have	a	big	impact	on	social	change	issues,	including	those	dealing	with	health.	The	
community	advocacy	that	deals	with	health	issues	is	called	health advocacy.	This	type	
of	advocacy	has	been	defined	as	“the	processes	by	which	the	actions	of	individuals	or	
groups	attempt	to	bring	about	social,	environmental,	and/or	organizational	change	on	
behalf	of	a	particular	health	goal,	program,	interest,	or	population”	(Joint	Committee	
on	Terminology,	 2012).	Galer-Unti,	Tappe,	 and	Lachenmayr	 (2004)	 have	 identified	
seven different	ways	of	advocating	for	health	and	health	education:	(1)	influencing		voting	
	behavior,	(2)	electioneering,	(3)	direct	lobbying,	(4)	integrating	grassroots	lobbying	into	
direct	lobbying	efforts,	(5)	using	the	Internet,	(6)	media	advocacy—newspaper	letters	to	
the	editor	and	opinion-editorial	(op-ed)	articles,	and	(7)	media	advocacy—acting	as	a	
resource	person.	They	have	further	organized	these	seven	advocacy	strategies	in	a	three-
tiered	approach	to	show	the	varying	levels	of	involvement	in	the	advocacy	process.	These	
levels	and	examples	of	each	are	presented	in	Table 8.4.

As noted in our earlier discussion of health communication strategies, the Internet 
and	emerging	technologies	can	be	effective	means	to	enhance	advocacy	efforts.	Thackeray	
and	Hunter	(2010)	have	suggested	that	cell	phones	and	social	networking	sites	(SNS)	on	
the	Internet	can	be	used	for:	(1)	recruiting	people	to	join	the	cause,	(2)	organizing	col-
lective	action,	(3)	raising	awareness	and	shaping	attitudes,	(4)	raising	funds	to	support	
the	cause,	and	(5)	communicating	with	decision	makers.	While	both	cell	phones	and	SNS	
can	be	used	for	these	advocacy-related	purposes	there	are	advantages	and	disadvantages	
to	using	one	over	the	other	in	various	situations.	Table 8.5	outlines	the	comparative	
qualities of each.

Auld	(1997)	offered	a	set	of	practical	tips	for	influencing	public	policy.	They	are	
adapted	here	to	apply	to	influencing	public	policy	at	the	local	as	well	as	the	state	and	
federal	levels.

 1. Opening doors.	Establish	relationships	that	build	trust	and	rapport	with	staff,	leg-
islative	assistants,	and,	if	possible,	the	elected	officials	themselves	so	that	you	can	
approach them for their support on an issue of concern. Know what committees 
your	elected	officials	sit	on	and	how	they	have	voted	on	the	issues.

 2. Identifying the players.	Identify	who	the	stakeholders	are	on	a	particular	issue	and	
find	out	why	they	are.
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 3. Making the link.	Find	out	how	the	issues	you	are	interested	in	are	linked	to	the	
health	problems	of	the	population/constituency	of	the	elected	officials.	For	example,	
if	you	are	interested	in	chronic	diseases,	show	how	they	are	linked	to	the	elderly	in	
the	population/constituency.

 4. Crafting your position.	Make	sure	your	position	on	the	issue(s)	is	(are)	developed	
on	the	best	available	science	and	data.

 5. Organizing the troops. Organize others who may be interested in your issue to 
show	broad	representation	from	the	population/constituency	(see	Chapter	9	for	
organizing techniques).

Table 8.4 Advocacy strategies: Good, Better, Best

Strategy Good Better Best

voting behavior Register and vote Encourage others to 
register and vote

Register others to 
vote

Electioneering Contribute to the 
campaign of a  
candidate friendly to 
public health and 
health education

Campaign for a  
candidate friendly to 
public health and 
health education

Run for office or seek 
a political 
 appointment

Direct lobbying Contact a policy 
maker

Meet with your  
policy makers

Develop ongoing re-
lationships with your 
policy makers and 
their staff

Integrate grassroots 
lobbying into direct 
lobbying  
activities

start a petition drive 
to advocate  
a specific policy  
in your local  
community

Get on the agenda 
for a meeting of a 
policy-making body 
and provide  
testimony

Organize a 
 community  coalition 
to enact changes that 
 influence health

Use the Internet Use the Internet to 
access information 
related to health  
issues

Build a Webpage that 
calls attention to a 
specific health issue, 
policy, or legislative 
proposal

Teach others to use 
the Internet for  
advocacy  activities

Media advocacy: 
Newspaper letters to 
the editor and op-ed 
articles

Write a letter to the 
editor

Write an op-ed piece Teach others to write 
letters and op-ed 
pieces for media  
advocacy

Media advocacy:  
Acting as a  
resource person

Respond to  
requests by members 
of the media for 
health-related  
information

Issue a news  release Develop and  
maintain ongoing  
relationships  
with the media  
personnel

Source:	“Advocacy	100:	Getting	Started	in	Health	Education	Advocacy”	by	Regina	A.	Galer-Unti,	Marlene	K.	Tappe,	and	Sue	
Lachenmayr from Health Promotion Practice, (3), pp. 283-288. Copyright © 2004 by society for Public Health Education.  
Reprinted with Permission. 
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Table 8.5 Comparative Qualities of social Networking sites and Cell Phones in Advocacy

Technology Advantages for Advocacy Disadvantages for Advocacy

social Networking sites Message sent on sNs can be 
stored indefinitely

Not all advocates may be able to 
attend in-person events because 
of geographic distances inher-
ent in an online community

Easy to invite friends and fans to 
join the advocacy cause

Older decision makers may not 
give as much credence to this 
form of communication

Can organize events and post  
specifics about location, time, 
and purpose

Requires Internet access

Reach a large number of people 
quickly

One central location for  advocates 
to find information about the  
advocacy cause

Can post videos or photos
Unlimited space to post 

 information
Can update posts from a  

Web-enabled cell phone or  
mobile device

Can check posts from a 
 Web-enabled cell phone or  
mobile device

Cell Phones Reach a large number of people 
quickly in real-time

A text or video message may be 
quickly erased

Text or video message will be  
received immediately

Decision makers may not be able 
to answer the phone when in a 
meeting

Can use phones to take  photos Have to limit messages to 160 
characters

Decision maker can read a text 
message while in a meeting

Advocates’ cell phone calling plans 
may be limited by the number 
of text messages they can send

Can be used to send quick, brief 
reminders of events

Not all advocates may own a cell 
phone

No need for Internet access Cell phone numbers may be 
changed and contact with  
advocates is lost.

Can talk to the other individual in 
person.

Can forward text or video messages 
to friends and other advocates

Source:	“Empowering	Youth:	Use	of	Technology	in	Advocacy	to	Affect	Social	Change.”	R.	Thackeray	and	M.	Hunter,	M,	from	the	
Journal of Computer–Mediated Communication, Volume 15,	pp.	575–591.	Copyright	©	2010	by	John	Wiley	&	Sons,	Inc.	Reprinted	
with permission.



232 part I   PLANNING A HEALTH PROMOTION PROGRAM

 6. Visiting policy makers.	Schedule	appointments	with	the	elected	official	or	staff	to	
express	your	views	on	the	issues.	Take	others	with	you	who	can	help	explain	your	
views.	Be	on	time,	be	brief,	yet	be	prepared	to	educate	by	using	practical	examples.

 7. Demonstrating the power of press.	Demonstrate	your	link	to	the	media	and	
how	you	and	your	organization	can	get	positive	press	for	the	elected	official	by	
	activating	(i.e.,	letters	to	the	editor,	etc.)	your	link.

 8. Reinforcing your message.	End	your	visit	or	follow	up	the	visit	with	a	packet	
that	summarizes	your	position	on	the	issues.	Supporting	scientific	data	should	be	
included.	Also,	send	a	thank-you	letter.	As	the	issue	moves	through	the	legislative	
process,	let	your	elected	official	know	your	views	on	its	direction.

 9. Serving as a resource.	Stay	in	contact	with	the	staff	and	elected	official	and	offer	to	
be a resource person to help them as needed on the issue.

10. Responding quickly.	Be	prepared	to	respond	quickly	when	asked	to	be	a	resource	
person	or	testify	to	a	legislative	group.	Requests	often	come	at	the	last	minute.

11. Reaching the finish line. Follow up on a piece of legislation after it has been passed 
to	help	those	who	have	to	implement	it	and	to	advocate	for	funding	to	help	the	
 implementation.

To	further	assist	planners	with	community	advocacy	activities,	 the	Coalition	of	
National	Health	Education	Organizations	(CNHEO)	maintains	a	Website	for	advocacy	
information.	The	Website	features	advocacy	alerts,	how	to	take	action,	health	legisla-
tion,	links	to	other	advocacy	sites,	and	other	policy	tools	for	health	education	and	health	
	promotion	(CNHEO,	2011b).	See	the	Weblinks at the end of this chapter for more infor-
mation about the site.

Other strategies
The	other	strategies	category	includes	a	variety	of	intervention	activities	that	do	not	fit	
neatly	into	one	of	the	six	categories	discussed	above.

behavior Modification activities	 Behavior	modification	 activities,	 often	used	 in	 in-
trapersonal-level	interventions,	include	techniques	intended	to	help	those	in	the	priority	
population	experience	a	change	in	behavior.	Behavior modification is usually thought of 
as	a	systematic	procedure	for	changing	a	specific	behavior.	The	process	is	based	on	the	
stimulus	response	and	social	cognitive	theories.	As	applied	to	health	behavior,	emphasis	
is	placed	on	a	specific	behavior	that	one	might	want	either	to	increase	(such	as	exercise	
or	stress	management	techniques)	or	to	decrease	(such	as	smoking	or	consumption	of	
fats).	Particular	attention	is	then	given	to	changing	the	events	that	are	antecedent	or	sub-
sequent	to	the	behavior	that	is	to	be	modified.

In	changing	a	health	behavior,	the	behavior	modification	activity	often	begins	by	
having	those	trying	to	make	a	change	keep	records	(diaries,	logs,	or	journals)	for	a	spe-
cific	period	of	time	(24	to	48	hours,	one	week,	or	one	month)	concerning	the	behavior	
(such	as	eating,	smoking,	or	exercise)	they	want	to	alter.	Using	the	information	recorded,	
one	can	plan	an	activity	to	modify	that	behavior.	For	example,	facilitators	of	smoking	
cessation	programs	often	will	ask	participants	to	keep	a	record	of	all	the	cigarettes	they	
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smoke	 from	one	class	 session	 to	 the	next	 (see	Figure 8.4	 for	an	example	of	 such	a	
	record).	After	keeping	the	record,	participants	are	asked	to	analyze	it	to	see	what	kind	of	
smoking	habit	they	have.	They	may	be	asked	questions	such	as:	“What	three	cigarettes	
seem	to	be	the	most	important	of	the	day	to	you?”	“In	what	three	places	or	activities	do	
you	find	yourself	smoking	the	most?”	“With	whom	do	you	find	yourself	smoking	most	
often?”	“Is	there	a	primary	reason	or	mood	for	your	smoking?”	“When	during	the	day	
do	you	find	yourself	smoking	the	most	and	the	least?”	Once	the	participant	has	answered	
these	questions,	appropriate	interventions	can	be	designed	to	deal	with	the	problem	be-
havior.	For	example,	if	participants	say	they	smoke	only	when	they	are	by	themselves,	
then	activities	would	be	planned	so	that	they	do	not	spend	a	lot	of	time	alone.	If	other	
participants	seem	to	do	most	of	their	smoking	while	drinking	coffee,	an	activity	would	
be	developed	to	provide	some	type	of	substitute.	If	participants	seem	to	smoke	the	most	
while	sitting	at	the	table	after	meals,	activities	could	be	planned	to	get	them	away	from	
the table and doing something that would occupy their hands.

Another	way	of	leading	into	a	behavior	modification	activity	is	through	a	health	
status	evaluation,	or	what	is	often	referred	to	as	a	health screening. Such screenings 
could	happen	at	home	(e.g.,	BSE,	TSE,	hemocult),	at	a	community	health	fair	(e.g.,	blood	
pressure,	cholesterol),	or	in	the	office	of	a	health	care	professional	(e.g.,	breast	examina-
tion).	Like	record	keeping	via	diaries,	logs,	or	journals,	health	screenings	can	“grab	the	
attention”	(develop	awareness)	of	those	in	the	priority	population	to	begin	the	behavior	
modification	process.

Organizational Culture activities	 Closely	aligned	with	environmental	change	strate-
gies	are	activities	that	affect	organizational	culture.	Culture	is	usually	associated	with	
norms	and	traditions	that	are	generated	by	and	linked	to	a	“community”	of	people.	
Organizations,	which	are	made	up	of	people,	also	can	have	their	own	culture.	The	cul-
ture	of	an	organization	can	be	thought	of	as	its	personality.	The	culture	expresses	what	
is	and	what	is	not	considered	important	to	the	organization.	“Cultural	norms	are	not	
statistical	averages,	but	instead	are	related	to	social	standards	of	appropriate	behavior.	
Cultural	norms	are	accepted	and	expected	practice”	(Golaszewski	et	al.,	2008,	p.	7).	The	
nature of the culture depends on the type of organization—corporation, school, or non-
profit	group	and	the	importance	that	the	organization’s	leadership	places	on	it.	For	ex-
ample,	if	organizational	decision	makers	believe	exercise	is	important,	they	may	provide	
employees	with	an	extra	20	minutes	at	lunchtime	for	exercise.	Similarly,	it	is	surprising	
to	see	how	many	young	executives	will	use	a	corporation’s	exercise	facility	because	the	
chief	executive	officer	does.	Other	examples	of	organizational	culture	activities	might	
include	changing	the	types	of	foods	found	in	vending	machines,	closing	the	“junk	food”	
machines during lunch periods at school, offering discounts on the health foods found in 
the	company	cafeteria,	and	getting	retailers	to	change	the	way	they	have	done	things	in	
the	past,	such	as	moving	their	tobacco	products	from	in	front	of	a	counter	to	behind	a	
counter, so that an employee has to get them for the customer.

Like	other	health	promotion	strategies,	 the	use	of	organizational	culture	activi-
ties	should	begin	with	an	assessment.	The	term	that	has	been	given	to	assessments	
associated with organizational culture is a culture (or cultural) audit. A  cultural audit 
is	an	evaluation	of	the	assumptions,	values,	normative	philosophies,	and		cultural	char-
acteristics of an organization in order to determine whether they support or hinder 
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Name ____________________

Date _____________________

Number of
Cigarettes Need Place With Mood

During the Day Time of Day Rating* of Activity Whom or Reason

1. ___________ 1 2 3 ___________ ___________ _____________

2. ___________ 1 2 3 ___________ ___________ _____________

3. ___________ 1 2 3 ___________ ___________ _____________

4. ___________ 1 2 3 ___________ ___________ _____________

5. ___________ 1 2 3 ___________ ___________ _____________

6. ___________ 1 2 3 ___________ ___________ _____________

7. ___________ 1 2 3 ___________ ___________ _____________

8. ___________ 1 2 3 ___________ ___________ _____________

9. ___________ 1 2 3 ___________ ___________ _____________

10. ___________ 1 2 3 ___________ ___________ _____________

11. ___________ 1 2 3 ___________ ___________ _____________

12. ___________ 1 2 3 ___________ ___________ _____________

13. ___________ 1 2 3 ___________ ___________ _____________

14. ___________ 1 2 3 ___________ ___________ _____________

15. ___________ 1 2 3 ___________ ___________ _____________

16. ___________ 1 2 3 ___________ ___________ _____________

17. ___________ 1 2 3 ___________ ___________ _____________

18. ___________ 1 2 3 ___________ ___________ _____________

19. ___________ 1 2 3 ___________ ___________ _____________

20. ___________ 1 2 3 ___________ ___________ _____________

21. ___________ 1 2 3 ___________ ___________ _____________

22. ___________ 1 2 3 ___________ ___________ _____________

23. ___________ 1 2 3 ___________ ___________ _____________

24. ___________ 1 2 3 ___________ ___________ _____________

25. ___________ 1 2 3 ___________ ___________ _____________

26. ___________ 1 2 3 ___________ ___________ _____________

27. ___________ 1 2 3 ___________ ___________ _____________

28. ___________ 1 2 3 ___________ ___________ _____________

29. ___________ 1 2 3 ___________ ___________ _____________

30. ___________ 1 2 3 ___________ ___________ _____________

*Need rating: How important is the cigarette to you at this time?

1 � Most important; I would miss it very much

2 � Average

3 � Least important; I would not miss it

Figure 8.4 Twenty-Four-Hour Cigarette Count
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Name ____________________

Date _____________________

Number of
Cigarettes Need Place With Mood

During the Day Time of Day Rating* of Activity Whom or Reason

1. ___________ 1 2 3 ___________ ___________ _____________

2. ___________ 1 2 3 ___________ ___________ _____________

3. ___________ 1 2 3 ___________ ___________ _____________

4. ___________ 1 2 3 ___________ ___________ _____________

5. ___________ 1 2 3 ___________ ___________ _____________

6. ___________ 1 2 3 ___________ ___________ _____________

7. ___________ 1 2 3 ___________ ___________ _____________

8. ___________ 1 2 3 ___________ ___________ _____________

9. ___________ 1 2 3 ___________ ___________ _____________

10. ___________ 1 2 3 ___________ ___________ _____________

11. ___________ 1 2 3 ___________ ___________ _____________

12. ___________ 1 2 3 ___________ ___________ _____________

13. ___________ 1 2 3 ___________ ___________ _____________

14. ___________ 1 2 3 ___________ ___________ _____________

15. ___________ 1 2 3 ___________ ___________ _____________

16. ___________ 1 2 3 ___________ ___________ _____________

17. ___________ 1 2 3 ___________ ___________ _____________

18. ___________ 1 2 3 ___________ ___________ _____________

19. ___________ 1 2 3 ___________ ___________ _____________

20. ___________ 1 2 3 ___________ ___________ _____________

21. ___________ 1 2 3 ___________ ___________ _____________

22. ___________ 1 2 3 ___________ ___________ _____________

23. ___________ 1 2 3 ___________ ___________ _____________

24. ___________ 1 2 3 ___________ ___________ _____________

25. ___________ 1 2 3 ___________ ___________ _____________

26. ___________ 1 2 3 ___________ ___________ _____________

27. ___________ 1 2 3 ___________ ___________ _____________

28. ___________ 1 2 3 ___________ ___________ _____________

29. ___________ 1 2 3 ___________ ___________ _____________

30. ___________ 1 2 3 ___________ ___________ _____________

*Need rating: How important is the cigarette to you at this time?

1 � Most important; I would miss it very much

2 � Average

3 � Least important; I would not miss it

that	organization’s	central	mission	(BusinessDictionary.com,	2011).	When	applied	to	
health the audit would help determine whether the culture hinders or  supports health 
promotion.	There	are	companies	that	will	perform	health	culture	audits	for	organiza-
tions	(Note:	search	the	Internet	with	key	words	“health	culture	audit”	for	sources).	In	
addition,	the	Wellness	Council	of	America	(WELCOA)	has	created	a	free	WELCOA	
Quick-Inventory	(Hunnicutt,	2009)	as	a	means	to	help	assess	the	environment	of	a	
workplace.

Once	the	status	of	the	organizational	culture	has	been	determined	there	are		several	
steps	that	can	be	taken	to	work	toward	a	health	supporting	culture.	Golaszewski	and	
his	colleagues	(2008)	have	identified	the	following	influences	on	an	organization’s	health	
supporting	culture:	(1)	shaping	cultural	health	values	(e.g.,	raise	the	visibility	of	ben-
efits	of	healthy	lifestyles,	raise	the	visibility	of	leadership	promoting	healthy	lifestyles,	
encourage	employee	forums	where	they	can	discuss	health,	showcase	the	organization’s	
involvement	in	health	promotion);	(2)	shaping	cultural	health	norms	(e.g.,	identify	key	
norms	for	health	promotion	in	the	organization,	conduct	interviews	of	those	in	the	prior-
ity	population	to	determine	support	or	lack	thereof	for	a	healthy	culture,	evaluate	idea	
versus	actual	norm	levels);	(3)	use	cultural	touch	points	(e.g.,	mechanisms	that	support	a	
healthy	culture	like	committing	resources	to	health,	leaders’	modeling	healthy	lifestyles,	
rewards and recognitions for health, include health promoting ideas in organizational 
recruitment, orientation, training, communication, relationships, and rites, symbols, and 
rituals);	(4)	encourage	peer	support	(e.g.,	mobilize	existing	support	systems,	develop	mu-
tual	support	systems);	and	(5)	building	a	supportive	cultural	climate	for	wellness	(e.g.,	
foster	a	sense	of	community,	foster	a	shared	vision,	foster	a	positive	outlook,	and	foster	
cultural climate with health promotion).

incentives and Disincentives	 The	use	of	incentives	(sometimes	referred	to	as	“carrots”)	
and	disincentives	(sometimes	referred	to	as	“sticks”)	to	influence	health	behaviors	is	
a	common	type	of	activity,	especially	in	worksite	settings.	An	incentive	is	“an	antici-
pated	positive	or	desirable	reward	designed	to	 influence	the	performance	of	an	 in-
dividual	or	group”	(Chapman,	2005a,	p.	6).	An	incentive	can	increase	the	perceived	
value	of	an	activity	(Patton	et	al.,	1986),	motivate	people	to	get	involved,	encourage	
health	service	use	behavior	(Chapman,	2005a),	encourage	compliance	with	profes-
sional	health	advice	(Chapman,	2005a),	remind	program	participants	of	their	commit-
ment	to	and	goals	for	behavior	change	(Wilbur,	1983),	promote	short-term	behavior	
change	(French,	Jeffery,	&	Oliphant,	1994;	Robison,	1998),	and	maintain	behavior	
change	over	time	(Pescatello	et	al.,	2001;	Poole,	Kumpfer,	&	Pett,	2001).	The	key	to	
motivating	people	with	incentives	is	knowing	what	will	incite	them	to	action.	Thus	for	
this	type	of	activity	to	work,	the	planners	need	to	match	the	incentives	with	the	needs,	
wants,	or	desires	of	the	priority	population.	However,	this	is	not	easy,	for	what	is	an	
incentive	for	one	person	may	be	a	deterrent	for	another,	and	vice	versa.	If	planners	are	
not in touch with what program participants want, there is a chance of losing par-
ticipant	interest	in	the	program	(Hunnicutt,	2001).	It	has	been	suggested	that	incen-
tives	should	even	be	tailored	to	the	socioeconomic	characteristics	of	the	participants	
(Chenoweth,	1987)	and,	for	that	matter,	the	individual	characteristics	of	each	person.	
For	example,	a	financial	 incentive	will	typically	generate	less	response	from	wealthy	
participants	than	lower	income	participants	(Haveman,	2010).
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For	program	planners,	the	task	becomes	one	of	matching	the	needs	of	the	program	
participant	or	potential	program	participant	with	available	incentives.	Two	approaches	
can	be	used	to	accomplish	this.	The	first	is	to	include	questions	about	incentives	as	part	of	
any	needs	assessment	conducted	in	program	planning.	For	example,	a	workforce	needs	
survey	or	focus	group	might	include	a	question	on	incentives,	such	as	“What	incentives	
would	entice	you	to	participate	in	the	exercise	program?”	or	“What	would	it	take	to	
get	you	to	participate	in	this	program?”	or	“What	would	it	take	to	keep	you	involved	
in	a	health	promotion	program?”	or	“Would	you	continue	to	participate	in	an	exercise	
program	if	you	knew	you	were	going	to	be	given	a	nice	T-shirt	after	logging	100	miles	
running	or	walking,	or	participating	for	50	days	in	a	yoga	class	or	swimming	program?”	
The	responses	to	these	questions	should	provide	some	indication	of	the	type	of	incentives	
that	would	be	most	appropriate	for	this	priority	population.	The	second	is	the	shotgun	
approach,	based	on	previous	experience	or	the	experience	reported	by	others.	The	shot-
gun	approach	offers	a	variety	of	incentives	to	meet	the	needs	of	a	large	percentage	of	the	
program’s	priority	population.	However,	the	former	approach	is	recommended	as	being	
more	likely	to	meet	the	targeted	needs	and	wants.

Based	on	the	idea	that	incentives	should	meet	the	individual	needs	of	those	in	the	
priority	population,	 the	possibility	of	different	 types	of	 incentives	 is	almost	endless.	
Incentives	are	usually	grouped	into	two	major	categories:	financial	and	nonfinancial.	
Some	examples	of	financial	incentives	include	providing	money	in	the	form	of	extra	pay,	
bonuses,	or	rebates	(Chapman	2005a;	Haveman,	2010;	Pescatello	et	al.,	2001;	Poole,	
Kumpfer,	&	Pett,	2001);	paying	membership	fees	to	health-related	facilities	(Chapman,	
2005a);	giving	gift	certificates;	or	reducing	health	insurance	premiums	or	deductibles.	
Examples	of	nonfinancial	incentives	include	giving	special	attention	or	recognition	(e.g.,	
name	mentioned	in	a	newsletter)	(Chapman,	2005a;	Haveman,	2010),	social	support,	or	
providing	additional	vacation	days	or	“well”	days	(Chapman,	2005a;	Haveman,	2010).

Haveman	(2010)	has	offered	six	principles	that	can	assist	program	planners	in	creat-
ing	effective	incentives.	His	principles	were	intended	for	use	with	incentives	associated	
with	the	delivery	of	health	care,	but	we	have	adapted	them	to	health	promotion.	Principle	
one	is	identifying	the	desired	outcome.	This	may	seem	obvious	but	is	often	overlooked.	
For	example,	if	the	desired	outcome	is	to	have	program	participants	stop	smoking,	the	
incentives	should	be	tied	to	actually	quitting	and	not	just	cutting	back	on	the	number	of	
cigarettes	smoked	per	day.	The	second	principle	is	identifying	the	behavior	change	that	will	
lead	to	the	desired	outcome.	In	the	smoking	cessation	example,	participants	need	to	come	
up	with	a	strategy	to	quit	smoking,	actually	stop,	and	stay	off	cigarettes	for	a	specified	
period	of	time.	Principle	three	is	determining	the	potential	effectiveness	of	the	incentive	
in	achieving	the	behavior	change.	This	is	not	easy	because	responsiveness	to	incentives	
varies	greatly.	“Understanding	this	response	involves	determining	the	extent	to	which	the	
behavior	targeted	is	amenable	to	change	through	the	incentive.	The	size	of	the	financial	
incentive	should	be	appropriate	to	the	effort	required.	If	the	perceived	benefit	of	the	action	
is	exceeded	by	its	perceived	cost,	the	incentive	will	be	ineffective”	(Haveman,	2010,	p.	2).	
(See Box 8.6	for	a	list	of	factors	that	determine	the	effectiveness	incentives.)	The	fourth	
principle	is	to	link	the	incentive	directly	to	the	desired	outcome	or	behavior.	In	the	smoking	
cessation	example,	any	incentive	should	be	linked	to	either	the	final	outcome—no	smoking	
for	one	year	after	the	quit	date—or	to	the	actions	leading	up	to	it,	for	example,	setting	a	
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quit	date,	deciding	on	a	strategy	to	quit,	actually	quitting,	not	smoking	for	six	months,	and	
not	smoking	for	one	year.	If	the	second	option	is	used,	an	incentive	could	be	attached	to	
each	step.	Further	if	this	second	option	is	used	the	incentives	could	be	graduated	so	that	in-
centives	are	worth	more	than	the	one	given	at	the	previous	step.	Principle	five	is	identifying	
any	possible	adverse	effects	of	the	incentive.	In	the	smoking	cessation	example,	nonsmok-
ers	may	say	that	they	have	no	chance	to	receive	a	smoking	cessation	incentive.	So	how	
could	those	creating	the	incentive	deal	with	this	situation?	The	sixth,	and	final,	principle	is	
to	evaluate	and	report	changes	in	the	behavior	or	outcome	in	response	to	the	incentive.	If	
a	case	is	going	to	be	made	for	using	incentives	as	part	of	health	promotion	programs	in	the	
future,	planners	will	need	to	document	their	work	and	show	that	the	incentives,	at	least	in	
part,	were	responsible	for	the	outcomes	or	desired	behavior.

Box 8.6  Factors that Determine the Effectiveness  
of Wellness Incentives

Major Factors Minor Factors

Dollar value of the reward(s) Importance to supervisor
Convertibility into item of personal 

value
Degree of fun experienced

Amount of effort needed to qualify Language compatibility
Clarity of messaging Convenience of record keeping
Timing and repetition of messaging Amount of change in benefits
Extent of distrust in employers’ 

motives
Availability of alternative standards

supporting messages from 
management

Credibility of wellness staff

Ease of enrollment Use of outside vendor
Perceived complexity of 

requirements
Adequacy of FAQs

Fairness and defensibility of 
requirements

Availability of FAQs

Group or competitive nature Treatment	of	“gamers”
Desirability of required behavior Utility of program documents
Readiness composition of population Tax implications
Combination of pay values Option to ask questions
spousal eligibility Time of the year
Compatibility of incentives with 

culture
Generational effects

Past wellness incentive performance Reporting back to employees

Source:	“The	Changing	role	of	incentives	in	health	promotion	and	wellness.”	L.	S.	Chapman,	D.	Whitehead,	
and M. C. Connors, from The Art of Health Promotion. Copyright © 2008 by American Journal of Health  
Promotion. Reprinted with permission.
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The	following	advice	is	offered	to	planners	who	choose	to	use	incentives:

1. Make	sure	the	incentive	will	do	no	harm.	“The	golden	rule	of	any	policy	is	to	ensure	
that	its	net	result	is	salutary.	Attention	must	first	be	devoted	to	understanding	and	
assessing potential detrimental consequences, including consequences of inaccuracy 
and	misuse,	and	taking	steps	to	avoid	them”	(McGinnis,	2010,	p.	3).

2. Make	sure	everyone	can	receive	one,	whatever	the	incentive	may	be	(Kendall,	1984).

3. Make	the	incentives	useful	and	meaningful	(Kendall,	1984).

4. Ensure	that	the	incentive	ground	rules	are	fair,	understandable,	and	followed	by	
	everyone	(Chapman	2005a;	Kendall,	1984).

5. Develop	(and	refine)	a	communications	plan	for	the	incentives	(Chapman,	2005a;	
Chapman,	Whitehoad,	&	Connors,	2008).

6. Make	a	big	deal	of	awarding	the	incentive;	consider	a	special	meeting	or	ceremony	
(Hunnicutt,	2001;	McGinnis,	2010).

7. Use	incentives	that	are	consistent	with	health	promotion	philosophies.	For	example,	
avoid	incentives	of	alcoholic	beverages,	high	fat	or	high	sugar	foods,	or	other	mixed-
message prizes.

Just	as	incentives	can	be	used	to	get	people	involved	in	behavior	change,		disincentives 
can	be	used	to	discourage	a	certain	behavior.	More	formally,	 	disincentives	have	been	
defined	as	“an	anticipated	negative	or	undesirable	consequence	designed	to	influence	
the	performance	of	an	 individual	or	group”	 (Chapman,	2005a,	p.	6).	For	 example,	 
“[s]ustained	increases	in	excise	taxes,	constraining	advertising	and	marketing,		constricting	
use	in	public	places,	and	penalizing	the	sale	and	distribution	to	minors	have	all	worked	
to	help	drive	down	the	use	of	tobacco”	(McGinnis	et	al.,	2002,	pp.	88–89).

One	final	note	that	we	need	to	mention	before	leaving	this	topic	is	the	impact	that	
federal	legislation	has	had	on	incentives	and	disincentives.	As	we	noted	at	the	beginning	
of	this	section,	though	incentives	and	disincentives	have	been	used	in	health	promo-
tion	programs	in	a	variety	of	settings,	they	have	been	used	with	great	favor	in	worksite	
settings.	Up	until	1996,	there	were	few	limitations	on	how	incentive	and	disincentives	
were	structured	(Chapman,	2005a)	and	because	of	this	some	employers	were	creatively	
tying	incentives	and	disincentives	associated	with	health	to	individual	and	group	health	
insurance	plans.	However,	Congress	was	concerned	that	employers	were	being	unfair	
to	some	employees	in	order	to	reduce	their	health	care	costs.	Accordingly,	Congress	
enacted	two	pieces	of	legislation	that	have	impacted	the	way	incentives	and	disincen-
tives	 can	be	used.	They	 include	 the	Health	 Insurance	Portability	&	Accountability	
Act	of	1996	 (more	 commonly	 referred	 to	as	HIPAA)	and	 the	Genetic	 Information	
Nondiscrimination	Act	of	2008	(officially	known	as	Public	Law	110-233	and	referred	
to	as	GINA).	HIPAA	has	provisions	in	it	that	make	it	illegal	for	employers	to	discrimi-
nate	against	their	employees	because	of	a	“health	status	related	factor”	with	the	out-
come	of	affecting	coverage	or	cost	to	the	employee	under	a	group	or	individual	health	
plan	(Chapman,	2005a).	That	is,	those	who	offer	and	administer	health	insurance	plans	
cannot	deny	health	care	claim	expenses,	charge	some	employees	more	for	their	health	
insurance premiums, or place a surcharge on their premiums because of health status 
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related	conditions	like	high	blood	pressure,	high	blood	cholesterol,	or	poor	vision.	For	
example,	an	employer	cannot	require	employees	to	pay	higher	premiums	than	their	
coworkers	because	they	have	high	blood	pressure.	However,	the	law	does	not	preclude	
offering	incentives—in	the	form	of	premium	discounts	or	rebates	or	modifying	appli-
cable	co-payments	or	deductibles—to	those	who	participate	in	health	promotion	pro-
grams.	So	an	employer	could	reduce	employees’	co-payment	on	a	visit	to	a	doctor	or	
on	the	cost	of	a	prescription	medication	if	the	employees	participated	in	the	company’s	
employee health promotion program.

GINA,	which	amends	portions	of	HIPAA	by	treating	genetic	information	as	pro-
tected health information	(PHI),	prohibits	discrimination	in	health	coverage	and	employ-
ment based on genetic information. GINA went into effect for health care plans starting 
on	or	after	December	7,	2009.	Though	the	bulk	of	GINA	is	aimed	at	health	care	coverage	
provided	by	employers,	it	also	impacts	health	promotion/wellness	programs.	The	area	of	
health	promotion	programming	that	it	most	affected	is	the	use	of	health	risk	assessments	
(HRAs).	HRAs	cannot	request	genetic	information	prior	to	enrollment	in	a	health	care	
“plan,	and	no	rewards	or	penalties	may	be	offered	in	conjunction	with	an	HRA	that	
requests	genetic	information,	even	if	the	request	is	made	after	the	enrollment”	(Grudzien,	
2009,	para.	6).	As	a	result	of	these	regulations,	planners	“should	review	all	wellness	and	
disease	management	plans	to	determine	how	a	HRA	is	used	and	what	information	is	
requested;	remove	any	financial	incentives	or	penalties	if	genetic	information	is	collected	
in	the	HRA;	and	remove	any	genetic	information	from	the	HRA	if	financial	incentives	or	
penalties	want	to	be	offered”	(Grudzien,	2009,	para.	6).

social activities	 The	importance	of	social	support	for	behavior	change	and	its	relation-
ship	to	health	are	well	recognized	(e.g.,	IOM,	2001).	Many	people	find	it	much	easier	to	
change	a	behavior	if	those	around	them	provide	support	or	are	willing	to	be	partners	in	
the	behavior	change	process.	One	of	the	major	reasons	why	worksite	health	promotion	
programs	were	initially	so	well	received	is	because	of	the	built-in	social	support	from	
coworkers	(Behrens,	1983).

Reference	has	already	been	made	to	how	social	support	could	work	as	an	incentive.	
That	would	be	one	form	of	a	social	activity.	Other	social	interventions	could	include	sup-
port	groups	or	buddy	system,	social	gatherings,	and	social	networks.

Support Groups and Buddy System	 The	importance	of	support	groups	as	part	of	com-
prehensive	interventions	has	been	well	established.	One	need	only	look	to	the	12-step	
programs	(such	as	Alcoholics	Anonymous,	Overeaters	Anonymous,	and	Gamblers	Anon-
ymous) and commercial programs (such as Weight Watchers) to realize the importance 
of	people	coming	together	to	share	their	experiences	and	support	one	another’s	efforts.	A	
support	group	need	not	be	large;	it	might	be	as	small	as	just	two	people.	A	buddy	system	
is	 an	 example	of	 a	 two-person	group.	A	buddy	 system	can	 take	one	of	 two	different	
forms.	In	the	first,	both	individuals	are	trying	to	change	a	behavior.	In	such	a	relation-
ship,	the	two	individuals	support	each	other,	whether	this	means	helping	each	other	stay	
on	a	special	diet	or	meeting	each	other	at	6	A.M.	for	exercise.	In	the	other	form,	only	one	
of	the	two	is	trying	to	change	a	behavior.	The	one	not	changing	the	behavior	may	have	
already	changed	(e.g.,	has	already	quit	smoking	or	is	exercising	regularly)	and	is	acting	
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as	a	mentor	to	the	one	trying	to	change,	or	may	not	be	trying	to	change	but	provides	
support	at	regular	intervals	or	as	problems	arise.

To	enhance	the	motivation	provided	by	support	groups	and	buddy	systems	it	 is	
not	uncommon	for	these	activities	to	also	use	a	contest (also referred to competitions 
or challenges) or a contract. A contest can be described as a challenge between two 
individuals/groups	 in	which	the	object	 is	to	outperform	the	competitor.	Examples	of	
contests	include	the	competition	between	two	individuals	to	see	who	can	lose	the	most	
weight,	who	can	walk/run	the	most	miles,	or	who	can	go	the	longest	without	a	cigarette.	
Contests	could	also	be	based	on	teams	within	the	priority	population	(such	as	two	dif-
ferent companies, two schools, or departments within an organization), using similar 
criteria	but	now	based	on	group	total	figures	(pounds,	miles,	or	cigarettes).	Contests	
have	been	useful	in	introducing	and	promoting	health	promotion	programs	and	achiev-
ing	significant	initial	participation	rates,	but	they	have	not	been	as	useful	as	an	ongoing	
recruitment	tool	(Wilson,	1990).

A contract is an agreement between two or more parties that outlines the future 
behavior	of	those	parties.	Contracts	are	a	common	part	of	everyday	living.	People	enter	
into contracts when they sign a lease for an apartment or a residence hall agreement, 
take	out	an	insurance	policy,	borrow	money,	or	buy	something	over	a	period	of	time.	The	
same	concept	can	be	applied	to	getting	and	keeping	people	motivated	in	health	promo-
tion	programs.	Program	participants	would	enter	into	a	contract	with	another	person	
(the	program	facilitator,	a	significant	other,	or	a	fellow	participant)	and	then	work	to-
ward	an	objective	or	agreement	specified	in	the	contract.	The	contract	would	also	specify	
contingencies—that	is,	what	happens	as	a	result	of	the	contract’s	term	either	being	met	
or not being met.

For	an	exercise	program,	this	system	might	work	as	follows:	The	program	partici-
pant	and	program	facilitator	would	draw	up	a	contract	based	on	the	participant’s	pre-
sent	status	in	the	program	(e.g.,	exercising	for	30	minutes	once	a	week)	and	on	what	
would	be	a	reasonable	goal	for	the	near	future	(e.g.,	eight	weeks).	Thus	the	contract	might	
state	that	the	participant	will	exercise	for	30	minutes	twice	a	week	for	the	first	week,	
30	minutes	three	times	a	week	for	the	second	week,	and	so	forth,	building	up	gradually	
to	the	final	goal	of	exercising	for	60	minutes	most	days	of	the	week	at	the	end	of	eight	
weeks.	The	outcome	should	focus	on	a	behavior	that	can	be	maintained	at	the	end	of	
the contract period. For a weight loss program, the goal might be written as eliminating 
snacking	in	the	evening,	increasing	fruits	and	vegetables	in	the	diet	to	five	servings	per	
day,	and	walking	for	30	minutes	three	times	a	week.	These	are	behaviors	that	can	reason-
ably be maintained after the weight loss.

The	parties	to	the	contract	then	decide	on	what	the	contingencies	will	be.	Thus	the	
participant	might	offer	to	make	a	contribution	to	some	local	charity	or	state	that	she	will	
continue	in	the	program	for	another	eight	weeks	if	she	does	not	meet	the	contract	goal.	
The	facilitator	might	promise	the	participant	a	program	T-shirt	if	she	fulfills	the	con-
tract	during	the	specified	eight-week	period.	Other	ideas	for	contingencies	might	include	
granting	a	kickback	on	fees	for	completing	a	certain	percentage	of	the	classes,	or	earning	
points	toward	products	or	services.	No	matter	what	the	contingencies	are,	it	seems	to	
help if the contract is completed in writing.
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Social Gatherings	 Social	 gatherings	 can	 be	 an	 important	 type	 of	 social	 intervention.	
Bringing	together	people	who	may	be	confronting	similar	problems	for	the	purpose	of	
purely social interaction not related to the problem can indirectly help them deal with 
the	problem.	Examples	of	such	activities	might	be	single	parents	having	a	cookout	or	a	
group of senior citizens attending a play. Although these gatherings do not deal directly 
with	these	people’s	common	problems,	they	do	help	fill	voids	in	their	lives	and	thus	indi-
rectly help with the problem.

Social Networks	 Social	networks	are	another	type	of	social	intervention.	A	network	“is	
the	web	of	social	relationships	that	surrounds	an	individual	and	the	structural	character-
istics	of	that	web”	(IOM,	2001,	p.	145).	The	nature	of	the	structural	characteristics	can	be	
quite	varied,	consisting	of	almost	anything	that	creates	a	special	feeling:	need,	concern,	
loyalty, frustration, power, affection, or obligation, to name just a few. When people are 
“networking,”	they	are	said	to	be	looking	for	relationships	that	would	be	useful	in	helping	
them	with	their	concerns,	such	as	problem	solving,	program	development,	resource	iden-
tification,	and	others.	As	part	of	a	health	promotion	intervention,	social	networking	may	
take	many	different	forms	and	can	range	from	informal	networking	where	participants	
create	relations	on	their	own	to	more	formal	networking	where	program	participants	are	
“assigned”	others	with	whom	to	network.	The	actual	networking	itself	may	take	place	
face-to-face,	via	the	telephone,	or	through	some	type	of	social	media.	An	example	would	
be	when	program	smoking	cessation	participants	trade	contact	information	(e.g.,	email	
address,	telephone	numbers,	or	“friend”	another)	for	the	purpose	of	connecting	when	try-
ing	to	resist	a	cigarette	or	trying	to	locate	a	needed	resource	to	solve	a	problem.

It	should	also	be	noted	that	although	most	social	support	and	buddy	systems	take	
place	between	individuals,	they	can	also	be	established	at	the	institutional	level.	Like	in-
dividuals,	institutions	can	be	paired	up	to	help	one	another.	For	example,	if	two	compa-
nies	are	interested	in	establishing	health	promotion	programs,	they	could	work	together	
on their programs and share information and resources where appropriate. Or, if one 
company	has	a	well-established	program	in	place,	then	that	company	could	mentor	an-
other company in setting up a program.

Creating health promotion interventions

Once	program	planners	have	completed	a	needs	assessment,	written	program	goals	and	
objectives,	and	considered	different	types	of	intervention	strategies,	they	are	in	a	position	
to	begin	designing	an	appropriate	intervention.

Criteria and Guidelines for Developing health promotion interventions
There	is	no	one	best	way	of	intervening	to	accomplish	a	specific	program	goal	that	can	
be	generalized	to	all	priority	populations.	Each	priority	population	has	unique	needs	
and	wants	that	must	be	addressed.	Nevertheless,	successful	and	responsible	health	pro-
motion programs generally adhere to some common set of guidelines, standards, or cri-
teria	around	which	their	interventions	are	planned	(Ad	Hoc	Work	Group,	1987).	Such	
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guidelines	help	standardize	and	ensure	the	quality	of	the	program,	give	credibility	to	a	
program,	help	with	program	accountability,	provide	a	legal	defense	if	a	liability	situation	
might arise, and identify ethical concerns that need to be addressed as a part of planning, 
implementing,	and	evaluating	programs.

In	1987,	the	American	Public	Health	Association	(APHA),	in	collaboration	with	the	
Center	for	Health	Promotion	and	Education	of	the	Centers	for	Disease	Control	(CDC),	
developed	a	set	of	criteria	to	serve	as	guidelines	for	establishing	the	feasibility	and/or	
the	appropriateness	of	health	promotion	programs	in	a	variety	of	settings	(industrial,	
hospital,	worksite,	voluntary	and	official	agencies)	before	making	a	decision	to	imple-
ment	them.	The	criteria	were	not	developed	to	assure	successful	programs,	but	rather	to	
suggest	issues	that	need	to	be	considered	in	the	decision-making	process	leading	to	the	
allocation	of	resources	or	the	setting	of	program	priorities	(Ad	Hoc	Work	Group,	1987,	
pp.	89–92).	The	five	criteria	suggested	by	the	Work	Group	are:

1. A	health	promotion	program	should	address	one	or	more	risk	factors	that	are	care-
fully	defined,	measurable,	modifiable,	and	prevalent	among	the	members	of	a	chosen	
target group, and these factors that constitute a threat to the health status and the 
quality of life of target group members.

2. A	health	promotion	program	should	reflect	a	consideration	of	the	special	character-
istics, needs, and preferences of its target group(s).

3. Health	promotion	programs	should	include	interventions	that	will	clearly	and	
	effectively	reduce	a	target	risk	factor	and	are	appropriate	for	a	particular	setting.

4. A	health	promotion	program	should	identify	and	implement	interventions	that	make	
optimum	use	of	the	available	resources.

5. From the outset, a health promotion program should be organized, planned, and 
	implemented	in	such	a	way	that	its	operation	and	effects	can	be	evaluated.

In	addition	to	the	criteria	set	forth	by	APHA	and	CDC,	other	agencies	and	organi-
zations	have	suggested	criteria	and	guidelines.	The	Society	of	Prospective	Medicine	has	
developed	the	Ethics	Guidelines	for	the	Development	and	Use	of	Health	Assessments	
(SPMBoD,	1999).	Some	organizations	and	professionals	have	set	guidelines,	criteria,	or	
codes of practice	 for	specific	types	of	health	promotion	programs.	Examples	are	the	
criteria	set	forth	by	the	American	College	of	Sports	Medicine	(ACSM,	2010)	for	exer-
cise	programs,	the	guidelines	established	by	the	American	College	of	Obstetricians	and	
Gynecologists	for	exercise	during	pregnancy,	the	clinical	practice	guidelines	for	smoking	
cessation	available	from	the	Agency	for	Healthcare	Research	and	Quality	(AHRQ,	2008),	
guidelines	and	criteria	for	the	implementation	of	community-based	health	promotion	
programs	for	individuals	with	disabilities	(Drum	et	al.,	2009),	and	recommendations	
and	guidelines	for	HIV/AIDS	prevention	(CDC,	2010d).	Obviously,	these	guidelines	and	
criteria	are	not	all	that	are	available.	Prudent	planners	should	seek	out,	through	inquiry	
and	networking,	other	criteria	and	guidelines	that	apply	to	programs	they	are	planning.

Designing appropriate interventions
Selection	of	interventions	for	a	health	promotion	program	should	be	based	on	a	sound	
rationale	backed	by	the	best	available	evidence	as	opposed	to	chance;	a	strategy	should	
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not	be	selected	just	because	the	planners	think	it	“sounds	good”	or	because	they	have	
a	“feeling”	that	it	will	work.	Too	often,	intervention	decisions	are	“based	on	perceived	
short-term	opportunities,	lacking	systematic	planning	and	review	of	the	best	evidence	
regarding	effective	approaches”	(Brownson,	Fielding,	&	Maylahn,	2009,	p.	175).	As	
mentioned	earlier,	planners	should	choose	or	create	an	intervention	that	will	be	both	
	effective	and	efficient.	Although	no	prescription	for	an	appropriate	intervention	has	been	
developed,	experience	has	indicated	that	the	results	of	some	interventions	are	more	pre-
dictable than others. In this section, we present eight major questions that planners need 
to	consider	when	creating	health	promotion	interventions.	Figure 8.5 summarizes these 
major considerations.

1. What needs to change? And, where is the change needed?	Designing	an		appropriate	
intervention	begins	by	going	back	to	the	early	steps	in	the	program	planning	
	process	and	examining	the	results	of	the	needs	assessment	and	reviewing	the	
goals	and		objectives	of	the	proposed	program.	The	needs	assessment	identified	the	
	behavioral,	environmental,	and	genetic	determinants	or	risk	factors	of	the	health	
problem.	(Note:	Remember	that	because	genetic	determinants	either	cannot	be	
changed	or	often		interact	with	behavior	and	environment,	the	planners’	focus	
should	be	on		behavioral	and	environmental	factors.)	For	example,	after		identifying	
the  determinants of a health problem, planners then determine the  predisposing, 
 enabling, and reinforcing factors that need to be addressed in their proposed 
	program.	These	factors	should	be	reflected	in	the	program	goals	and	objectives.	

What needs to change? Where is change needed?

What level of prevention?

What level(s) of influence?

Single or multiple
strategies?

Appropriate fit for
priority population?

Planned intervention

Resources
available?

Any guide for intervention selection?

Best Practices or Best Experiences

if not then

Best Processes

Figure 8.5 Items to Consider When Creating a Health Promotion Intervention
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If the single purpose of a program were to increase the awareness of the priority 
	population,	the	intervention	would	be	very	different	from	what	it	would	be	if	the	
purpose	were	to	change	behavior.

Knowing	what	must	be	changed	is	critical	to	creating	an	intervention,	but	
just	as	critical	is	understanding	the	context	in	which	the	change	will	take	place.	
	Understanding	the	context	has	been	referred	to	as	the	settings approach	(Baric,	
1993)	to	health	promotion.	More	specifically,	a	settings	approach	means	addressing	
the	contexts	(physical,	organizational,	and	social)	“within	which	people	live,	work,	
and	play	and	making	these	the	object	of	inquiry	and	intervention	as	well	as	the	
needs	and	capacities	of	the	people	found	in	the	different	settings”	(Poland,	Krupa,	
&	McCall,	2009,	p.	505).	Therefore	when	creating	an	intervention,	planners	need	
to analyze	the	setting—“who	is	there;	how	they	think	or	operate;	implicit	social	
norms,	hierarchies	of	power;	accountability	mechanisms;	local	moral,	political,	and	
organizational	culture;	physical	and	psychosocial	environment;	broader		sociopolitical	
and	economic	context,	etc.”	(Poland	et	al.,	2009,	p.	506)—to	make	sure	the	interven-
tion	is	a	good	“fit”	for	those	in	the	priority	population.	For	those	interested	in	more	
of what to consider when analyzing the setting, we recommend the questions posed 
by	Poland	et	al.	(2009).

2. At what level of prevention will the program be aimed?	Because	of	the	needs	and	
wants	of	those	in	the	priority	population,	planners	need	to	consider	at	which	level	
or	levels	of	prevention—primary,	secondary,	and	tertiary—the	program	will	be	
aimed.	For	example,	a	program	aimed	at	increasing	the	level	of	exercise	is	likely	to	
be		received	differently	by	asymptomatic	nonexercisers	(primary	prevention)	than	by	
a patient	recovering	from	a	heart	attack	(tertiary	prevention).

3. At what level(s) of influence will the intervention be focused?	Program	planners	
must	recognize	that	those	in	the	priority	population	“live	in	social,	political,	and	
economic	systems	that	shape	behaviors	and	access	to	the	resources	they	need	to	
maintain	good	health”	(Pellmar	et	al.,	2002,	p.	210).	As	such,	planners	need	to	de-
cide	at	what	level	or	levels	of	influence	they	can	best	obtain	the	goals	and	objectives	
of	the	program.	For	example,	if	the	goal	of	the	program	is	to	increase	safety	belt	use,	
can	that	be	best	accomplished	by	trying	to	intervene	at	an	intrapersonal	level	with	
an	individual	education	program,	at	the	institutional	level	with	a	company	policy,	
at	the	public	policy	level	with	a	enhanced	state	safety	belt	law,	or	at	multiple	levels?	
Though	it	is	possible	that	an	intervention	can	be	aimed	at	a	single	level	of	influence,	
the	evidence	is	mounting	that	there	is	a	greater	chance	of	changing	and	maintain-
ing	health	behaviors	if	interventions	are	aimed	at	multiple	levels	of	influence	(Glanz	
&	Bishop,	2010).	Therefore,	planners	need	to	ask	and	answer	the	question,	“What	
levels	of	influence	should	be	addressed	to	provide	the	best	chances	of	achieving	the	
program	goal	and	objectives?”

4. What types of intervention strategies are known to be effective (i.e., have been 
 successfully used in previous programs) in dealing with the program focus? In other 
words,	what	does	the	evidence	show	about	the	effectiveness	of	various	interventions	
to	deal	with	the	problem	that	the	program	is	to	address?	(Refer	back	to	Chapter	2	
for	the	definition	of	and	available	sources	of	evidence.)	Using	evidence	does	not	mean	
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finding	a	specific	intervention	to	deal	with	the	problem	but	rather	going	through	a	
process	of	decision	making	that	is	based	on	the	evaluation	of	reliable	data	and	previ-
ous	work	(Baker,	Brownson,	Dreisinger,	McIntosh,	&	Karamehic-Muratovic,	2009).	
To	assist	planners	in	identifying	the	best	available	evidence,	Green	and	Kreuter	(2005)	
and	Brownson	and	colleagues	(2009)	have	put	forth	typologies	for	classifying	inter-
ventions	based	on	the	level	of	scientific	evidence.	Green	and	Kreuter	(2005)	have	sug-
gested	three	sources	of	guidance	for	selecting	intervention	strategies—best	practices,	
best	experiences,	and	best	processes.	Best practices	refer	to	“recommendations	for	an	
intervention,	based	on	critical	review	of	multiple	research	and	evaluation	studies	that	
substantiate	the	efficacy	of	the	intervention	in	the	populations	and	circumstances	in	
which	the	studies	were	done,	if	not	its	effectiveness	in	other	populations	and	situa-
tions	where	it	might	be	implemented”	(p.	G-1).

When	best	practice	recommendations	are	not	available	for	use,	planners	need	to	
look	for	information	on	best experiences. Best experience	intervention	strategies	are	
those	of	prior	or	existing	programs	that	have	not	gone	through	the	critical	research	
and	evaluation	studies	and	thus	fall	short	of	best	practice	criteria	but	nonetheless	
show	promise	in	being	effective.	Best	experiences	can	be	found	by	networking	with	
other	professionals	and	by	reviewing	the	literature.

If	neither	best	practices	nor	best	experiences	are	available	to	planners,	then	the	
third	source	of	guidance	for	selecting	an	intervention	strategy	is	using	best processes. 
Best processes	intervention	strategies	are	original	interventions	that	the	planners	
	create	based	upon	their	knowledge	and	skills	of	good	planning	processes	including	
the	involvement	of	those	in	the	priority	population	and	appropriate	theories	and	
models	(see	Chapter	7).	(See	Table 8.6	for	a	matrix	of	aligning	objectives,	program	
outcomes,	methods,	theory,	intervention	strategies,	and	activities.)

Whereas	the	Green	and	Kreuter	(2005)	typology	for	classifying	interventions	has	
three	levels,	the	typology	put	forth	by	Brownson	and	colleagues	(2009)	has	four—
evidence-based, effective, promising, and emerging.The	first	level,	evidence-based,	in-
cludes	interventions	that	are	peer	reviewed	via	a	systematic	or	narrative	review	(e.g.,	
those contained in the Guide to Community Preventive Services	[CDC,	2011a]).	This	
first	level	is	parallel	to	the	best	practices	level	of	Green	and	Kreuter	(2005).	The	in-
terventions	found	in	the	second	level,	effective,	have	been	peer	reviewed	but	are	not	
part	of	a	systematic	or	narrative	review	(e.g.,	article	that	appears	in	the	scientific	lit-
erature).	Those	interventions	that	are	deemed	effective	via	a	program	evaluation	but	
without	formal	peer	review	make	up	the	third	level,	promising (e.g., state or federal 
government	reports	that	have	not	gone	through	peer	review).	Levels	two	and	three,	
effective	and	promising	respectively,	are	parallel	to	the	best	experiences	described	by	
Green	and	Kreuter	(2005).	The	fourth	and	final	level	is	emerging.	This	level	includes	
ongoing	works,	practice-based	summaries,	or	evaluation	works	in	progress	(e.g.,	
pilot studies).

5. Is the intervention an appropriate fit for the priority population?		Intervention	
	strategies	need	to	be	designed	to	“fit”	the	priority	population.	Each	priority	
	population	has	certain	characteristics	that	impact	how	it	will	receive	an		intervention.	
Two	processes	that	help	to	“fit”	an	intervention	to	the	priority	population	are	
	tailoring	and	segmenting.	The	rationale	for	tailoring	an	intervention	activity	is	based	
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Type of  
Objective Program Outcome Method Theory—Construct*

Intervention  
Strategy

Possible  
Activities

Learning •	 Awareness	of	
risk percep-
tion/services/
resources

Information HBM—perceived  
 susceptibility

PMT—perceived  
 severity

Health communication •	 Informational	 
session

•	 Completion	of	
HRA

TTM—processes of  
 change

•	 Brochure	on	risks

Raising awareness sCT—expectations Health communication
•	 Knowledge Active learning sCT—behavioral  

 capability
Health education •	 Classes,	seminars,	

workshops
HBM—perceived  
 seriousness

•	 Printed	materials

HBM—perceived  
 benefits/barriers

Tailoring PAPM—stages Health communication  
 and education

•	 Classes,	seminars,	
workshops

TTM—stages
•	 Attitudes Persuasive  

 communication
sCT—expectancies Health communication  

 and education
•	 Classes,	seminars,	

workshops
Processing  
 information

TTM—decisional  
 balance

•	 Panel	discussions

ELM—central route •	 Guest	speakers
TPB—attitude toward  
 the behavior
sCT—reinforcement
IMB—prevention  
 motivation

•	 Skills skills training and  
 practice

sCT/HBM/TTM— 
 self-efficacy

Health communication  
 and education

•	 Classes,	seminars,	
workshops

TPB—perceived  
 behavioral control

•	 Simulations

sCT—self-control Behavior modification
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Modeling sCT—reinforcement
Coping response C-BMRP—self-control •	 Scenarios,	role	

playing
Behavioral •	 Behavior Reinforcement HBM—cues to action Incentives •	 Determine	and	

provide incen-
tives

sRT—punishment/  
 reinforcement

Behavior modification •	 24-hour	behavior	
records

Counter  
 conditioning

TTM—processes of  
 change

Health communication  
 and education

•	 Keeping	journals

Organizational culture •	 Classes,	seminars,	
workshops

Modeling sCT—reinforcement •	 Peer	education
Environmental •	 Physical	 

environment
Facilitation sCT—reciprocal  

 determinism
Health policy/  
 enforcement

•	 Regulations/ 
ordinances

Barriers HBM—perceived  
 barriers

Environmental change

C-BMRP—high-risk  
 situation

Organizational  
 building

CRM—stages Community  
 mobilization

•	 Create	a	coalition

•	 Social	 
environment

social support TPB—subjective  
 norm

social activities •	 Create	networks/
buddies

sNT—ego/alter social Networks

Abbreviations for theories: C-BMRP = cognitive-behavior model of relapse prevention; CRM = community readiness model; ELM = elaboration likelihood 
model of persuasion; HBM = health belief model; IMB = information—motivation—behavioral skills model; PAPM = precaution adoption process model; 
PMT = protection motivation theory; sCT = social cognitive theory; sNT = social network theory; sRT = stimulus response theory; TPB = theory of 
planned behavior; TTM = transtheoretical model.
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on research that shows people pay more attention to information that is personally 
relevant	to	them	(NCI,	2004).	Because	we	presented	information	on	tailoring	earlier	
in the chapter in our discussion of health communication section, we will use this 
space to present information on segmenting. Segmenting	is	the	process	of	dividing	
a	broader	population	into	smaller	groups	with	similar	characteristics	that	are	likely	
to	exhibit	similar	behavior/reaction	to	an	intervention	(see	information	in	Chapter	
11	about	segmenting	a	priority	population).	Segmentation	allows	planners	to	create	
an	intervention	to	fit	the	needs	and	characteristics	of	a	priority	population	(Pasick,	
D’Onofrio,	&	Otero-Sabogal,	1996).	Following	are	a	few	examples	of	how	priority	
population	segmentation	can	be	applied.	If	program	planners	are	developing	writ-
ten	materials	as	part	of	their	intervention,	they	need	to	make	sure	that	the	materials	
are	written	at	an	acceptable	reading	level	for	the	priority	population.	From	a	devel-
opmental	stage	perspective,	it	is	not	reasonable	to	expect	kindergartners	to	sit	still	
for	a	one-hour	lesson.	Interventions	also	need	to	“fit”	culturally	within	the	priority	
population	(Pérez	&	Luquis,	2008)	and	be	culturally	sensitive.	Culturally	sensitive	
interventions	are	those	“that	are	relevant	and	acceptable	within	the	cultural	frame-
work	of	the	population	to	be	reached”	(Frankish,	Lovato,	&	Shannon,	1998).	In	
attempts	to	be	culturally	sensitive,	because	culture	is	often	context	specific,	planners	
need to be careful not to perpetuate harmful cultural stereotypes.

One	final	item	to	consider	when	thinking	about	the	appropriateness	of	an	inter-
vention	strategy	for	the	priority	population	is	to	ask	if	there	is	any	chance	that	the	
strategy	could	cause	any	unintended	effects	in	the	priority	population.	For	example,	
could	the	strategy	threaten	the	physical	safety	or	raise	undue	anxiety	in	the	priority	
population	(CDC,	2003)?

6. Are the necessary resources available to implement the intervention selected? 
	Obviously	some	intervention	strategies	require	more	money,	time,	personnel,	or	space	
to	implement	than	others.	For	example,	it	may	be	prudent	to	provide	each	person	in	
the	priority	population	with	a	$100	incentive	for	participating	in	the	health	promo-
tion program, but it may not be possible because of budget limitations.

7. Would it be better to use an intervention that consists of a single strategy or one 
that is made up of multiple strategies? Again, we refer to the principle of multi-
plicity.	A	single-strategy	intervention	would	most	likely	be	easier	and	less	expen-
sive	to	implement	and	easier	to	evaluate.	There	are,	however,	some	real	advantages	
to	using	several	strategies:	(1)	“hitting”	the	priority	population	with	a	message	
in	a	variety	of	ways	from	multiple	levels	of	influence;	(2)	appealing	to	the	variety	
of	learning	styles	within	any	priority	population;	(3)	keeping	the	health	message	
constantly	before	the	priority	population;	(4)	hoping	that	at	least	one	strategy	
appeals	enough	to	the	priority	population	to	help	bring	about	the	expected	out-
come;	(5)	appealing	to	the	various	senses	(such	as	sight,	hearing,	or	touch)	of	each	
individual	in	the	priority	population;	and	(6)	increasing	the	chances	that	the	com-
bined	strategies	would	help	reach	the	goals	and	objectives	of	the	program	(e.g.,	
communication	used	to	publicize	a	policy	change)	(CDC,	2003).	Probably	the	
biggest	drawback	to	using	multiple	strategies	is	the	difficulty	of	separating	the	ef-
fects	of	one	strategy	from	the	effects	of	others	in	evaluating	the	impact	of	the	total	
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	program	and	of	individual	components	(Ad	Hoc	Work	Group,	1987).		However,	
Glasgow,	Vogt,	and	Boles	(1999)	have	developed	an	evaluation	model	titled	
	RE-AIM	(acronym	for	reach,	efficacy,	adoption,	implementation,	and	maintenance)	
for	use	with	multistrategy	interventions.

adapting a health promotion intervention
As	noted	in	the	previous	section	of	this	chapter,	planners	should	use	the	best	available	
evidence	to	help	create	an	intervention.	Such	evidence	may	show	that	an	intervention	
was	successful	in	another	setting	but	that	setting	may	be	different	(e.g.,	social	context	or	
other	unique	characteristics)	than	the	one	in	which	the	planners	are	currently	working.	
So	the	question	for	the	planners	becomes	“Can	the	intervention	that	was	successful	in	
another	setting	(i.e.,	evidence-based	intervention	[EBI])	be	adapted	to	work	in	the	new	
setting?”	To	help	answer	this	question,	the	CDC’s	Division	of	HIV/AIDS,	along	with	
some	external	partners,	developed	draft	guidance	to	adapt	EBIs.	The	guidance	is		titled	
the Map of Adaption Process: A Systematic Approach for Adapting Evidence-Based 
Behavioral Interventions	 (McKleroy	 et	 al.,	 2006).	The	approach	of	 this	 framework	 
emphasizes	both	the	planners’	experience	working	with	the	priority	population	and	the	
resources	available	for	adaption	and	implementation,	while	still	maintaining	fidelity	to	
the	core	elements	of	the	intervention,	the	theory	on	which	it	was	based,	and	internal	
logic	of	the	original	intervention	(McKleroy	et	al.,	2006).

The	adaptation	framework	is	a	five-step	approach	that	is	presented	graphically	in	
a linear format (see Figure 8.6).	However,	like	other	planning	models	presented	in	this	
book,	the	steps	are	interconnected	and	thus	overlap	in	terms	of	their	timing	and	order-
ing.	McKleroy	et	al.	(2006)	have	presented	the	following	description	of	the	five	steps.

The	first	action	step,	assess,	involves	assessing	the	target	population,	the	EBIs	being	
considered	for	implementation,	and	the	agency’s	capacity	to	implement	the	intervention.	
The	second,	select,	is	determining	whether	to	adopt	the	intervention	without	
adaptation,	implement	the	intervention	with	adaptation,	or	choose	another	intervention	
and	repeating	the	assess	action	step	before	moving	forward.	The	third	action	step,	
prepare,	falls	within	the	preparation	phase	and	involves	actually	adapting	the	
intervention	materials,	pre-testing	the	adapted	materials	with	the	target	population,	and	
increasing	agency	capacity	and	developing	collaborative	partnerships	when	necessary	to	
implement	the	intervention.	The	fourth	action	step,	pilot,	is	pilot	testing	the	adapted	
intervention	or	its	components	if	it	is	not	feasible	to	pilot	the	entire	intervention	and	
developing	an	implementation	plan.	The	fifth,	implement,	is	conducting	the	entire	
adapted	intervention	with	minor	revision	as	needed.	Additionally,	the	guidance	includes	
feedback	loops	and	checkpoints	to	ensure	each	action	step	is	addressed	adequately,	and	
to	provide	an	opportunity	to	revisit	earlier	action	steps	should	difficulties	occur.	Process	
monitoring	and	evaluation,	and	routine	supervision	and	quality	assurance	are	also	
important	considerations	for	the	guidance.	Credible	evidence	collected	during	the	
adaptation	process	should	be	evaluated	to	determine	the	success	of	the	adaptation	
process	as	well	as	the	effectiveness	of	the	adapted	intervention	(p.	64).

If	you	are	interested	in	adapting	an	EBI,	we	strongly	recommend	that	you	review	
McKleroy	et	al.	(2006)	for	a	more	in-depth	description	and	practical	examples	of	the	
five-step	framework.
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s u M M a r y

Interventions	are	strategies	used	by	planners	 to	bring	about	 the	outcomes	 identified	
in	the	program	objectives.	Interventions	are	also	sometimes	referred	to	as	treatments. 
Although	many	times	an	intervention	is	made	up	of	a	single	strategy,	it	is	more	common	
for	planners	to	use	a	variety	of	strategies	aimed	at	multiple	levels	of	influence	to	make	up	
an	intervention	for	a	program.	In	this	chapter,	intervention	strategies	were	categorized	
into the following groups:

1.	Health	communication	strategies

2.	Health	education	strategies

3.	Health	policy/enforcement	strategies

4.	 Environmental	change	strategies

5.	Health-related	community	service	strategies

6.	 Community	mobilization	strategies

7. Other strategies

Additionally,	this	chapter	identified	the	need	for	program	planners	to	be	aware	of	
recommended	standards/criteria/guidelines	when	planning	program	interventions.	Some	
examples	of	general,	as	well	as	program-specific,	guidelines	that	have	been	set	forth	by	
professional	organizations,	other	groups,	and	individuals	were	reviewed.	This	chapter	
also presented questions that planners need to consider when creating health promotion 
interventions.	And,	finally,	the	chapter	provided	an	overview	of	a	process	for	adapting	
evidence-based	interventions	for	a	new	setting.

r e v i e w  Q u e s t i O n s

 1. What	is	an	intervention?

 2. What	are	the	advantages	of	using	a	multistrategy	intervention	(i.e.,	principle	of	
multiplicity)	over	one	that	includes	a	single	strategy?	Are	there	any	disadvantages?	
If so, what are they?

 3. What does dose	mean	in	terms	of	an	intervention?

 4. What	are	the	major	categories	of	interventions?	Explain	each.

 5. Define	each	of	the	following	terms	as	they	relate	to	health	education	strategies:	
 curriculum, scope, sequence, unit of study, lessons, and lesson plans.

 6. State	and	briefly	describe	the	five	stages	of	Kinzie’s	(2005)	modified	framework	for	
instructional design.

 7. Define	health literacy and health numeracy	and	explain	how	they	impact	health	
promotion programs.
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 8. What	is	health	advocacy?

 9. What	special	issues	are	there	related	to	incentives	with	which	planners	working	in	
the	worksite	setting	need	to	be	concerned?

10. Why	should	program	planners	be	concerned	with	program	guidelines	that	have	
been	developed	by	professional	organizations	and	other	groups?

11. What	are	some	of	the	documents	and	sponsoring	groups	that	have	suggested	stand-
ards,	criteria,	or	guidelines	for	program	development?

12. Briefly	discuss	the	questions	set	forth	in	this	chapter	that	should	be	considered	be-
fore	creating	an	intervention.

13. Identify	and	briefly	explain	the	five	steps	in	the	framework	for	adapting	an	evi-
dence-based	intervention	for	a	new	setting.

a C t i v i t i e s

	 1.	 Create	a	multistrategy	intervention	for	a	program	you	are	planning.

	 2.	 Create	a	multistrategy	intervention	for	a	program	that	has	as	its	goal	“to	get	third-
grade students to wear helmets while riding their bicycles.”

	 3.	 Using	evidence	found	at	the	Guide to Community Preventive Services adapt a mul-
tistrategy	intervention	for	a	setting	of	your	choice.

	 4.	 Create	a	multistrategy	intervention	for	a	program	that	has	as	its	goal	“the	rehydra-
tion	of	young	children	in	the	small	village	of	Y	in	the	Third	World	country	of	Q.”

	 5.	 Design	and	present	on	an	8½”	x	11”	piece	of	paper	a	bulletin	board	that	could	be	
used	as	part	of	the	multiactivity	intervention	you	are	planning.	Divide	the	piece	of	
paper	that	represents	the	bulletin	board	into	six	equal	sections	and	indicate	what	
you will include in each section.

	 6.	 Interview	a	classmate	to	find	out	information	about	his	or	her	health	risks.	Then,	as-
suming	you	are	a	patient	educator	in	a	health	clinic,	create	a	one-page	tailored letter to 
the	person,	urging	him	or	her	to	seek	an	appropriate	screening	for	the	health	risk(s).

	 7.	 Develop	a	three-fold	pamphlet	that	can	be	used	as	an	informational	piece	for	a	
program you are planning.

	 8.	 With	other	students	in	your	class,	write	a	PSA	script	for	a	program	you	are	plan-
ning.	Then	rehearse	the	script	and	record	it.

	 9.	 Write	a	two-page,	double-spaced	news	release	that	describes	a	program	you	are	
planning.

10.	 Write	a	letter	to	your	state	or	federal	senators	or	representatives	and	request	their	
support	of	a	piece	of	health-related	legislation	that	is	currently	being	considered.
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w e b l i n K s

1. http://www.healtheducationadvocate.org

Health	Education	Advocate

Sponsored	by	the	Coalition	of	National	Health	Education	Organizations	(CNHEO),	
this	Website	is	a	timely	source	of	advocacy	information	related	to	the	field	of	health	
education	and	promotion.	The	site	offers	a	number	of	items	to	help	health	planners	
with	advocacy	activities,	including,	but	not	limited	to,	information	about	how	to	
identify	and	contact	their	senators	and	congresspersons,	the	status	of	specific	bills,	
health	resolutions	and	policy	statements	of	sponsoring	agencies,	and	advocacy	
 resources.

2. http://www.cdc.gov/socialmedia/

Social	Media	at	CDC

This	page	on	the	CDC’s	Website	deals	with	the	use	of	social	media.	From	here	you	
can	link	to	the	various	social	media	tools	of	CDC	and	to	a	page	that	provides	guide-
lines	that	have	been	developed	to	provide	critical	information	on	lessons	learned,	
best practices, clearance information, and security requirements.

3. http://nccc.georgetown.edu/index.html

National	Center	for	Cultural	Competence	(NCCC)

At	this	site	you	will	find	a	lot	of	resource	material	dealing	with	cultural	competence	
including	a	listing	of	publications,	self-assessments,	and	current	projects	and	
	initiatives.

4. http://www.heart.org/HEARTORG/Advocate/Advocate_UCM_001133_ 
SubHomePage.jsp

American	Heart	Association	(AHA)

This	is	the	advocacy	page	of	the	AHA’s	Website.	Like	most	other	voluntary	health	
	organizations,	the	American	Heart	Association	has	an	active	advocacy	program	to	
support	its	mission.	This	site	provides	an	overview	of	the	advocacy	work	in	which	
the	AHA	is	involved.

5. http://www2a.cdc.gov/phlp/

Public	Health	Law	Program

This	page	on	the	CDC’s	Website	focuses	on	public	health	law	and	policy.	From	here	
you	can	link	to	public	health	law	news	and	other	materials	and	resources	that	
	examine	the	authority	of	the	government	at	various	jurisdictional	levels	to	improve	
the health of the general population within societal limits and norms.

6. http://www.thecommunityguide.org/index.html

Guide	to	Community	Preventive	Services

This	Webpage	includes	evidence-based	recommendations	for	programs	and	policies	
to	promote	population-based	health.

http://www.healtheducationadvocate.org
http://www.cdc.gov/socialmedia/
http://nccc.georgetown.edu/index.html
http://www.heart.org/HEARTORG/Advocate/Advocate_UCM_001133_SubHomePage.jsp
http://www.heart.org/HEARTORG/Advocate/Advocate_UCM_001133_SubHomePage.jsp
http://www2a.cdc.gov/phlp/
http://www.thecommunityguide.org/index.html
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7. http://www.cancer.gov/cancertopics/cancerlibrary/pinkbook

Pink	Book—Making Health Communication Programs Work

This	Webpage	for	the	Making Health Communication Programs Work	book	is	a	
practical	guide	to	developing	specific	communication	strategies	to	promote	health	
and	prevent	disease.

http://www.cancer.gov/cancertopics/cancerlibrary/pinkbook
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C h a p t e r   9 

C h a p t e r  O b j e C t i v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Define	community, community organizing, community building, and coalitions.

•	Outline	the	processes	for	organizing	and	building	a	community.

•	 Explain	the	term	mapping community capacity.

active participants
bottom-up
citizen-initiated
coalition
community
community	building
community	organizing
executive	participants

gatekeepers
grassroots
locality	development
mapping	community	

capacity
occasional participants
ownership
potential building blocks

primary	building	blocks
secondary building blocks
social action
social planning
stakeholders
supporting participants
task force

There	are	a	number	of	different	processes	 involved	in	planning	health	promotion	
	programs	and	those	processes	vary	based	upon	the	circumstances	of	the		planning	

situation.	The	processes	selected	and	used	to	plan	programs	are	in	part	predicated	on	
the	 level	of	 the	 influence	 (i.e.,	 intrapersonal,	 interpersonal,	and/or	community),	and	
the	 level	of	 	influence	 is	often	predicated	on	 the	 size	of	 the	priority	population.	For	
	example,		certain	processes	are	more	useful	when	planning	programs	for	relatively	small	
groups	or		communities	of	people	such	as	those	found	in	worksites,	clinics,	and	schools,	
whereas	other	processes	must	be	considered	when	working	with	larger		communities.	By	
	community,	we	do	not	mean	only	those	groups	of	people	within	a	certain		geographic	
area,	 though	 that	 could	define	 a	 community,	 but	more	 specifically,	 a	 community is 

Community Organizing and 
Community building

K e y  t e r m s
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defined	 as	“a	 group	of	 people	who	have	 common	 characteristics”	 (Turnock,	 2009,	 
p.	502).	Israel	and	colleagues	(1994)	have	stated	that	communities	are	characterized	by	
the	following	elements:	(1)	membership—a	sense	of	identity	and	belonging;	(2)	common	
symbol	systems—similar	language,	rituals,	and	ceremonies;	(3)	shared	values	and	norms;	
(4)	mutual	influence—community	members	have	influence	and	are	influenced	by	each	
other;	(5)	shared	needs	and	commitment	to	meeting	them;	and	(6)	shared	emotional	
connection—members	share	common	history,	experiences,	and	mutual	support.	Thus	
communities	can	be	defined	by	location,	race,	ethnicity,	age,	occupation,	interest	in	par-
ticular	problems	(e.g.,	domestic	violence),	outcomes	(e.g.,	breast	cancer	survivors),	or	
other	common	bonds	(e.g.,	people	with	a	disability)	(Turnock,	2009).	Today,	we	can	also	
talk	about	a	cyber	community	(Minkler,	Wallerstein,	&	Wilson,	2008).

Although	many	of	the	planning	processes	are	applicable	regardless	of	the	size	of	
the	community,	when	working	with	large	communities	an	additional	process	is	needed	
in	order	to	have	a	successful	program.	This	additional	process	 is	organizing	those	in	
the	community	to	come	together	to	work	as	a	group	to	deal	with	the	needs	of	the	com-
munity.	This	chapter	addresses	the	fundamental	elements	of	organizing	communities	
for action. Box 9.1	identifies	the	responsibilities	and	competencies	for	health	education	
	specialists	that	pertain	to	the	material	presented	in	this	chapter.

Box 9.1   Responsibilities and Competencies for Health 
Education Specialists

This chapter focuses on the fundamental elements of organizing communities. As 
such, the content presented cuts across several different areas of responsibility for 
health education specialists. The responsibilities and competencies related to these 
tasks include:

Responsibility I: Assess Needs, Assets, and Capacity for Health Education

 Competency 1.1: Plan Assessment Process

  Competency 1.2: Access Existing Information and Data  
Related to Health

  Competency 1.4: Examine Relationships Among Behavioral, 
 Environmental and Genetic Factors That Enhance or 
 Compromise Health

Responsibility II: Plan Health Education

  Competency 2.1: Involve Priority Populations and Other 
Stakeholders in the Planning Process

 Competency 2.2: Develop Goals and Objectives

 Competency 2.3: Select or Design Strategies and Interventions

Responsibility III: Implement Health Education

 Competency 3.1: Implement a Plan of Action

Responsibility IV: Conduct Evaluation and Research

 Competency 4.1: Develop Evaluation/Research Plan
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Community Organizing background and assumptions

In	recent	years,	there	has	been	a	shift	in	the	focus	of	the	work	of	planners	and	others	
in	the	helping	professions.	Where	once	the	work	of	planners	focused	almost	solely	on	
the	individual,	today	the	focus	is	on	broadening	to	the	community.	Community-based, 
community empowerment, community participation, and community partnerships are 
among	the	many	terms	that	are	being	used	more	frequently	by	health	agencies,	outside	
funders,	and	policy	makers	(Minkler,	2005a).	There	are	good	reasons	for	the	use	of	these	
terms	and	most	revolve	around	the	need	for	communities	to	organize.

With	the	evidence	to	show	that	 interventions	aimed	at	the	community	level	(also	
 referred to as population-based approaches)	can	have	a	positive	affect	on	the	health	of	
a	community,	it	is	important	that	health	education	specialists	have	community	organiz-
ing	skills.	In	the	early	history	of	the	United	States,	a	sense	of	community	was	inherent	
in		everyday	life	(Green,	1989).	It	was	natural	for	communities	to	pool	their	resources	to	
deal	with	shared	problems.	More	recently,	the	need	to	organize	communities	has	seemed	
to	increase.	“Advances	in	electronics	(e.g.,	handheld	digital	devices)	and	communications	
(multifunction	cell	phones	and	Internet),	household	upgrades	(e.g.,	energy	efficiency),	and	
increased	mobility	(e.g.,	frequency	of	moving	and	ease	of	worldwide	travel)	have	resulted	
in	a	loss	of	a	sense	of	community.	Individuals	are	much	more	independent	than	ever	before.	
The	days	when	people	knew	everyone	on	their	block	are	past.	Today,	it	is	not	uncommon	
for	people	to	never	meet	their	neighbors”	(McKenzie	et	al.,	2012,	p.	123).	Because	of	these	
changes	in	community	social	structure	and	the	resources		necessary	to	meet	the	needs	
of	communities,	it	now	takes	a	concerted	effort	to	organize	a		community	to	act	for	the	
 collective good.

Box 9.1   (Continued)

Responsibility V: Administer and Manage Health Education

 Competency 5.2: Obtain Acceptance and Support for Programs

 Competency 5.3: Demonstrate Leadership

 Competency 5.4: Manage Human Resources

  Competency 5.5: Facilitate Partnerships in Support of Health 
Education

Responsibility VI: Serve as a Health Education Resource Person

 Competency 6.2: Provide Training

 Competency 6.3 Serve as a Health Education Consultant

Responsibility VII: Communicate and Advocate for Health and Health Education

  Competency 7.2: Identify and Develop a Variety of 
 Communication Strategies, Methods, and Techniques

 Competency 7.5: Influence Policy to Promote Health

Source: NCHEC, SOPHE, & AAHE (2010).
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“The	term	community organization	was	coined	by	American	social	workers	in	the	late	
1880s	to	describe	their	efforts	to	coordinate	services	for	newly	arrived	immigrants	and	the	
poor”	(Minkler	&	Wallerstein,	2005,	p.	27).	More	recently,	community organization has 
been used by a variety of professionals, including health education specialists, and refers to 
various	methods	of	intervention	to	deal	with	social	problems.	“Community	organization	
is	important	in	health	education	in	part	because	it	reflects	one	of	the	field’s	most	funda-
mental	principles,	that	of	‘starting	where	the	people	are’	(Nyswander,	1956)”	(Minkler	&	
Wallerstein,	2005,	p.	27).	“The	health	education	professional	who	begins	with	the	commu-
nity’s	felt	needs,	is	more	likely	to	be	successful	in	the	change	process	and	in	fostering	true	
community	ownership	of	programs	and	actions”	(Minkler	et	al.,	2008,	p.	288).

Community organizing	has	been	defined	as	“a	process	by	which	community	groups	
are	helped	to	identify	common	problems	or	goals,	mobilize	resources,	and	develop	and	
implement	strategies	for	reaching	their	goals	they	have	collectively	set”	(Minkler	et	al.,	
2008,	p.	288).	 It	 is	not	a	science	but	rather	an	art	of	building	consensus	within	the	
democratic	process	(Ross,	1967).	(See	Box 9.2	for	definitions	of	related	terms.)	Although	
community	organization	may	not	be	as	“natural”	as	it	once	was,	communities	can	still	
organize	to	analyze	and	solve	problems	through	collective	action.	In	working	toward	
this	end,	those	who	assist	communities	with	organizing	must	make	several	assumptions.	
Ross	(1967,	pp.	86–92)	has	stated	these	as	follows:

1.	 Communities	of	people	can	develop	the	capacity	to	deal	with	their	own	problems.

2. People want to change and can change.

3. People	should	participate	in	making,	adjusting,	or	controlling	the	major	changes	
taking	place	in	their	communities.

4. Changes	in	community	living	that	are	self-imposed	or	self-developed	have	a	meaning	
and	permanence	that	imposed	changes	do	not	have.

5. A	“holistic	approach”	can	deal	successfully	with	problems	with	which	a	“fragment-
ed	approach”	cannot	cope.

6. Democracy	requires	cooperative	participation	and	action	in	the	affairs	of	the	com-
munity,	and	that	the	people	must	learn	the	skills	that	make	this	possible.

7. Frequently	communities	of	people	need	help	in	organizing	to	deal	with	their	needs,	
just	as	many	individuals	require	help	in	coping	with	their	individual	problems.

Box 9.2 Terms Associated with Community Organizing

Citizen participation  The bottom-up, grassroots mobilization of 
citizens for the purpose of undertaking  
activities to improve the condition of  
something in the community.

Community Capacity  “The characteristics of communities that affect 
their ability to identify, mobilize, and address  
social and public health problems” (Goodman 
et al., 1998, p. 259).
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the processes of Community Organizing and Community building

There	 is	 no	 single	 unified	model	 of	 community	 organizing	 or	 community	 building	 
(Minkler	et	al.,	2008).	In	fact,	Rothman	and	Tropman	(1987,	pp.	4–5)	have	stated,	“We	
should	speak	of	community	organization	methods	rather	than	the	community	organiza-
tion	method.”	Over	the	years,	several	different	community	organization	methods	have	
been	used,	including	revolutionary	techniques	(Alinsky,	1971).	However,	the	best	known	
categories	of	community	organization	were	the	three	put	forth	by	Rothman	(2001)	and	
include locality development, social planning, and social action. Locality development is 
most	like	community	development	and	seeks	community	change	through	broad	self-help	
participation	from	the	local	community.	“It	is	heavily	process	oriented,	stressing	consensus,	
and	cooperation	and	aimed	at	building	group	identity	and	a	sense	of	community”	(Minkler	
&	Wallerstein,	2005,	p.	30).	Social planning	“is	heavily	task	oriented,	focused	on	rational-
empirical	problem	solving,	usually	by	an	outside	expert”	(Minkler	&	Wallerstein,	2005,	 
p.	30).	Social action	“is	both	task	and	process	oriented.	It	is	concerned	with	increasing	
the	community’s	problem-solving	ability	and	achieving	concrete	changes	to	redress	imbal-
ances of power and privilege between the oppressed or disadvantaged group and the larger 

Box 9.2 (Continued)

Community Development  “A process designed to create conditions of  
economic and social progress for the whole 
community with its active participation and 
the fullest possible reliance on the communi-
ty’s initiative” (united Nations, 1955, p. 6).

empowerment  “Social action process for people to gain 
mastery over their lives and the lives of their 
communities” (Minkler et al., 2008, p. 294).

Grassroots participation  “Bottom-up efforts of people taking collective 
actions on their own behalf, and they involve 
the use of a sophisticated blend of confronta-
tion and cooperation in order to achieve their 
ends” (Perlman, 1978, p. 65).

Macro practice  The methods of professional change that 
deal with issues beyond the individual, fam-
ily, and small group level.

Social Capital  “The relationships and structures within a 
community, such as, civic participation, net-
works, norms of reciprocity, and trust, that 
promote cooperation and mutual benefit” 
(Putnam, 1995, p. 66).

participation and relevance  “Community organizing that ‘starts where the 
 people are’ and engages community members 
as equals” (Minkler & Wallerstein, 2005, p. 35).
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society”	(Minkler	&	Wallerstein,	2005,	p.	30).	Although	this	model	is	not	used	as	often	as	
it	once	was,	it	was	most	useful	during	the	civil	rights	and	gay	rights	movements.

Though	 the	 concepts	 found	 in	 community	 organizing	 methods	 proposed	 by	
Rothman	(2001)	have	been	the	primary	means	by	which	communities	have	organized	
over	the	years,	they	do	have	their	limitations.	One	of	the	greatest	limitations	is	that	they	
are	primarily	problem-based	and	organizer-centered,	rather	than	strengths-based	and	
community-centered	(Minkler	et	al.,	2008).	Some	of	the	newer	models	are	based	more	
on	collaborative	empowerment	and	community	building.	Regardless	of	whether	one	
talks	about	the	“old	models”	or	the	“new	models,”	they	all	revolve	around	a	common	
theme:	The	work	and	resources	of	many	have	a	much	better	chance	of	solving	a	problem	
or	meeting	a	goal	than	the	work	and	resources	of	a	few.

Minkler	and	colleagues	(2008)	have	done	a	nice	job	of	summarizing	the	newer	per-
spectives	of	community	organizing	with	the	older	models	by	presenting	a	typology	that	
incorporates	both	needs-	and	strength-based	approaches.	That	typology	is	presented	in	
Figure 9.1.	This	figure	is	divided	into	four	quadrants	with	strength-based	and	needs-
based	on	the	vertical	axis	and	consensus	and	conflict	on	the	horizontal	axis.	Though	this	
typology	separates	and	categorizes	the	various	methods	of	community	organizing	and	
building,	Minkler	and	colleagues	(2008)	point	out	that

Community	organizing	and	community	building	are	fluid	endeavors.	Although	some	
organizing	efforts	primarily	have	focused	in	one	quadrant,	the	majority	incorporate	
concepts	from	multiple	quadrants.	It	is	important	for	organizing	efforts	to	clarify	their	
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Figure 9.1 Community Organization and Community-Building Typology
Source: “Improving health through community organizing and community building.” M. Minkler,  
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assumptions	and	decide	on	primary	strategies	based	on	group	history,	member	skills,	
willingness	to	take	risks,	or	comfort	level	with	different	approaches	(p.	292).

Because	the	purpose	of	this	chapter	is	to	provide	an	overview	of	the	community	organ-
izing	and	community-building	processes,	and	at	the	risk	of	oversimplifying	the	processes,	
we	would	like	to	present	a	very	general	or	generic	approach	to	community	organizing	and	
community	building	(see	Figure 9.2).	It	does	not	include	everything	planners	need	to	know	
about	community	organizing	and	community	building,	but	it	does	present	the	basic	elements.

For	further	information	about	community	organizing,	refer	to	any	of	several	refer-
ences	(Minkler,	2005;	Minkler	et	al.,	2008;	Ross,	1967;	Rothman	2001;	Snow,	2001)	
that	are	devoted	entirely	to	the	subject.	Also,	there	are	several	works	that	deal	specif-
ically	with	the	application	of	community	organization	to	health	promotion	activities	
	(El-Askari	&	Walton,	2005;	Minkler,	2005c;	Minkler	et	al.,	2008).

Before	presenting	the	generic	process	for	community	organizing	and	community	build-
ing,	we	would	like	to	comment	on	the	role	of	the	planner	in	this	process.	For	many	years,	
the	planner	was	seen	as	a	“leader”	of	the	community	organizing	effort.	However,	more	
often	than	not,	the	planner	is	an	“outsider”	with	regard	to	the	community	being	organ-
ized	and,	as	such,	has	trouble	gaining	the	credibility	to	serve	as	a	leader.	Yes,	he	or	she	may	
work	in	the	community	(remember	that	a	community	is	often	defined	by	something	other	
than	geographical	boundaries)	but	often	lives	outside	the	community	in	which	the	organiz-
ing effort is needed. Thus, the role that the planner should take is that of a facilitator or as-
sistant	rather	than	the	leader.	Experience	has	shown	that	it	is	best	if	the	leaders	come	from	
within	the	community.	Keep	this	thought	in	mind	as	you	read	through	the	general	model.

recognizing the issue
The	processes	of	community	organizing	and	building	begin	when	someone	recognizes	
that	an	issue	exists	in	the	community	and	that	something	needs	to	be	done	about	it.	This	
recognition	may	occur	as	a	result	of	someone	reviewing	health	data	on	the	community	
and	seeing	a	need	(e.g.,	an	unusually	high	number	of	teenage	pregnancies),	by	someone	
actually	observing	a	specific	situation	in	the	community	that	needs	attention	(e.g.,	 in-
juries	at	a	particular	intersection),	or	as	the	result	of	a	community	crisis	(e.g.,	 lack	of	
resources	to	deal	with	a	natural	disaster).	“This	person	(or	persons)	is	referred	to	as	the	
initial	organizer.	This	individual	may	not	be	the	primary	organizer	throughout	the	com-
munity	organizing/building	process.	He	or	she	is	the	one	who	gets	it	started”	(McKenzie	
et	al.,	2012,	p.	125).	For	the	purposes	of	this	discussion,	assume	that	the	concern	is	a	
health	problem,	but	remember	that	the	community	organization	process	may	be	used	
with	any	type	of	problem	found	in	a	community.	Concerns	can	be	as	specific	as	trying	
to	get	a	certain	piece	of	legislation	passed	or	as	general	as	advocating	for	a	drug-free	
community.

The	recognition	of	an	issue	can	occur	from	inside	or	outside	the	community.	A	citi-
zen	or	a	church	leader	from	within	the	community	may	identify	the	issue,	or	it	may	
first	be	identified	by	someone	outside	the	community,	such	as	an	employee	of	a	local	or	
state	health	department,	a	state	legislator,	a	politically	active	group,	or	someone	from	
a	local	voluntary	health	agency.	However,	the	community	organizing	efforts	that	have	
been	most	successful	have	been	those	that	are	recognized	from	the	inside.	“All	historic	
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Determining the priorities and setting goals

Arriving at a solution and selecting intervention strategies

Implementing the plan

Evaluating the outcomes of the plan of action

Maintaining the outcomes in the community

Looping back

Assessing the community

Organizing the people

Gaining entry into the community

Recognizing the issue

Figure 9.2 Summary of the Steps in Community Organizing and Building
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evidence	indicates	that	significant	community	development	takes	place	only	when	local	
community	people	are	committed	to	investing	themselves	and	their	resources	in	the	ef-
fort”	(Kretzmann	&	McKnight,	1993,	p.	11).	The	primary	reason	for	this	is	that	those	
within	the	community	are	much	more	likely	to	take	ownership	of	the	effort.	It	is	difficult	
for	someone	from	the	outside	coming	in	and	telling	community	members	that	they	have	
problems	or	issues	that	need	to	be	dealt	with	and	they	need	to	organize	to	take	care	 
of	them.	When	there	is	internal	recognition	of	the	issue	or	concern,	it	is	referred	to	as	
grassroots, citizen-initiated, or bottom-up	organizing.

Gaining entry into the Community
The	second	step	of	this	generic	process	of	community	organizing	and	community	build-
ing	may	or	may	not	be	needed.	If	the	issue	identified	in	the	previous	step	is	recognized	
by	someone	from	within	the	community,	then	this	step	of	the	process	will,	more	than	
likely,	not	be	needed.	We	say	“more	than	likely”	because	those	within	a	community	do	
not	need	to	gain	entry	into	it.	But	there	may	be	some	cases	when	someone	from	within	a	
community	may	identify	the	issue	but	has	not	lived	in	the	community	long	enough,	lacks	
the	political	power,	or	does	not	know	enough	about	the	interactions	of	the	community	
to	proceed	with	the	process.	In	these	later	cases,	the	person	may	be	treated	or	feel	like	an	
“outsider”	and	may	have	to	proceed	as	an	outsider	would.

If	the	issue	is	 identified	by	someone	from	outside	the	community	this	becomes	a	
most	critical	step	in	the	process.	Recognition	of	a	concern	does	not	mean	that	people	
should	immediately	set	about	correcting	it.	Instead,	they	should	follow	a	set	of	steps	to	
deal	with	it;	gaining	proper	“entry”	into	the	community	is	the	first	step.	Braithwaite	and	
colleagues	(1989)	have	stressed	the	importance	of	tactfully	negotiating	entry	into	a	com-
munity	with	the	individuals	who	control,	both	formally	and	informally,	the	“political	
climate”	of	the	community.	These	individuals	are	referred	to	as	gatekeepers.	The	term	
infers	that	one	must	pass	through	the	“gate”	in	order	to	get	at	the	people	in	the	com-
munity	(Wright,	1994).	These	“power	brokers”	know	their	community,	how	it	functions,	
and	how	to	accomplish	tasks	within	it.	Longtime	residents	are	usually	able	to	identify	the	
gatekeepers	of	their	community.	They	may	include	people	such	as	business	leaders,	edu-
cation	leaders,	heads	of	law	enforcement	agencies,	leaders	of	community	activist	groups,	
parent and teacher groups, clergy, politicians, and others. Their support is absolutely 
	essential	to	the	success	of	any	attempt	to	organize	a	community.

Organizers	must	approach	the	gatekeepers	on	the	gatekeepers’	terms	and	“play”	the	
gatekeepers’	“game.”	However,	before	making	this	contact,	organizers	must	first	be	famil-
iar	with	the	community	with	which	they	are	working.	“They	must	be	culturally sensitive 
and work toward cultural competence.	That	is,	they	must	be	aware	of	the	cultural	differ-
ences	within	a	community	and	effectively	work	with	the	cultural	context	of	the	commu-
nity”	(McKenzie	et	al.,	2012,	p.	125).	Tervalon	and	Garcia	(1998)	stress	the	need	for	cul-
tural humility—openness	to	others’	culture.	In	other	words,	community	organizers	must	
have	a	thorough	knowledge	of	the	community	and	the	people	living	there	before	they	try	
to	enter	the	informal	boundaries	of	the	community	(Braithwaite	et	al.,	1989).	Having	a	
thorough	understanding	of	the	community	and	tactfully	approaching	its	gatekeepers	will	
help	community	organizers	develop	credibility	and	trust	with	those	in	the	community,	
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and,	as	noted	earlier,	it	is	not	easy	to	bring	a	concern	to	the	attention	of	those	in	the	com-
munity.	Few	people	are	glad	to	know	they	have	a	problem,	and	fewer	still	like	others	to	
tell	them	they	have	a	problem.	Move	with	caution,	and	do	not	be	too	aggressive!

When	people	from	outside	the	community	are	working	to	facilitate	the	organizing	
efforts,	they	will	find	it	advantageous	to	enter	the	community	through	an	already	estab-
lished,	well-respected	organization	or	institution	in	the	community,	such	as	a	church,	
a	service	group,	or	another	successful	local	group.	If	those	who	make	up	an	existing	
organization/institution	in	the	community	can	see	that	a	problem	exists	and	that	solving	
the	problem	will	improve	the	community,	it	can	help	smooth	the	way	to	gaining	entry	
and	achieving	the	remaining	steps	in	the	process.

Organizing the people
Obtaining	the	support	of	the	community	members	to	deal	with	the	concern	is	the	next	
step	in	the	process.	It	is	best	to	begin	with	those	individuals	who	are	already	interested	
in	addressing	the	concern.	This	is	not	the	time	to	try	to	convert	people	to	the	cause	or	to	
make	sure	that	all	the	key	players	of	the	community	are	involved.	The	initial	group	must	
be	made	up	of	those	people	most	affected	by	the	problem	and	who	want	to	see	change	
occur.	For	example,	if	the	identified	problem	is	teenage	drug	use,	then	teens	needed	to	be	
included	in	the	group.	If	the	issue	is	housing	for	individuals	with	low-incomes,	then	those	
individuals	need	to	be	included.	If	the	problem	is	something	that	a	community	agency	
or	organization	(e.g.,	the	local	health	department	or	a	social	service	agency)	has	dealt	
with	for	a	period	of	time	but	is	unable	to	solve,	then	this	group	should	be	involved.	Or,	
if	a	group	of	parents,	or	another	defined	group,	has	been	struggling	with	the	problem	
without	resolution,	then	its	leaders	should	be	invited	to	participate.	More	often	than	not,	
this	core	group	will	be	small	and	consist	of	people	who	are	committed	to	the	resolution	
of	the	concern,	regardless	of	the	time	frame.	Brager	and	colleagues	(1987)	have	referred	
to this core group as executive participants.	From	among	the	core	group,	a	leader	or	
coordinator	must	be	identified.	If	at	all	possible,	the	 leader	should	be	someone	with	
leadership	skills,	good	knowledge	of	the	concern	and	the	community,	and	most	of	all,	
someone	from	within	the	community.	One	of	the	early	tasks	of	the	leader	will	be	to	help	
build group cohesion.

Not	everyone	is	cut	out	to	be	an	organizer	or	a	leader.	Researchers	have	found	that	
good	organizers	are	successful	because	of	a	combination	of	skills	and	attributes.	These	
skills	and	attributes	fall	into	three	main	areas:	change	vision	attributes,	technical	skills,	
and	interactional	or	experience	skills.	Change vision attributes are closely aligned with 
an	organizer’s	view	of	the	world	political	terms.	These	people	see	a	need	for	change	and	
are	personally	dedicated	and	committed	to	seeing	the	change	occur—so	much	so	that	
they	are	willing	to	put	other	priorities	aside	to	see	the	project	through	(Mondros	&	
Wilson,	1994).

Technical skills	include	two	areas:	those	related	to	efficacy	on	issues	and	those	related	
to	organizational	health	and	effectiveness.	The	former	includes	being	able	to	analyze	is-
sues,	opponents,	and	power	structure;	develop	and	implement	change	strategies;	achieve	
goals;	and	possess	outstanding	communication	and	public	relation	skills.	Organizational	
health	 and	 effectiveness	 skills	 include	 building	 structures	 for	 the	 recruitment	 and	
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involvement	of	others,	forming	and	maintaining	task	groups,	and	implementing	skills	of	
fundraising	and	organizational	management	(Mondros	&	Wilson,	1994).

The	third	characteristic	of	a	good	organizer	is	possessing	interactional or experience 
skills.	These	include	an	ability	to	respond	with	empathy,	to	assess	and	intervene	with	
individuals	and	groups,	and	to	be	able	to	identify,	develop,	educate,	and	maintain	organi-
zational	members	and	leaders	(Mondros	&	Wilson,	1994).

With	the	core	group	and	leader	in	place,	the	next	step	is	to	expand	the	group	to	build	
support	for	dealing	with	the	concern—that	is,	to	broaden	the	constituency.	Brager	and	
colleagues	(1987)	have	noted	that	other	group	participants	will	include	active,  occasional, 
and supporting participants. The active participants	(who	may	also	be	executive	partici-
pants)	take	part	in	most	group	activities	and	are	not	afraid	to	do	the	work	that	needs	to	
be done. The occasional participants	become	involved	on	an	irregular	basis	and	usually	
only	when	major	decisions	are	made.	The	supporting participants	are	seldom	involved	
but	help	swell	the	ranks	and	may	contribute	in	nonactive	ways	or	through	financial	con-
tributions.	When	expanding	the	group,	look	for	others	who	may	be	interested	in	helping,	
and	ask	current	group	members	for	names	of	people	who	might	be	interested.	Look	for	

Box 9.3 Understanding Diversity

Members of a group come from many different backgrounds. Some members may 
be much older or much younger than other members; some may represent different 
cultural, racial, or ethnic groups; some may represent different  educational levels and 
abilities. Extra awareness and flexibility are required for the  facilitator and other 
group members to remain sensitive to different backgrounds. Below we suggest a 
few ways to improve your awareness of differences. In  general, new information is 
acquired so that different perspectives can be  understood and appreciated.

	 •	 	Become	aware	of	differences	in	the	group	by	asking	questions	and	getting	 
involved in small group discussions.

	 •	 	Seek	involvement	and	input	and	listen	to	persons	of	different	backgrounds	
without bias, and avoid being defensive.

	 •	 Learn	the	beliefs	and	feelings	of	specific	groups	about	particular	issues.

	 •	 	Read	about	current	and	emerging	issues	that	concern	different	groups,	and	
read literature that is popular among different groups.

	 •	 	Learn	about	the	language,	humor,	gestures,	norms,	expectations,	and	values	of	
different groups.

	 •	 Attend	events	that	appeal	to	members	of	specific	groups.

	 •	 	Become	attuned	to	cultural	clichés,	stereotypes,	and	distortions	you	may	
 encounter in the media.

	 •	 Use	examples	to	which	persons	of	different	cultures	and	backgrounds	can	relate.

	 •	 	Learn	the	facts	before	you	make	statements	or	form	opinions	about	different	
groups.

Source: Centers for Disease Control and Prevention, uSDHHS, (no date), p. A2–15.
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Box 9.4 Tips on Working with Volunteers

Volunteers work for self-satisfaction, personal growth, fun, and other intangible 
rewards. Each volunteer should be treated as a colleague and recognized as an offi-
cial part of the team. However, offer volunteers more flexibility than you can to 
employees, and adjust your expectations accordingly. For example, because volun-
teers cannot contribute as much time as paid, full-time workers do, they cannot 
complete tasks as quickly. When scheduling activities, be realistic about how long a 
busy participant will need to complete it.

Get to know each volunteer personally so that you can learn about special abilities 
and limitations and match responsibilities to skills. Vary responsibilities as desired by 
volunteers.

Be sure to assign specific and clearly defined tasks and to explain procedures and 
expectations. Develop a work plan or job description for the volunteer to help 
ensure that roles and responsibilities are understood. Provide training and give 
credit for work done. Give lots of feedback, encouragement, and signs of apprecia-
tion. Be willing to change the placement of volunteers, if that seems appropriate, or 
even dismiss a volunteer if necessary.

Keep in mind the following key points of working with volunteers. They want to be:

	 •	 appreciated	for	the	work	that	they	do.

	 •	 busy	with	worthwhile	and	varied	tasks.

	 •	 provided	with	clear	communication	about	tasks	and	expectations.

	 •	 developed	through	training.

Source: Centers for Disease Control and Prevention (no date), p. A2–17.

people	who	may	already	be	dealing	with	the	concern,	affected	by	the	problem	through	
their	present	work,	or	who	have	resources	to	contribute.	This	search	should	include	ex-
isting	social	groups,	such	as	voluntary	health	agencies,	agricultural	extension	services,	
religious	organizations,	hospitals,	health	care	providers,	political	officeholders,	policy	
makers,	police,	educators,	lay	citizens,	or	special	interest	groups.	(See	Box 9.3 on tips for 
understanding	the	diversity	in	a	working	group.)

Over	the	last	few	decades,	in	many	communities	the	number	of	people	interested	in	
volunteering	their	time	has	decreased.	Today,	if	you	ask	someone	to	volunteer,	you	may	hear	
the	reply,	“I’m	already	too	busy.”	There	are	two	primary	reasons	for	this	response.	First,	
there	are	many	families	in	which	both	husband	and	wife	work	outside	the	home.	Between	
1970	and	2010,	the	proportion	of	married	women	with	preschool-aged	children	who	were	
in	the	labor	force	more	than	doubled,	from	30.3%	to	63.9%.	Also	during	this	same	period	
of	time,	the	proportion	of	married	women	with	children	of	school	age	who	were	work-
ing	or	looking	for	work	jumped	from	49.2%	to	70.8%.	In	2010,	58.1%	of	married	cou-
ples	with	children	reported	that	both	husband	and	wife	were	employed	outside	the	home	
(USDL,	2011).	Second,	there	are	more	single-parent	households.	Today,	they	constitute	over	
one-fourth	(27%)	of	all	family	households	with	children,	and	most	(84.9%	vs.	15.1%)	are	
headed	by	women	(USCB,	2010).	(See	Box 9.4	for	tips	on	working	with	volunteers.)
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Box 9.5 Characteristics of Successful Coalitions

	 •	 Continuity	of	coalition	staff,	in	particular	the	coordinator	position.

	 •	 Ownership	of	the	problem	by	coalition	members	and	the	community.

	 •	 Community	leaders	support	the	coalition	and	its	efforts.

	 •	 Active	involvement	of	community	volunteer	agencies.

	 •	 High	level	of	trust	and	reciprocity	among	members.

	 •	 Frequent	and	ongoing	training	for	coalition	members	and	staff.

	 •	 Benefits	of	membership	outweigh	the	costs.

	 •	 	Active	involvement	of	members	in	developing	coalition	goals,	objectives,	and	
strategies.

	 •	 	Development	of	a	strategic	action	plan	rather	than	a	project-by-project	
 approach.

	 •	 Consensus	is	reached	on	issues	instead	of	voting.

	 •	 Productive	coalition	meetings.

	 •	 Large	problems	are	broken	down	into	smaller,	solvable	pieces.

	 •	 Steering	committee	of	elected	leaders	and	staff	guides	coalition.

	 •	 Task	or	work	groups	of	members	design	and	implement	strategies.

	 •	 Rules	and	procedures	are	formalized.

	 •	 Local	media	are	actively	involved.

	 •	 Coalition	and	its	activities	are	evaluated	continuously.

Source: “Building and Sustaining Coalitions.” F. D. Butterfoss, from Community Health Education Methods:  
A Practical Guide. R. J. Bensley and J. Brookins-Fisher (Eds.). Copyright © 2009 by Jones & Bartlett Learning. 
Reprinted with permission.

Sometimes	these	expanded	community	groups	become	task forces or coalitions. 
A task force	has	been	defined	as	“a	self-contained	group	of	‘doers’	that	is	not	ongo-
ing,	but	rather	brought	together	due	to	strong	interest	in	an	issue	and	for	a	specific	
purpose.	Task	forces	are	sometimes	convened	at	the	request	of	an	overseeing	body	or	
committee”	(Butterfoss,	2007,	p.	30).	A	coalition	is	“a	formal	alliance	of	organizations	
that	come		together	to	work	for	a	common	goal”	(Butterfoss,	2007,	p.	30)—often,	to	
compensate	for	deficits	in	power,	resources,	and	expertise.	Coalitions	“develop	an	in-
ternal	decision-making	and	leadership	structure	that	allows	member	organizations	to	
speak	with	a	united	voice	and	engage	in	shared	planning	and	implementation	activi-
ties.	Links	to	outside	organizations	and	communication	channels	are	formal.	Member	
organizations	are	willing	to	pull	resources	from	existing	systems,	as	well	as	seek	new	
resources	to		develop	a	joint	budget.	Agreements,	benchmarks,	roles,	and	assignments	
are	often	written”	(Butterfoss,	2007,	p.	30).	The	underlying	concept	behind	coalitions	
is	collaboration,	 for	several	 individuals,	groups,	or	organizations	with	their	collec-
tive	 resources	have	a	better	 chance	of	 solving	 the	problem	 than	any	 single	 entity.	
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“Building	and	maintaining	effective	coalitions	have	 increasingly	been	recognized	as	
vital	components	of	much	effective	community	organizing	and	community	building”	
(Minkler,	2005,	p.	16).	Aitaoto,	Tsark,	and	Braun	(2009)	found	that	the	key	to	sus-
taining	coalitions	include	having	a	champion,	a	supportive	organizational	home,	and	
access	 to	technical	assistance	and	resources.	Butterfoss	 (2009)	has	created	a	 longer	
list of characteristics of successful coalitions (see Box 9.5),	while	Kegler	and	Swan	
(2011)	have	tested	the	community	coalition	action	theory	(CCAT)	for	consistency	of	
its	constructs	with	working	community	coalitions.	For	those	who	want	more	informa-
tion	about	coalition	development,	Butterfoss	(2006,	2007,	2009),	Goldstein	(1997),	
and	Wandersman,	Goodman,	and	Butterfoss	 (2005)	provide	nice	overviews	of	 the	
processes of building and sustaining coalitions.

assessing the Community
Earlier	in	this	chapter	reference	was	made	to	the	Rothman	(2001)	typology	of	com-
munity	organization:	locality	development,	social	planning,	and	social	action.	Each	of	
these	community	organizing	strategies	operates	“from	the	assumption	that	problems	
in	society	can	be	addressed	by	helping	the	community	become	better	or	differently	
organized,	and	each	strategy	perceives	 the	problems	and	how	or	whom	to	organ-
ize	somewhat	differently”	(Walter,	2005,	p.	66).	Community building	“is	an	orien-
tation	to	community	 that	 is	strength	based	rather	than	need	based	and	stresses	the	
identification,	nurturing,	and	celebration	of	community	assets”	(Minkler,	2005,	p.	4).	
Asset-based	community	building	is	intended	to	affirm	strong	community-rooted	tra-
ditions,	and	to	build	on	the	good	work	already	going	on	in	communities	(Kretzmann	
&	McKnight,	1993).	One	of	the	major	differences	between	community	organization	
and	community	building	is	the	type	of	assessment	that	is	used	to	determine	where	to	
focus	the	community’s	efforts.	In	the	community	organization	approach,	the	assess-
ment	is	focused	on	the	needs	of	the	community,	whereas	in	community	building,	the	
assessment	focuses	on	the	assets	and	capabilities	of	the	community.	A	clearer	picture	
of	the	community	will	be	revealed,	and	a	stronger	base	will	be	developed	for	change,	
if	the	assessment	includes	the	identification	of	both	the	needs	and	assets,	and	involves	
those	who	live	in	the	community.	Hancock	and	Minkler	(2005,	p.	139)	provide	this	
illustration:

For	example,	a	narrowly	defined	needs	assessment	designed	and	conducted	by	outside	
experts	as	a	means	of	justifying	and	providing	raw	data	for	organizing	around	a	
predetermined	community	health	need	may	be	effective	in	achieving	its	objectives.	But	
by	failing	to	meaningfully	involve	community	members	in	determining	the	goals	of	the	
assessment	process,	by	focusing	solely	on	needs	rather	than	identifying	and	building	on	
community	strengths,	and	by	failing	to	make	empowerment	of	people	a	central	goal	of	
the	assessment	process,	such	an	approach	would	fail	to	meet	several	critical	criteria	of	
community	organizing	and	community	building	practice.

You	may	recall	(in	Chapter	4)	we	outlined	the	procedures	for	conducting	a	needs	
	assessment	and	described	how	the	resulting	needs	could	be	placed	on	a	map	(i.e.,	mapping)	
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to	provide	a	visual	representation	of	the	needs	of	a	community.	Figure 9.3 provides an 
example	of	such	a	map.	However,	an	assessment	that	focuses	entirely	on		needs/deficiencies	
presents	only	half	of	the	information	that	is	needed	in	community	organizing	and	building	
(McKnight	&	Kretzmann,	2005).	Organizers	also	need	to	know	the	capacities	and	assets.	
McKnight	and	Kretzmann	(2005)	point	out	“communities	have	never	been	built	upon	
deficiencies.	Building	community	has	always	depended	on	mobilizing	the	capacities	and	
assets	of	a	people	and	place”	(p.	170).

In	order	to	map	community	assets—a	process	referred	to	as	mapping community 
capacity—McKnight	and	Kretzmann	(2005)	have	categorized	assets	into	three	different	
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groups	based	on	their	availability	to	the	community	and	refer	to	them	as	building blocks. 
Primary building blocks	are	the	most	accessible	assets	(see	Figure 9.4).	They	are	located	
in the neighborhood and are largely under the control of those who live in the neighbor-
hood.	Primary	building	blocks	can	be	organized	into	the	assets	of	individuals	and	those	of	
	organizations	or	associations.	(See	Box 9.6	for	examples	of	each.)	The	next	most		accessible	
building blocks are secondary building blocks, which are assets located in the neighbor-
hood	but	largely	controlled	by	people	outside	(see	Box	9.6).	The	least	accessible	assets	are	
referred to as potential building blocks. They are resources originating outside the neigh-
borhood	and	controlled	by	people	outside	(see	Box	9.6).	Figure	9.4	presents	an	example	of	
an	asset	map	using	the	three	types	of	building	blocks.	Knowing	both	the	needs	and	assets	
of	the	community,	organizers	can	work	to	identify	the	true	concerns	of	the	community	and	
the	capacity	to	deal	with	them.

Determining priorities and setting Goals
Once	the	community	has	been	assessed,	the	community	group	is	ready	to	develop	its	
goals.	The	goal-setting	process	includes	two	phases.	The	first	phase	consists	of	identi-
fying	the	priorities	of	the	group—what	the	group	wants	to	accomplish.	The	priorities	
should	be	determined	through	consensus	rather	than	through	formal	voting.	(See	 Box 9.7 
for	tips	on	how	to	reach	consensus.)	The	second	phase	consists	of	using	the	priority	list	
to	write	the	goals.	To	help	ensure	that	the	ideals	of	community	organization	take	hold,	
the  stakeholders	(those	in	the	community	who	have	something	to	gain	or	lose	from	the	
 community	organizing	and	building	efforts)	must	be	the	ones	to	establish	priorities	and	
set	goals.	This	may	sound	simple,	but	 in	fact	 it	may	be	the	most	difficult	part	of	the	
process. Getting the stakeholders to agree on priorities takes a skilled group facilitator 
because	there	is	sure	to	be	more	than	one	point	of	view.

When	working	with	coalitions	and	task	forces,	one	is	likely	to	face	some	challenges	
(Clark,	Friedman,	&	Lachance,	2006).	One	challenge	that	may	surface	when	determin-
ing priorities and setting goals is turf struggles	 (disagreements	over	the	control	of	re-
sources	and	responsibilities).	Even	though	individuals	or	representatives	of	their	organi-
zations	have	come	together	to	solve	a	problem,	many	people	will	still	be	concerned	with	
finding	specific	solutions	to	the	problems	faced	by	their	organization.	For	example,	in	
the	case	of	drug	abuse	in	the	community,	consensus	may	indicate	that	the	majority	of	
people	believe	the	solutions	lie	in	the	educational	system,	but	people	who	work	in	drug	
treatment	centers	may	believe	that	they	lie	in	the	treatment	of	drug	abuse.	The	facilitator	
will	need	special	skills	to	keep	these	treatment	center	people	involved	after	the	priority-
setting	process	does	not	identify	their	concern	as	a	problem	the	group	will	attack.	One	
means	of	dealing	with	this	is	to	have	subgoals	that	can	be	worked	on	by	special	interest	
subcommittees.	Such	an	arrangement	will	allow	the	subcommittee	to	have	a	feeling	of	
ownership in the process.

Miller	(as	cited	in	Minkler	&	Wallenstein	2005,	p.	39)	has	identified	five	criteria	that	
community	organizers	need	to	consider	when	determining	priorities	and	setting	goals.	
The	concern/issue/problem:	(1)	must	be	winnable,	ensuring	that	working	on	it	does	not	
simply	reinforce	fatalistic	attitudes	and	beliefs	that	things	cannot	be	improved;	(2)	must	
be	simple	and	specific	so	that	any	member	of	the	organizing	group	can	explain	it	clearly	
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Box 9.6 Building Blocks (Assets) of Communities

primary Building Blocks

Individual assets

	 •	 Skills	and	abilities	of	residents

	 •	 Individual	businesses

	 •	 Home-based	enterprises

	 •	 Personal	income

	 •	 Gifts	of	labeled	(disabled)	people

Organizational assets

	 •	 Associations	of	businesses	(e.g.,	chamber	of	commerce)

	 •	 Citizens’	associations	(e.g.,	neighborhood	watch)

	 •	 Cultural	organization	(e.g.,	Old	West	End	Festival,	British	Club)

	 •	 Communications	organizations	(e.g.,	newspapers,	TV,	radio)

	 •	 Religious	organizations

	 •	 Financial	institutions

Secondary Building Blocks

Private and nonprofit organizations

	 •	 Higher	education	institutions

	 •	 Hospitals

	 •	 Social	service	groups	(e.g.,	Rotary,	Kiwanis)

Public institutions and services

	 •	 Public	schools

	 •	 Police	and	fire	departments

	 •	 Libraries

	 •	 Parks

Physical resources

	 •	 Vacant	land,	vacant	commercial	and	industrial	structures,	vacant	housing

	 •	 Energy	and	waste	resources

potential Building Blocks

Welfare expenditures

Public capital-information expenditures

Public information

Source: “Mapping Community Capacity” by J. L. McKnight and J. P. Kretzmann from Community Organizing 
and Community Building for Health, Ed. M. Minkler. Copyright © 2005 by Rutgers, the State university Press. 
Reprinted with permission.
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in	a	sentence	or	two;	(3)	must	unite	members	of	the	organizing	group	and	involve	them	
in	a	meaningful	way	in	achieving	concern/issue/problem	resolution;	(4)	should	affect	
many	people	and	build	up	the	community;	and	(5)	should	be	a	part	of	a	larger	plan	or	
strategy	to	enhance	the	community.

arriving at a solution and selecting intervention strategies
To achieve the goals that it has set, the group will need to identify alternative solutions 
and—again,	through	consensus—choose	a	course	of	action.	Most	community	problems/
issues/concerns	can	be	dealt	with	in	any	of	several	ways;	however,	each	alternative	has	
advantages	and	disadvantages.	The	group	should	examine	the	alternatives	in	terms	of	
probable	outcomes,	acceptability	to	the	community,	probable	long-	and	short-term	ef-
fects	on	the	community,	and	the	cost	of	resources	to	solve	the	problem.	Most	of	the	
intervention	strategies	discussed	earlier	(in	Chapter	8)	are	means	by	which	the	group	can	
address	the	problem/issue/concern.

Much	of	 the	work	 to	 identify	 the	 appropriate	 solution(s)	 can	be	 accomplished	
through	subcommittees.	Subcommittees	can	complete	specific	tasks	that	will	contribute	
to	the	larger	plan	of	action.	Their	work	should	yield	specific	strategies	that	are	cultur-
ally	sensitive	and	appropriate	for	the	community.	The	plan	of	action	is	usually	written	
in	a	proposal	format	and	will	be	given	final	approval	at	a	meeting	of	the	full	committee	
or	coalition.	It	is	important	to	take	care	in	putting	together	this	proposal;	as	many	as	
possible	of	the	ideas	of	the	various	subcommittees	should	be	included.	This	will	help	to	
ensure	approval	of	the	entire	plan.	In	the	end,	the	real	test	of	the	course	of	action	selected	
is	whether	it	can	provide	whatever	it	is	the	people	are	seeking	(Brager	et	al.,	1987).

Box 9.7 Reaching Consensus

Groups sometimes find it hard to reach a consensus, or general agreement. Remind 
participants of the following guidelines to group decision making.

	 •	 	Avoid	the	“one	best	way”	attitude;	the	best	way	is	that	which	reflects	the	best	
collective judgment of the group.

	 •	 	Avoid	“either,	or”	thinking;	often	the	best	solution	combines	several	
 approaches.

	 •	 	A	majority	vote	is	not	always	the	best	solution.	When	participants	give	and	
take, several viewpoints can be combined.

	 •	 	Healthy	conflict,	which	can	help	participants	reach	a	consensus,	should	not	be	
smoothed over or ended prematurely.

	 •	 	Problems	are	best	solved	when	participants	try	to	both	communicate	and	
 listen.

If a group has trouble reaching consensus, consider using some special techniques 
such as brainstorming, the nominal group process, and conflict resolution.

Source: Centers for Disease Control and Prevention (no date), p. A2-12
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Final steps in the Community Organizing and building processes
The	final	four	steps	in	community	organizing	and	building	processes	include	implement-
ing	the	plan,	evaluating	the	outcomes	of	the	plan	of	action,	maintaining	the	outcomes	in	
the	community,	and,	if	necessary,	“looping”	back	to	the	appropriate	point	in	the	process	to	
modify	the	steps	and	restructure	the	work	plan.	Implementation	of	the	intervention	strategy	
includes identifying and collecting the necessary resources for carrying out the solution and 
creating	an	appropriate	time	line	for	implementation.	Oftentimes	the	resources	can	be	found	
within	a	community	and	thus	horizontal relationships (the interaction of local units with 
one	another)	are	needed	(Warren,	1963).	Other	times	the	resources	must	be	obtained	from	
units	located	outside	the	community	and	in	this	case	vertical relationships (those where 
local	units	interact	with	extra-community	systems)	are	needed	(Warren,	1963).	An	example	
of	this	latter	relationship	is	the	interaction	between	a	local	chamber	of	commerce	and	its	
state	affiliate.	More	detailed	information	on	implementation	is	presented	later	(Chapter	12).

The	evaluation	step	of	the	community	organizing	and	building	process	includes	two	
types	of	evaluation:	formative	and	summative	evaluation.	Briefly,	formative	evaluation	
deals	with	the	measurement	of	the	process	used	to	improve	the	quality	of	the	effort,	
whereas	summative	evaluation	focuses	on	comparing	the	outcomes	of	the	process	to	the	
earlier	stated	goals	(see	Chapters	13	and	14	for	more	on	evaluation).	When	reporting	on	
the	work	of	coalitions,	Clark	and	her	colleagues	(2006)	stated	process	evaluation	(a	form	
of	formative	evaluation)	“was	the	easier	type	of	assessment	to	conduct.	Effective	tools	
are	more	available,	data	collection	is	more	immediate,	and	problems	of	association	and	
correlation	are	less	daunting	than	those	associated	with	outcome	evaluation.	Outcome	
evaluation	requires	time,	patience,	and	the	willingness	to	accept	that	in	complex	com-
munity	settings,	definitive	conclusions	are	elusive”	(p.	152S).

Maintaining	or	sustaining	the	outcomes	may	be	one	of	the	most	difficult	steps	in	the	
entire	process.	Maintaining	or	sustaining	the	outcomes	are	challenged	by	(1)	the	energy	
and	effort	necessary	to	stay	organized,	(2)	continuing	the	interest	and	involvement	of	the	
members	(Clark	et	al.,	2006),	(3)	continuing	need	for	funding	to	sustain	the	efforts,	and	
(4)	“ensuring	the	lasting	impact	of	their	work	through	policies,	cross-facility	agreements,	
standardized	protocols,	and	so	on”	(Clark	et	al.,	2006,	p.	151S).	At	this	point	organizers	
need	to	seriously	consider	the	need	for	long-term	capacity	for	a	lasting	solution.

Through	the	steps	of	implementation,	evaluation,	and	maintenance/sustainability	of	
the	outcomes,	organizers	may	see	a	need	to	“loop	back”	to	a	previous	step	in	the	process	
to	rethink	or	rework	before	proceeding	onward	in	their	plan.	And	finally,	once	the	work	of	
the	group	has	been	completed	(that	is,	either	the	issue	has	been	solved	or	community	em-
powerment	achieved),	the	group	can	either	disband	or	reorganize	to	deal	with	other	issues.

s u m m a r y

Community organization	refers	to	various	methods	of	intervention	whereby	individuals,	
groups,	 and	 organizations	 engage	 in	 planned	 collective	 action	 to	 deal	 with	 social	
concerns.	The	literature	on	community	organizing	and	building	is	not	distinct;	it	is	often	
intertwined	with	such	terms	as	community-based, community empowerment, community 
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participation, and community partnerships.	The	process	of	community	organization	has	
been	used	for	many	years	in	the	area	of	social	work,	but	its	history	in	the	area	of	health	
promotion	is	much	more	recent.	This	chapter	presented	generic	processes	for	community	
organizing	and	building,	which	should	be	an	adequate	introduction	to	the	process.

r e v i e w  Q u e s t i O n s

 1. What	is	meant	by	the	term	community?

 2. How	does	community	organization	relate	to	community	empowerment?

 3. From	which	discipline	did	community	organization	originate?

 4. What	is	the	underlying	concept	of	community	organization?

 5. What	are	some	of	the	assumptions	under	which	planners	work	when	organizing	a	
community?

 6. What	are	the	basic	steps	in	the	community	organizing	and	building	processes?

 7. What	is	the	difference	between	a	task	force	and	a	coalition?

 8. What	is	meant	by	the	term	gatekeepers?

 9. What	is	the	difference	between	a	needs	assessment	and	a	capacities	and	assets	as-
sessment?

10. What	is	meant	by	mapping community capacity?

11. What	are	the	differences	among	primary,	secondary,	and	potential	building	blocks	
(assets)?

a C t i v i t i e s

 1.	 Assume	that	a	core	group	of	individuals	have	come	together	to	deal	with	concern	
about	the	high	rate	of	teenage	pregnancy	in	a	community.	Identify	(by	job	title/
function)	others	who	you	think	should	be	invited	to	be	part	of	the	larger	group.	In	
addition,	provide	a	one-sentence	rationale	for	inviting	each.	Assume	that	this	com-
munity	is	large	enough	to	have	most	social	service	organizations.

 2.	 Provide	a	list	of	at	least	10	different	community	agencies	that	should	be	invited	to	
make	up	an	antismoking	coalition	in	your	home	town.	Provide	a	one-sentence	ra-
tionale for including each.

 3.	 Assume	that	you	want	to	make	entry	into	a	community	with	which	you	are	not	fa-
miliar	in	order	to	help	to	organize	and	build	the	community.	Describe	such	a	com-
munity,	and	then	write	a	two-page	paper	to	tell	what	steps	you	would	take	to	gain	
entrance	into	the	community.
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 4.	 If	you	wanted	to	find	out	more	about	your	community’s	resources	regarding	exer-
cise	programs,	with	whom	would	you	network?	Provide	a	list	of	at	least	five	con-
tacts,	and	provide	a	one-sentence	rationale	for	why	you	selected	each.

 5.	 Ask	your	professor	if	he	or	she	is	aware	of	any	community	organizing	or	building	
efforts	in	a	local	community.	If	such	exists,	make	an	appointment	along	with	some	
of	your	classmates	to	interview	the	organizers.	Ask	the	organizers	to	respond	to	the	
following questions:

a.	 What	concern	is	the	group	tackling?

b.	Who	identified	the	initial	concern?

c.	 Who	makes	up	the	core	group?	How	large	is	it?

d.	 Did	the	group	complete	an	assessment?

e.	 What	type	of	intervention	is	being	used?

f.	 What	type	of	community	organizing	or	building	model	was	used?

 6.	 To	get	a	feel	for	the	process	of	mapping	community	capacity,	obtain	a	map	of	your	
college/university	and	“map”	the	health-related	assets	on	your	campus.	Try	to	
	identify	the	assets	in	terms	of	primary,	secondary,	and	potential	building	blocks	for	
the	campus	as	defined	by	McKnight	and	Kretzmann	(2005).	After	your	map	is	
	complete,	analyze	what	you	have	found.	Where	are	most	of	the	assets	located?	Did	
the	results	surprise	you?	If	your	campus	were	going	to	increase	its	health	capacity,	
what	would	you	recommend?	Why?

 7.	 The	most	common	form	of	community	organizing	efforts	found	in	most	communi-
ties are coalitions. Ask your professor if he or she is aware of any coalitions in the 
community.	If	such	exists,	with	some	of	your	classmates	make	an	appointment	to	
interview	the	coordinator	of	the	coalition.	Find	out	about	the	general	functioning	
of	the	coalition	and	specifically	ask	about	the	challenges	the	coalition	has	faced	and	
how	its	members	dealt	with	them.	If	possible,	also	attend	a	coalition	meeting.	
	Summarize	your	results	in	a	three-page	paper.

w e b l i n k s

1. http://www.abcdinstitute.org

Asset-Based	Community	Development	(ABCD)	Institute,	Northwestern	University

The	ABCD	was	built	on	the	community	development	research	of	Jody	Kretzmann	
and	John	L.	McKnight.	The	Website	provides	background	information	on	many	of	
the	projects	sponsored	by	the	ABCD	Institute.

2. http://ctb.ku.edu/en/default.aspx

The	Community	Tool	Box	(CTB),	University	of	Kansas

The	CTB	provides	practical	information	to	support	work	in	promoting	community	
health	and	development.	This	Website	is	maintained	by	the	Work	Group	on	Health	

http://www.abcdinstitute.org
http://ctb.ku.edu/en/default.aspx
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Promotion	and	Community	Development	at	the	University	of	Kansas	in	Lawrence,	
Kansas,	and	offers	a	list	of	chapters	that	provide	step-by-step	guidance	for	communi-
ty-building	skills.	Within	each	chapter	are	a	number	of	sections	that	include	back-
ground	information,	examples,	tools	and	checklists,	and	PowerPoint® slides.

3. http://www.nhlbi.nih.gov/health/prof/heart/obesity/hrt_n_pk/cm_gde.pdf

National	Heart,	Lung,	and	Blood	Institute	(NHLBI)

This	is	the	NHLBI	Webpage	where	you	can	find	the	Hearts N’ Parks Community 
Mobilization Guide,	developed	by	the	NHLBI	and	the	National	Recreation	and	Park	
Association.	The	guide	was	created	to	assist	planners	at	the	community	level	with	
implementing	a	Hearts	N’	Parks	program	that	is	aimed	at	promoting	heart-healthy	
lifestyles	and	changes	such	as	increased	physical	activity	and	heart-healthy	eating	
among	children	and	adults.	The	guide	provides	all	the	necessary	tools	for	implement-
ing	this	program	including	background	information	and	materials,	techniques	for	
creating	and	delivering	heart-healthy	activities	to	participants,	tools	and	strategies	
for	reaching	targeted	groups,	forming	partnerships,	and	working	with	the	media,	as	
well	as	assessment	tools	to	measure	program	performance.

4. http://www.marininstitute.org/action_packs/community_org.htm

Marin	Institute

The	Marin	Institute	(TMI)	is	located	in	Marin	County,	California,	and	is	supported	
by	the	Buck	Trust	(from	the	Leonard	and	Beryl	Buck	Foundation).	TMI	works	to	
	reduce	alcohol	problems	through	environmental	prevention.	This	particular	
	Webpage	provides	a	detailed	explanation	of	community	organizing.

5. http://www.mediaengage.org/execute/mapping/index.cfm

National	Center	for	Media	Engagement	(NCME)

NCME	is	funded	by	the	Corporation	for	Public	Broadcasting	and	is	affiliated	with	
the	University	of	Wisconsin-Extension.	The	NCME	Website	provides	resources	for	
community	mapping	including	a	tutorial	on	how	to	map	a	community	using	Google	
Earth	and	a	two-part	Webinar	on	how	to	map	a	community.

http://www.nhlbi.nih.gov/health/prof/heart/obesity/hrt_n_pk/cm_gde.pdf
http://www.marininstitute.org/action_packs/community_org.htm
http://www.mediaengage.org/execute/mapping/index.cfm
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C h a p t e r  1 0
Identification and Allocation  
of Resources 

C h a p t e r  1 1  
Marketing: Developing 
Programs That Respond to the 
Wants and Needs of the Priority 
Population 

C h a p t e r  1 2  
Implementation: Strategies  
and Associated Concerns 

pa r t  I I

ImplementIng a HealtH 
promotIon program

The chapters in this section present information used in implementing a 
health promotion program. The chapters identify important components 

related to implementation and address the challenges one may face during the 
implementation process. The chapters and topics presented in this section are:
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C H a p t e r  o b j e C t I v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Define	resources.

•	 List	the	common	resources	used	in	most	health	promotion	programs.

•	 Identify	the	tasks	to	be	carried	out	by	program	personnel.

•	 Explain	the	difference	between	internal	and	external	personnel.

•	 Explain	how	technical assistance, volunteers, teamwork, and cultural factors are related to 
program personnel.

•	Define	culturally competent.

•	 Explain	what	is	meant	by	the	term	canned health promotion programs.

•	 Identify	questions	to	ask	vendors	when	they	are	selling	their	programs,	products,	and	services.

•	 List	and	explain	common	means	of	financing	health	promotion	programs.

•	 Identify	and	explain	the	major	components	of	a	grant	proposal.

•	 Define	budget.

•	 Explain	what	is	meant	by	direct and indirect costs.

K e y  T e r m s

adjourning
budget
canned program
cultural competence
curriculum
expenditures
external	personnel
flex	time
forming

full-time	equivalent	(FTE)
gift
grant
grantsmanship
hard money
in-house materials
in-kind	contributions
internal personnel

memorandum of 
understanding	(MOU)

norming
ownership
peer education
performing
profit	margin
proposal
reforming

C h a p T e r  10 

Identification and allocation  
of resources
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For	a	program	to	reach	its	identified	goals	and	objectives,	it	must	be	supported	with	
the appropriate resources. Resources	include	the	“human,	fiscal,	and	technical	assets	

available”	(Johnson	&	Breckon,	2007,	p.	296)	to	plan,	implement,	and	evaluate	a	pro-
gram.	The	quantity	or	amount	of	resources	needed	to	plan,	implement,	and	evaluate	a	
program	depends	on	the	scope	and	nature	of	the	program.	Most	resources	carry	a	“price	
tag,”	which	planners	must	take	into	account.	Thus	planners	face	the	task	of	securing	the	
financial	resources	necessary	to	carry	out	a	program.	However,	several	different	resources	
are	provided	by	organizations,	mostly	voluntary	or	governmental	health	organizations,	
that	are	free	or	inexpensive.	This	chapter	identifies,	describes,	and	suggests	sources	for	
obtaining	the	resources	commonly	needed	in	planning,	implementing,	and	evaluating	
health promotion programs. Box 10.1	 identifies	the	responsibilities	and	competencies	
for health education specialists that pertain to the material presented in this chapter.

Box 10.2	lists	the	major	categories	of	resources	and	accompanying	questions	that	
need	to	be	answered	in	order	to	have	the	necessary	resources	to	plan,	implement,	and	
evaluate	a	program.	If	you	are	currently	planning	a	health	promotion	program,	take	a	
few minutes to read through the list and attempt to answer the questions as they pertain 
to the program you are planning before you read the rest of the chapter.

personnel

The	key	resource	of	any	program	is	the	individuals	needed	to	carry	out	the	program.	
Instead	of	trying	to	identify	all	the	individuals	necessary	to	ensure	a	program’s	success	
(because	many	times	the	same	person	is	responsible	for	several	different	program	com-
ponents),	planners	should	focus	on	the	tasks	that	need	to	be	completed	by	the	program	
personnel.	These	tasks	include:	planning;	identifying	resources;	advertising;	marketing;	
conducting	the	program,	including	having	the	necessary	interpreters	for	those	who	speak	
a different language than the one in which the program is offered and accommodating 
those	with	disabilities;	evaluating	the	program;	making	arrangements	for	space	and	pro-
gram	materials;	handling	clerical	work;	and	keeping	records	(for	program	sign-up,	col-
lection	of	fees,	attendance,	and	budgeting).

In	some	cases,	the	program	participants	themselves	constitute	a	program	resource.	
For	example,	in	the	case	of	a	worksite	health	promotion	program,	planners	will	need	
to	find	out	whether	the	employees	will	participate	on	company	time,	on	their	own	time	
before	or	after	work	hours,	on	a	combination	of	company	time	and	employee	time,	or	
on	their	own	anytime	during	the	work	day	as	long	as	they	put	in	their	regular	number	of	
work	hours.	This	last	option	is	known	as	flex time.	The	current	trend	in	worksite	health	

request	for	applications	(RFAs)
request	for	proposals	(RFPs)
resources
SAM
seed dollars

sliding-scale fee
soft money
speakers	bureaus
storming
team

technical assistance
vendors
volunteers

Key terms, continued
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Box 10.1   Responsibilities and Competencies for  
Health Education Specialists

this chapter focuses on identifying and allocating resources needed to plan, imple-
ment, and evaluate a program. Because resources are needed for all aspects of the 
program, chapter 10 cuts across several different areas of responsibility. the respon-
sibilities and competencies related to these tasks include:

responsibility i: assess needs, assets, and capacity for Health education

competency 1.1: plan assessment process

responsibility ii: plan Health education

competency 2.2: develop goals and objectives

competency 2.4: develop a scope and sequence for the 
delivery of Health education

responsibility iii: implement Health education

competency 3.2: Monitor implementation of Health 
education

competency 3.3: train individuals involved in implementation 
of Health education

responsibility V: administer and Manage Health education

competency 5.1: Manage fiscal resources

competency 5.4: Manage Human resources

competency 5.5: facilitate partnerships in support of Health 
education

responsibility Vi: serve as a Health education resource person

competency 6.2: provide training

competency 6.3: serve as a Health education consultant

source: ncHec, sopHe, & aaHe (2010).

promotion	programs	is	to	ask	the	employees	to	participate	at	least	partially	on	their	own	
time.	The	reasoning	behind	this	trend	is	that	this	investment	by	the	participant	helps	to	
promote a sense of program ownership	(“I	have	put	something	into	this	program,	and	
therefore	I	am	going	to	support	it”)	and	thus	build	loyalty	among	participants.

Internal personnel
When	identifying	the	personnel	needed	to	conduct	a	program,	planners	have	three	basic	
options.	One,	referred	to	as	 internal personnel,	uses	individuals	from	within	the	plan-
ning	agency/organization	or	people	from	within	the	priority	population	to	supply	the	
needed	labor.	These	individuals	may	be	hired	specifically	to	serve	as	program	personnel	
or	existing	employees	may	be	trained	to	handle	specific	tasks.	An	example	of	using	inter-
nal personnel would be when a local health department was planning a health promo-
tion program in a community, the employees of the health department might handle the 
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Box 10.2   Application—What Resources Are Needed to Plan, 
Implement, and Evaluate a Program?

personnel

•	 Who	is	needed	to	plan	the	program?	Professionals?	Advisory	committee?

•	 Who	is	needed	to	implement	the	program?	Facilitators?	Support	staff?	Will	you	
use	a	vendor?

•	 Who	will	evaluate	the	program?	Someone	associated	with	the	program?	
Someone	from	outside?

•	 Is	there	a	need	for	a	partnership?

Curriculum and other instructional resources

•	 What	educational	materials	are	needed	to	implement	the	program?	Will	the	
planners	create	them?	Will	they	be	purchased?	Will	they	be	donated?

•	 Is	there	a	need	for	a	curriculum?

•	 Will	a	canned	program	be	used?

Space

•	 What	space	is	needed	to	implement	the	program?	How	will	you	obtain	the	space?	
Will	there	be	a	charge	for	the	space?	Will	it	be	donated?	If	donated,	are	there	hid-
den	costs	like	paying	for	custodial	services?

equipment

•	 What	equipment	is	needed	to	plan	the	program?	Is	office	equipment	such	as	
computers	and	copy	machines	needed?

•	 Is	equipment	needed	for	implementation	such	as	tables	and	chairs,	instructional	
equipment	(e.g.,	computer	and	projector),	exercise	equipment,	etc.?

Supplies

•	 What	supplies	are	needed	for	planning	the	program	such	as	typical	office	sup-
plies?	Are	postal	and	mailing	supplies	needed?

•	 What	supplies	are	needed	for	implementation?	Who	will	provide	them?	Plan-
ners?	Participants?	Outside	group?

Financial resources

•	 How	will	the	program	be	paid	for?	Will	the	planning	group	pay	for	it?	Will	the	
program	participants	pay	for	it?	Will	some	third	party	pay	for	it	(i.e.,	sponsor-
ing	group	or	agency,	grant	funded)?	Or	will	it	be	paid	for	by	a	combination	of	
sources?

•	 Who	is	responsible	for	creating	and	monitoring	the	budget?

planning,	implementation,	and	evaluation	of	the	program.	If	that	same	health	depart-
ment was planning a health promotion program for the faculty and staff of a school dis-
trict,	there	would	likely	be	many	school	employees	(e.g.,	school	nurse,	health	education	
specialist,	physical	education	instructor,	family	and	consumer	science	teacher)	who	have	
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the	expertise	(knowledge	and	skills)	to	carry	out	much	of	the	program.	If	the	department	
was	planning	a	worksite	program,	there	would	probably	be	some	employees	who	would	
be	qualified	to	conduct	at	least	a	portion	of	the	program	(for	example,	an	employee	who	
is	certified	to	teach	first	aid	or	cardiopulmonary	resuscitation).

Another internal resource that health promotion planners are using successfully in a 
variety	of	settings,	especially	in	schools	(from	kindergarten	to	college),	is	peer education. 
The	process	is	simple:	Individuals	who	have	specific	knowledge,	skills,	or	understanding	
of	a	concept	help	to	educate	their	peers.	For	example,	college	students	may	work	with	
other	college	students	to	help	educate	them	about	the	dangers	of	drinking	and	driving.	
The	major	advantages	of	peer	education	are	its	low	cost	and	the	credibility	of	the	in-
structor.	Children,	for	example,	are	greatly	influenced	by	slightly	older	peers.

external personnel
A	second	source	of	personnel	for	a	program	are	individuals	from	outside	the	planning	
agency/organization	or	priority	population	who	would	conduct	part	or	all	of	the		program.	
Such	individuals	are	considered	external personnel.	Typically,	these	individuals	are	brought	
in	when	it	is	found	that	there	is	a	gap	between	what	can	be	provided	internally	and	what	
ultimately	must	be	provided	to	accomplish	the	program	goals	and	objectives	(Harris,	
2001).	Many	companies	now	offer	or	sell	programs,	services,	or	consulting	to	groups	
wanting health promotion programs. These companies are referred to as vendors. Some 
vendors	are	for-profit	groups—such	as	hospitals,	consulting	agencies,	health	promotion	
companies,	or	related	businesses—whereas	others	are	nonprofit	organizations—such	as	
voluntary	health	agencies,	YMCAs,	YWCAs,	governmental	health	agencies,	universities/
colleges,	extension	services,	or	professional	organizations.	Planners	must	be	careful	when	
choosing	vendors	(see	Box 10.3)	because	the	quality	of	vendors	can	vary	greatly.

Box 10.3 Selecting Health Promotion Vendors

Planners	must	be	careful	when	selecting	vendors	because	the	quality	of	vendors	can	
vary greatly. Harris and Mckenzie (2004) created a checklist to help planners screen 
potential vendors to ensure they are a good match for the program being planned. 
Eight	major	areas	to	consider	before	selecting	and	entering	into	a	contract	with	a	
vendor include:

 1. Initial	experience	with	the	vendor—Was	the	vendor	prepared	for	the	first	
	meeting?	Can	the	vendor	show	how	his/her	product	meets	your	needs?	Did	
the	vendor	listen	to	you?	Will	the	vendor	provide	a	proposal?	Does	the	vendor	
have	a	good	reputation?

 2. Product	quality—Does	the	vendor	have	evidence	to	show	the	product	is	good?	
Will	the	vendor	customize	the	product	to	fit	your	needs?	Is	the	product	up	to	
date	with	regard	to	professional	standards?

 3. Professionals	involved	in	service	delivery—Are	those	who	deliver	the	product	
	qualified	to	do	so?	Are	their	credentials	up-to-date?	Are	those	who	deliver	the	
product	evaluated?
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Experts	available	through	speakers bureaus	are	an	often	untapped	inexpensive	source	
of	personnel	for	health	promotion	programs.	Most	local	offices	of	voluntary	health	agencies,	
hospitals,	and	other	health-related	organizations	maintain	speakers	bureaus.	The		services	of	
these	experts	are	usually	available	at	little	or	no	cost	to	groups.	With	some	inquiry	and	a	
	little	networking,	it	is	not	difficult	for	planners	to	identify	organizations	that	have	individu-
als	available	to	speak	on	a	variety	of	health-related	topics,	or	health	care	organizations	will-
ing	to	send	their	medical	experts	into	the	community	to	share	their	knowledge.	The	speak-
ers	bureau	is	a	win-win	concept	for	both	the	group	offering	the	service	and	the	one	receiving	
it.	Groups	that	take	advantage	of	a	speakers	bureau	gain	access	to	expert	information,	but	
those	delivering	the	information	gain	in	terms	of	public	relations	and	recognition.

There	are	advantages	and	disadvantages	connected	with	using	either	internal	or		external	
personnel to conduct health promotion programs. Table 10.1 lists the pros and cons of each.

Combination of Internal and external personnel
The third option for obtaining personnel to carry out a program is using a combination 
of	internal	and	external	personnel.	This	option	is	the	most	common	because	it	allows	
program	planners	to	make	use	of	the	advantages	of	the	first	two	options,	while	avoiding	
many	of	the	disadvantages.	In	fact,	in	worksite	health	promotion	there	is	evidence	(Elliott,	
1998)	to	support	the	use	of	both	internal	and	external	personnel	by	those	in	best-practice	
(i.e.,	the	most	successful)	organizations.

Items related to personnel
In	 addition	 to	 determining	 the	 source	 of	 personnel	 for	 a	 program	 there	 are	 other	
	personnel	matters	to	which	planners	must	attend.	Four	of	these—technical	assistance,	
	volunteers,	teamwork,	and	cultural	factors—are	discussed	below.

(Continued)Box 10.3

 4. Product/service	delivery	and	satisfaction—Is	the	information	about	the	product/
service	provided	in	a	written	document?	Is	there	a	contract	to	sign?	Can	the	
product/service	be	delivered	as	needed?

 5. Vendor	technological	capability—Does	the	vendor	have	the	technology	to	
	deliver	the	product/service	as	needed?

 6. Evaluation	and	reporting—Does	the	vendor	have	the	capability	to	collect,	
	analyze,	and	report	the	data	needed	for	the	program?

 7. Product	cost	and	value—Is	the	cost	competitive?	Are	there	any	hidden	costs?	
Does	the	price	per	unit	go	down	when	more	product/service	is	purchased?

 8. General	concerns—Does	the	vendor	carry	liability	insurance?	Is	the	vendor	the	
best	fit	for	the	program?

Adapted from: The Checklist for Selecting Health Promotion Vendors. J. H. Harris and J. f. Mckenzie. copyright 
©	2004	by	the	Wellness	Council	of	America.	Reprinted	with	permission.	And	“How	to	Select	the	Right	
	Vendor	for	Your	Company’s	Selecting	Health	Promotion	Program.”	J.	H.	Harris,	J.	F.	McKenzie,	and	W.	B.	
Zuti, from Fitness in Business 1. copyright © 1986 by american school Health  association. reprinted 
with permission.



286 part II   iMpleMenting a HealtH proMotion prograM

Table 10.1 advantages and disadvantages of using internal and external personnel

Advantages Disadvantages

Internal Program  
Personnel

1. reduced costs. 1. limited by the interest and 
abilities of those on staff.

2. internal arrangements can be 
made to free needed  personnel 
from	their	work	schedules.

2. May have to train  personnel 
or be limited by the expertise 
of those on staff.

3. More control over those  
involved.

3. Might spend more time  
developing the program 
than implementing it, thus 
reaching	fewer		people.

External Program 
Personnel

1.	 Known	expertise. 1. often more costly than 
using internal personnel.

2. the responsibility for  
conducting the program  
becomes	the	work	of	another.

2. subject to the limitations of 
any given vendor.

3. can request product (program) 
guarantees.

3. sometimes less control over 
the program.

4. sometimes external personnel  
are more respected than internal 
personnel simply because they  
are from the outside.

5.	 Bring	global	knowledge	to	the	 
program because they have 
worked	with	a	variety	of	entities	
and cultures  (Harris, 2001).

6. Have the resources for 
 sophisticated tools and  
programs because they can  
spread the cost across many  
clients (Harris, 2001).

7. can reach a priority population  
that is geographically dispersed 
(Harris, 2001).

technical assistance Sometimes there are enough people willing and able to handle the 
tasks	associated	with	planning,	implementing,	and	evaluating	a	program	but	for	what-
ever	reason	they	do	not	have	the	capability	(i.e.,	knowledge,	skills,	and	know	how)	to	
carry	out	the	tasks.	Or	personnel	may	have	knowledge	and	skills	but	need	help	in	com-
pleting	the	tasks	more	effectively.	Such	situations	call	for	technical assistance to enhance 
group	members’	capacity	to	complete	the	work.	Technical assistance	(TA),	also	known	
as capacity-building assistance	(CBA),	can	be	defined	as	a	relationship	in	which	indi-
viduals	with	specific	knowledge	and	skills	share	their	expertise,	via	advice	and	training,	
with those who need it. TA often comes from consultants or may be a part of a support 
program	offered	by	a	funding	agency.	For	example,	it	is	not	uncommon	for	the	Centers	
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for	Disease	Control	and	Prevention	(CDC)	to	offer	technical	assistance	to	groups	that	re-
ceive	CDC	funding	for	their	programs,	or	to	state	or	local	health	departments	that	need	
to enhance their capabilities.

Technical	assistance	providers	must	be	more	than	just	experts.	They	must	demon-
strate	that	they	are	good	listeners	and	effective	helpers	to	the	people	who	will	be	actually	
conducting	the	planning	tasks	(Butterfoss,	2007).	For	effective	TA	to	take	place	there	
must	be	a	collaborative	working	relationship	between	the	two	parties.	TA	is	typically	
provided	after	some	sort	of	needs	assessment	(i.e.,	completing	a	checklist	or	question-
naire)	of	those	who	need	the	assistance.	Once	the	needs	are	known	(e.g.,	priority	set-
ting,	intervention	planning	and	effectiveness,	evaluation	techniques)	the	actual	TA	can	be	
planned	and	delivered.	Delivery	can	be	completed	using	a	number	of	different	training	
strategies	and	can	range	from	providing	information	via	a	telephone	call,	to	supplying	
written or self-help materials, to referring those in need to other resources, to pairing 
those	in	need	with	a	peer	group	(i.e.,	another	group	of	planners	who	have	completed	a	
similar	project),	to	more	elaborate	face-to-face	training	sessions	that	may	last	from	a	few	
hours to a few days at one time.

volunteers	 Because	of	the	circumstances	associated	with	a	health	promotion	program	
there	may	be	a	need	to	identify,	recruit,	select,	and	train	volunteers	to	be	a	part	of	the	
personnel	that	help	plan,	implement,	and	evaluate	the	program.	Volunteers “are indi-
viduals	who	serve	an	organization	or	cause.	By	definition,	a	volunteer	does	not	get	paid	
or	receive	compensation	for	services	rendered.	In	health	promotion	programs,	volun-
teers	perform	many	tasks	from	direct	service	delivery,	to	service	on	boards	of	directors	
or	as	program	advocates”	(Fertman,	Spiller,	&	Mickalide,	2010,	p.	237).	Often	volun-
teers	contribute	services	that	otherwise	would	have	to	be	performed	by	paid	employees	
(Kilingner,	Nalbandian,	&	Llorens,	2010)	or	not	at	all.

As	with	other	personnel,	planners	 should	 create	a	 job	description	 that	outlines	
the	tasks	that	need	to	be	performed	before	recruiting	volunteers.	(See	Box 10.4 for an 
	example	job	description	for	a	volunteer.)	Do	not	reduce	all	the	volunteer	jobs	to	simply	
running	errands;	some	volunteers	are	happy	doing	that	type	of	work	but	“others	want	
skilled	work	with	more	responsibility.	Defining	real	jobs	is	very	important:	volunteers	do	
not	like	to	sit	around	doing	nothing”	(Wurzbach,	2002,	p.	53).	In	identifying	the	tasks	
to	be	completed	by	and	creating	job	descriptions	for	volunteers,	program	planners	need	
to	remember	that	volunteers	are	motivated	by	different	factors	than	those	that	moti-
vate	paid	employees	(Issel,	2009).	The	reasons	vary.	Some	individuals	are	interested	in	
	volunteering	as	a	means	of	giving	back,	sharing	of	their	gifts	and	talents,	or	just		helping	
others	in	the	community.	Others	volunteer	to	gain	experience	or	“get	their	foot	in	the	
door”	of	an	organization	where	they	hope	to	work	some	day.	Some	volunteer	to	do	
something	worthwhile,	stay	active,	or	just	for	the	social	interaction	(Van	Der	Wagen	&	
Carlos,	2005).	Still	others	may	volunteer	to	enhance	their	knowledge	or	learn	a	new	skill.	
The	key	for	planners	is	to	match	the	potential	volunteers’	motivation	to	the	volunteer	
opportunities.

Once	a	suitable	job	description	has	been	created	planners	are	ready	to	recruit	volun-
teers.	Depending	on	the	how	many	and	what	type	of	individuals	are	needed,	a	variety	of	
techniques	can	be	used	to	recruit	volunteers.	The	most	traditional	way	of	recruiting	is	via	
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Box 10.4 Sample Job Description for a Volunteer

position title: Health education Volunteer

reports to: senior Health education specialist

responsible for: distribution of health education materials at the patient 
education desk

position  
summary:

to assist patients of the stonecrest clinic get the 
education materials they need.

duties: •	 Greet	all	patients	and	significant	others	who	approach	
the patient education desk.

•	 Use	materials	available	at	the	patient	education	desk	to	
“fill”	the	patient	education	prescription	provided	by	the	
health care providers in the stonecrest clinic.

•	 Help	obtain	appropriate	educational	materials	for	the	
stonecrest clinic.

•	 Monitor	and	maintain	inventory;	help	to	re-stock	the	
education materials at the patient education desk, as 
needed.

•	 Provide	excellent	customer	service	as	outlined	in	the	
core values of the stonecrest clinic.

•	 Answer	the	phone	at	the	patient	education	desk.

Qualifications: •	 Education

—High	school	diploma	or	equivalent

•	 Knowledge

—Basic	medical	terminology

•	 Skills

—Communication:	Good	verbal	and	nonverbal	skills

—	Computer:	Typing	speed	of	40	wpm;	able	to	search	
Internet;	use	word	processing	and	database	programs

—Problem	solving

desirable: •	 Health	education	experience

•	 Customer	service	experience

a	mass	media	outlet	(e.g.,	radio,	television,	and	newspapers),	but	posting	flyers	in	high-
traffic	areas	where	desired	volunteers	pass	can	be	effective	as	well.	In	addition,	today	
viral	recruiting	can	be	used	via	social	media	or	via	personal	word-of-mouth	invitations.	
Places	where	planners	may	find	potential	volunteers	 include	religious	organizations,	
community	service	organizations	(e.g.,	Jaycees,	Rotary),	and	colleges	and	universities.	In	
fact,	many	of	the	educational	institutions	require	community	service	or	service	learning	
as part of graduation requirements.
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Potential	volunteers	should	not	be	accepted	automatically	for	a	position;	instead	
they	should	be	interviewed,	just	as	a	prospective	employee	would	be.	It	is	important	to	
make	sure	that	the	person	is	right	for	the	job,	and	that	the	person’s	philosophy	is	con-
sistent	with	that	of	the	organization	where	they	will	volunteer	(Wurzbach,	2002).	After	
the	interview	process,	planners	may	find	that	they	have	attracted	good	people	but	those	
individuals	may	not	have	all	the	knowledge	and	skills	to	complete	the	work.	This	makes	
training	the	volunteers	particularly	critical	to	the	success	of	a	health	promotion	program	
(Issel,	2009).	Similar	steps	noted	in	the	technical	assistance	section	earlier	can	be	used	to	
train	volunteers.

Once	on	the	job	volunteers	need	to	be	supervised	and	periodically	evaluated.	The	
person	to	whom	they	report	could	handle	this.	If	a	program	needs	a	large	number	of	vol-
unteers,	it	may	be	necessary	to	hire	a	volunteer	coordinator	(Wurzbach,	2002).

Good	volunteers	are	not	easy	to	find	so	every	effort	should	be	made	to	retain	them.	
For	the	most	part,	 if	volunteers	are	happy	and	satisfied	with	the	work	they	will	con-
tinue.	To	increase	the	chances	of	this	happening,	 include	volunteers	 in	staff	meetings	
and functions when it is appropriate, and show appreciation for their help by saying 
thank	you	often,	providing	positive	feedback,	and	publicly	recognizing	their	achieve-
ments	and	service	 through	newsletters,	news	releases,	and/or	 recognition	ceremony	
(Wurzbach,	2002).

Before	leaving	our	discussion	of	volunteers,	we	want	you	to	be	aware	that	volunteer	
help	does	not	always	work	out	as	planned.	Organizations	have	“the	right	to	decide	on	
the	best	placement	of	a	volunteer,	to	express	opinions	about	poor	volunteer	performance	
in	a	diplomatic	way,	and	to	release	an	 inappropriate	volunteer”	(Van	Der	Wagen	&	
Carlos,	2005,	p.	180).	And	finally,	when	volunteers	resign,	always	hold	an	exit	interview	
with	them	to	get	their	comments	on	the	good	and	bad	aspects	of	their	volunteer	work	
(Wurzbach,	2002)	so	that	you	can	improve	future	volunteer	experiences.

Working as a team	 Because	of	the	multiple	tasks	associated	with	planning,	implement-
ing,	and	evaluating	health	promotion	programs	and	the	need	for	a	variety	of	resources	
to	have	effective	programs,	health	education	specialists	often	work	as	part	of	a	group	or	
team.	Further,	teamwork	 is	becoming	a	preferred	approach	in	many	work	settings	be-
cause	“organizational	problems	and	issues	are	so	complex	today	that	no	one	person	can	
grasp	all	the	information	nor	have	all	the	skills	to	adequately	and	thoroughly	analyze	
and	choose	the	best	solutions.	The	complexity	of	problems	also	requires	innovations	
and	diversity	of	viewpoints	to	see	all	the	options	and	consequences	involved”	(Kilingner	
et	al.,	2010,	p.	224).	A	team	had	been	defined	as	“a	small	group	of	people	with	comple-
mentary	skills	who	are	committed	to	a	common	purpose,	a	set	of	performance	goals,	
and	an	approach	for	which	they	hold	themselves	mutually	accountable”	(Gomez-Mejia	
&	Balkin,	2012,	p.	384).	Teams	differ	from	working groups	in	that	in	a	working	group	
members	are	accountable	for	individual	work	but	are	not	responsible	for	the	output	of	
the	entire	group	(Gomez-Mejia	&	Balkin,	2012).	Teams	can	vary	in	size	and	be	as	small	
as	two	people;	however,	the	sizes	of	high-performing	teams	range	between	5	and	12	
members	(Gomez-Mejia	&	Balkin,	2012).

Lovelace	and	colleagues	(2009)	found	in	a	study	that	health	education	specialists	“par-
ticipated	in	an	average	of	four	teams	per	individual;	three	of	these	were	interorganizational	
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teams.	Moreover,	40%	of	the	respondents	participated	in	five	or	more	teams”	(p.	428).	
These	authors	further	stated	that	in	order	to	be	effective,	health	education	specialists	
“must	be able	to	work	collaboratively	with	community	members	and	other	profession-
als”	(p.	429).	“In	fact,	words	like	boundary-spanning, collaborative public management, 
bridge building, and facilitative leadership	all	attest	to	the	way	that	contemporary	work	is	
conducted”	(Kilingner	et	al.,	2010,	p.	224).

Team creation can come about in a couple of different ways. When teams are cre-
ated	within	an	organization,	say	within	a	local	health	department,	member	assignments	
may	occur	formally	when	a	supervisor	or	manager	organizes	a	team	based	on	the	people	
and	their	skills.	If	 interorganizational	teams	are	assembled	typically	the	team	is	com-
posed	of	whomever	each	organization	assigns	to	the	team.	This	is	a	more	informal	means	
of	team	composition	in	that	no	one	individual	selects	team	members	for	their	individual	
knowledge	and	skills.	Whichever	way	is	used,	each	team	will	need	a	leader	or	leaders	to	
guide	the	work	of	the	team.

“Teams	are	not	instantly	functional	and	effective”	(Butterfoss,	2007,	p.	164);	they	
take	time	to	develop.	Understanding	how	teams	develop	and	what	stage	a	team	is	in	can	
help	planners	be	more	efficient	in	the	planning	process.	To	help	explain	the	develop-
ment,	Tuckman	(1965)	identified	the	development	sequence	of	small	groups.	He	cre-
ated	a	model	based	on	the	review	of	“50	articles,	many	of	which	were	psychoanalytic	
studies	of	therapy	or	T	groups”	(Tuckman,	2001).	The	original	model	 included	four	
stages—forming, storming, norming, and performing.	Several	years	later,	Tuckman	and	
Jensen	(1977)	added	a	fifth	stage—adjourning.	More	recently,	the	fifth	stage	has	been	
called mourning	(Butterfoss,	2007)	or	reforming	(UNCE,	2003).	Over	time,	the	“stages	
of	group	development”	terminology	has	changed	a	bit	and	the	five	stages	are	now	associ-
ated	with	team	development.

The	first	stage,	forming, can be thought as an orientation stage. As such, little real 
work	is	accomplished.	In	this	stage	members	are	introduced,	meet,	and	get	to	know	each	
other.	During	this	stage	the	ground	rules	for	the	group	are	established,	such	as	defining	
the	purpose	of	the	team,	team	structure	(e.g.,	roles	and	responsibilities),	 logistics	for	
operation	(e.g.,	procedures,	meeting	times),	and	expectations	(Gomez-Mejia	&	Balkin,	
2012).	As	such,	“two	important	things	must	be	accomplished	in	this	first	stage:	members	
must	feel	welcome	and	included	and	have	a	sense	that	their	opinions	will	be	respected;	
and	they	need	to	develop	a	consensus,	or	group	agreement,	about	the	basic	mission	or	
goal	they	are	working	toward”	(Butterfoss,	2007,	p.	164).	In	the	second	stage,	storming, 
members	will	have	different	opinions	about	team	goals,	assigned	tasks	and	responsibili-
ties,	and	procedures	(Gomez-Mejia	&	Balkin,	2012).	The	conflict	may	be	uncomfortable,	
turf wars can occur, and some members may feel frustrated. Good teams with good lead-
ership	will	be	able	to	work	through	this	stage,	but	if	the	conflict	is	too	great	and	cannot	
be	resolved,	teams	may	disband.

The teams that emerge will enter into stage three, norming.	 In	this	stage,	“team	
members	finally	understand	their	roles	and	establish	closer	relationships,	 intensifying	
the	cohesion	and	interdependence	of	members”	(Gomez-Mejia	&	Balkin,	2012,	p.	390).	
In	the	fourth	phase,	performing,	teams	are	involved	in	“constructive	action”	(Tuckman,	
1965);	they	are	working	toward	the	team	goals.	“This	is	the	stage	where	a	great	deal	
of	work	can	occur,	and	the	team	may	become	creative.	As	new	tasks	emerge,	members	
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confidently	tackle	them.	The	whole	team	works	together	or	may	delegate	work	to	task	
groups	and	individuals”	(Butterfoss,	2007,	p.	165).	After	the	performing	stage,	teams	
may enter into the adjourning	(or	mourning)	stage	or	decide	to	move	to	reforming.	In	the	
former,	the	team	has	reached	its	goal,	thus	completing	its	work.	As	such	it	may	decide	to	
disband.	However,	the	disbanding	may	not	be	easy,	thus	the	term	mourning.	In	the	latter,	
reforming,	the	team	may	continue	on	by	refocusing	its	efforts	on	other	tasks	or	prob-
lems. Table 10.2	provides	a	summary	of	member	behavior,	climate,	and	task	outcome	
during	team	development.

There	is	no	single	prescription	for	creating	effective	working	teams;	however,	sev-
eral	authors	have	identified	characteristics	that	are	important.	Gomez-Mejia	and	Balkin	
(2012)	have	identified	five	behavioral	characteristics	of	effective	teams:	(1)	cohesiveness,	
(2)	selecting	high-performance	norms,	(3)	cooperation,	(4)	exhibiting	interdependence,	
and	(5)	trusting	one	another.	Getha-Taylor	(2008)	asserts	that	there	are	three	factors	
associated	with	collaborative	competencies	that	set	exemplars	apart	from	average	per-
formers.	Those	factors	include	interpersonal	understanding,	teamwork	and	understand-
ing,	and	team	leadership.	In	identifying	these	three	factors	Getha-Taylor	indicated	that	
interpersonal understanding is the most important and only comes about through time 
and	experience.

Cultural Factors	 Regardless	of	who	is	involved	in	planning,	implementing,	and	evalu-
ating a health promotion program, there is a need to be aware of the importance of 
	cultural	factors.	Cultural	factors	arise	from	guidelines	(both	explicit	and	implicit)	that	
individuals	“inherit”	from	being	a	part	of	a	particular	society,	racial	or	ethnic	group,	
religious	community,	or	other	group.	In	order	for	planners	to	be	effective,	they	need	to	
strive	to	be	culturally	competent	(Davis	&	Rankin,	2006;	Luquis,	Pérez,	&	Young,	2006;	
Pérez	&	Luquis,	2008;	Selig,	Tropiano,	&	Greene-Moton,	2006).	Cultural competence 
is	“a	developmental	process	defined	as	a	set	of	values,	principles,	behaviors,	attitudes,	
and	policies	that	enable	health	professionals	to	work	effectively	across	racial,	ethnic	and	
linguistically	diverse	populations”	(Joint	Committee	on	Terminology,	2012).	Luquis	and	

Table 10.2 integration of team and group development theories

Stage of 
 Development

Leader 
 Behavior

Member  
 Behavior

Emotional 
 Climate Task Outcome

forming directs dependence uncertain committing
storming persuades resistance conflict clarifying
norming participates cohesion support developing 

rules
performing delegates 

negotiates
interdependence pride achieving

reforming evaluates 
	Reviews

Maintaining Satisfied consolidating 
Renewing

Source: Coalitions and Partnerships in Community Health. frances d. Butterfoss. copyright © 2007 by Jossey-Bass. 
Reprinted	with	permission.
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Pérez	(2003)	and	Martinez-Cossio	(2008)	have	discussed	some	of	the	issues	surrounding	
cultural competence and some strategies by which planners can become more cultur-
ally	competent.	One	strategy	is	becoming	familiar	with	Standards	for	Culturally	and	
Linguistically	Appropriate	Services	(CLAS)	presented	by	the	Office	of	Minority	Health	
(OMH,	2004)	(see	Weblinks	at	the	end	of	this	chapter	for	the	Website).	In	addition,	if	
planners are not familiar with the culture of those in the priority population we would 
recommend	that	they	work	with	indigenous	health	workers	and/or	those	who	are	well	
trained and are bilingual and bicultural.

Curricula and other Instructional resources

Earlier	(in	Chapter	8),	the	word	curriculum	was	defined	as	a	“planned	set	of	lessons	or	
courses	designed	to	lead	to	competence	in	an	area	of	study”	(Gilbert	et	al.,	2011,	p.	412).	
When it comes to selecting the curriculum and other instructional materials that will 
be	used	to	present	the	content	of	the	program,	planners	can	proceed	in	four	ways:	(1)	
by	developing	their	own	materials	(in-house)	or	having	someone	else	develop	custom	
materials	for	them;	(2)	by	purchasing	or	obtaining	various	instructional	materials	from	
outside	sources;	(3)	by	purchasing	or	obtaining	entire	“canned”	programs	from	outside	
vendors;	or	(4)	by	using	any	combination	of	in-house	materials,	materials	from	outside	
sources, and canned program materials.

Developing	 in-house materials	or	having	someone	else	develop	custom	materials	
has	the	major	advantage	of	allowing	the	developers	to	create	materials	that	very	closely	
match	the	needs	of	the	priority	population.	The	more	“unique”	the	priority	population,	
the	more	important	this	approach	may	be—especially	if	the	priority	population	pos-
sesses	cultural	differences.	Materials	must	be	relevant	and	culturally	appropriate	to	the	
priority	population	(Adeyanju,	2008).	However,	a	serious	drawback	is	the	time,	money,	
and	effort	necessary	to	develop	an	original	curriculum	and	other	instructional	materi-
als.	The	exact	amount	of	time	necessary	would	obviously	depend	on	the	scope	of	the	
program	and	the	expertise	of	those	doing	the	work.	No	matter	who	does	the	work,	
however,	the	commitment	of	time	and	resources	is	sure	to	be	considerable.	In	putting	to-
gether	an	in-house	program,	planners	should	be	aware	of	several	different	sources	from	
which	they	can	obtain	free	or	inexpensive	materials	to	supplement	the	ones	they	develop.	
Planners	might	also	find	that	there	is	no	need	to	create	in-house	materials	because	of	
the	wide	array	of	materials	available.	For	example,	most	voluntary	and	governmental	
health	agencies	have	up-to-date	pamphlets	on	a	variety	of	subjects	that	they	are	willing	
and	eager	to	give	away	in	quantity.	Also,	most	communities	have	a	public	library	with	a	
video/DVD	section	that	includes	some	health	videos	and	DVDs.	If	the	public	library	does	
not	carry	health	videos	and	DVDs,	almost	all	local	and	state	health	departments	offer	
such	a	service.	Planners	who	are	unsure	about	what	sources	of	information	are	available	
in	their	community	can	begin	by	checking	the	Yellow	Pages	of	the	local	telephone	direc-
tory	or	on	the	Internet.

Planners	need	to	remember	that	just	because	a	piece	of	instructional	material	exists	
does	not	mean	it	is	appropriate	for	the	priority	population	with	which	they	are	work-
ing. To help ensure that materials are suitable for the priority population, we would 
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recommend the use of SAM:	a	suitability	assessment	of	materials	 instrument	(Doak,	
Doak,	&	Root,	1996)	 (see	Figure 10.1).	This	validated	 instrument	“was	originally	
 designed for use with print material and illustrations, but it has also been applied success-
fully	to	video-	and	audiotaped	instructions.	For	each	material,	SAM	provides	a	numeri-
cal	score	(in	percent)	that	may	fall	in	one	of	three	categories:	superior,	adequate,	or	not	
suitable”	(Doak	et	al.,	1996,	p.	49).	Here	are	the	steps	for	using	SAM	(Doak	et	al.,	1996):

1.	 Read	through	the	SAM	factor	list	and	the	evaluation	criteria.

2.	 Read	the	material	(or	view	the	video)	you	wish	to	evaluate	and	write	brief	state-
ments	as	to	its	purpose(s)	and	key	points.

3.	 For	short	materials,	evaluate	the	entire	piece.	For	long	materials,	select	samples	that	
are	central	to	the	purpose	of	the	document	to	evaluate.

4.	 Evaluate	and	score	each	of	the	22	SAM	items,	rating	them	as	“superior”	and	assigning	
a	score	of	two,	“adequate”	and	assigning	a	score	of	one,	“not	suitable”	and	assigning	a	
score	of	zero,	or	marking	an	item	“N/A”	if	the	factor	does	not	apply	to	the	material.

5.	 Calculate the total suitability score by summing the scores from the rated items and 
dividing	by	the	total	number	of	items	rated.	Do	not	include	the	items	marked	N/A.	
Multiply	the	score	by	100	to	get	a	percentage.

70–100%	=	superior	material
40–69%	=	adequate	material
0–39%	=	not	suitable	material

6. Decide	on	the	impact	of	deficiencies	of	the	material	and	what	action	to	take	about	
whether to use or not use the material.

Purchasing	or	obtaining	entire	canned	programs	from	vendors	has	become	very	
popular in recent years because of the time and money needed to create programs. 
A canned program	is	one	that	has	been	developed	by	an	outside	group	and	includes	the	
basic	components	and	materials	necessary	to	implement	a	program.	Because	some	ven-
dors	are	for-profit	groups	whereas	others	are	nonprofit	organizations,	the	cost	of	these	
programs can range from literally nothing at all to thousands of dollars.

Most	canned	programs	have	five	major	components:

1. A	participant’s	manual	(printed	material	that	is	easy	to	follow	and	read	and	is	handy	
for	participants)

2. An	instructor’s	manual	(a	much	more	comprehensive	document	than	the	partici-
pant’s	manual,	which	includes	the	program	content,	background	information,	and	
lesson	and	unit	plans	with	ideas	for	presenting	the	material)

3. Audiovisual	materials	that	help	present	the	program	content	(usually	including	
	videotapes/DVDs	and	audiotapes,	PowerPoint®	presentations,	charts,	or	posters)

4. Training	for	the	instructors	(a	concentrated	experience	that	prepares	individuals	to	
become	instructors)

5. Marketing	(the	“wrapping”	that	makes	the	program	attractive	to	both	the	partici-
pants	and	the	planners	who	will	purchase	it	to	market	to	the	participants)
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2 points for superior rating

1 point for adequate rating

0 points for not suitable rating

N/A if the factor does not apply to this material

STNEMMOCEROCSDETAR EB OT ROTCAF

1. CONTENT

(a) Purpose is evident

(b) Content about behaviors

(c) Scope is limited

(d) Summary or review included

2. LITERACY DEMAND

(a) Reading grade level

(b) Writing style, active voice

(c) Vocabulary uses common words

(d) Context is given first

(e) Learning aids via “road signs”

3. GRAPHICS

(a) Cover graphic shows purpose

(b) Type of graphics

(c) Relevance of illustration

(d) List, tables, etc. explained

(e) Captions used for graphics

4. LAYOUT AND TYPOGRAPHY

(a) Layout factors

(b) Typography

(c) Subheads (“chunking”) used

5. LEARNING STIMULATION, MOTIVATION

(a) Interaction used

(b) Behaviors are modeled and specific

(c) Motivation—self-efficacy

6. CULTURAL APPROPRIATENESS

(a) Match in logic, language, experience

(b) Cultural image and examples

Total SAM score:

%:erocs tnecreP ,:erocs elbissop latoT

Figure 10.1 saM scoring sheet
Source: Teaching Patients with Low Literacy Skills, 2nd Edition.	C.	C.	Doak,	L.	G.	Doak,	&	J.	H.	Root.	Copyright	©	1996	by	J. B. Lippincott	
Company.	Reprinted	with	permission	of	the	authors.
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The	advantages	and	disadvantages	of	canned	programs	are	just	the	opposite	of	those	
for	materials	developed	in-house.	No	time	is	spent	on	development;	however,	the	program	
may	not	fit	the	needs	or	the	demographic	characteristics	of	the	priority	population.	For	
example,	using	the	same	canned	smoking	cessation	program	with	middle-aged	adults	who	
realize	the	long-term	hazards	of	cigarettes	and	with	teenagers	who	are	required	to	attend	
a	smoking	cessation	program	for	disciplinary	reasons	may	not	be	advisable.	Most	adults	
who	enter	smoking	cessation	programs	are	there	because	they	do	not	want	to	smoke.	
Obviously,	this	is	not	the	case	with	teenagers	who	have	been	caught	smoking.	The	ap-
proaches	taken	with	these	two	programs	would	have	to	be	very	different	if	both	are	to	be	
successful.	Another	example	of	when	use	of	a	canned	program	would	not	be	advisable	is	
use of a program that was designed for upper-middle-class suburban adults in a program 
for	low-income	inner-city	populations.	The	lifestyles	of	the	two	groups	are	just	too	dif-
ferent	for	the	same	program	to	be	appropriate	in	both	situations.	Because	of	the	possible	
mismatch	between	the	needs	and	peculiarities	(i.e.,	age,	culture,	ethnicity,	norms,	race,	sex,	
socioeconomic	status)	of	a	particular	priority	population,	planners	are	urged	to	move	with	
caution	when	deciding	on	the	use	of	a	canned	program.	Make	sure	there	is	a	good	fit.

Canned	programs	often	come	attractively	packaged	and	seemingly	complete,	but	
this	does	not	mean	that	they	are	well-conceived	and	effective	programs.	Before	adopting	
canned	programs	for	use,	planners	should	consider	the	following	seven	questions:

1. Is	the	program	based	on	best	practices?	If	not,	why	not?

2. Is	there	evidence	to	show	the	program	is	effective?

3. Does	the	program	include	a	long-term	behavior	modification	component?	There	
are	no	“quick	fixes”	with	regard	to	many	health	behavior	changes.	If	behavior	
modification	is	used,	it	should	be	based	on	sound	health	behavior	practice	over	an	
 appropriate time frame.

4. Is	the	program	educationally	sound?	Not	only	should	the	program	be	based	on	
sound	psychological	and	sociological	theory	but	it	should	also	be	based	on	valid	
educational theory.

5. Is	the	program	motivational?	Health	behavior	change	is	not	easy	to	accomplish,	and	so	
all	programs	need	to	include	activities	that	motivate	people	to	get	and	stay	involved.

6. Is	the	program	enjoyable?	Planned	programs	should	be	enjoyable.	Some	people	like	
hard	work,	but	it	is	difficult	to	sustain	hard	work	for	a	long	time	without	some	
	enjoyment.

7. Can	the	program	be	modified	to	meet	the	specific	needs	and	peculiarities	of	the	
	priority	population?	As	mentioned	earlier,	not	all	populations	have	the	same	needs,	
beliefs, traditions, and ways of approaching a problem.

space

Another	major	resource	needed	for	most	health	promotion	programs	is	sufficient	space—
a	place	where	the	program	can	be	held.	Depending	on	the	type	of	program	and	the	in-
tended	audience,	space	may	or	may	not	be	readily	available.	For	example,	an	employer	
may	make	space	available	for	a	worksite	program,	or	a	school	system	may	furnish	space	
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for	a	school	program.	If	space	is	a	problem,	planners	may	be	able	to	locate	inexpensive	
space	in	local	schools,	colleges	and	universities,	religious	facilities,	and	in	“community	
service	rooms”	(rooms	that	are	available	free	of	charge	to	community	groups	as	a	com-
munity	service)	of	local	businesses.	In	addition,	planners	may	find	educational	institutions	
and local businesses that are willing to cosponsor programs and thus contribute the space 
necessary	to	conduct	the	program.	It	may	also	be	possible	to	obtain	space	by	trading	for	
it.	For	instance,	a	planner	might	trade	expertise,	such	as	serving	as	consultant	for	a	pro-
gram,	in	return	for	the	use	of	suitable	space.	Or	it	might	be	possible	to	trade	one	space	for	
another,	such	as	trading	the	use	of	classrooms	for	time	in	the	local	YMCA/YWCA	pool.

One	final	note	of	caution	about	space:	Even	if	space	is	provided	free	of	charge	for	a	
program,	make	sure	to	ask	if	there	are	any	associated	costs	for	the	“free	space.”	It	is	not	
uncommon	for	an	organization	offering	the	space	(e.g.,	a	school	district)	to	do	so	with	
the obligation to pay for the custodial time to clean up the space once it has been used. 
Thus,	a	charge	such	as	two	hours	of	overtime	pay	for	the	custodial	staff	may	be	an	obli-
gation in order to use the free space.

equipment and supplies

Most	health	promotion	programs	will	need	both	equipment	and	supplies	in	order	to	be	
planned,	implemented,	and	evaluated.	Though	oftentimes	the	words	equipment and sup-
plies	are	used	to	mean	the	same	thing,	from	planning	and	budgeting	perspectives	they	are	
usually	considered	two	different	types	of	commodities,	and	not	all	organizations	define	the	
words	the	same.	Some	organizations	define	equipment	and	supplies	by	costs.	That	is,	equip-
ment	may	be	anything	costing	more	than	$500,	whereas	supplies	are	anything	costing	be-
tween	$1	and	$499.	Thus,	a	computer	may	be	equipment,	while	paper	or	even	a	chair	may	
be	a	supply.	These	same	organizations	usually	have	a	dollar	amount	definition	for	major	
equipment	items	(sometimes	referred	to	as	capital expenditures or capital equipment)	as	
anything costing more than so many thousands of dollars depending on the nature of the 
organization.	Other	organizations	may	define	equipment	and	supplies	based	on	the	“life”	of	
the	commodity.	For	example,	equipment	may	be	anything	that	will	last	three	years	or	more,	
and	supplies	anything	that	lasts	fewer	than	three	years.	Thus,	under	this	type	of	classifica-
tion	a	computer	may	be	considered	a	supply.	Or,	an	organization	may	define	equipment	as	
something	that	is	not	consumable,	like	a	desk,	and	a	supply	to	be	something	that	is	consum-
able	like	photocopy	paper.	It	is	not	so	important	how	the	words	are	defined,	but	planners	
need	to	know	how	they	are	defined	and	work	within	those	parameters.

Some	programs	may	require	a	great	deal	of	equipment	and	supplies.	For	example,	
first	aid	and	safety	programs	need	items	such	as	CPR	mannequins,	splints,	blankets,	
bandages,	dressings,	and	video	equipment.	Other	programs,	such	as	a	stress	management	
program,	may	need	only	paper	and	pencils.	Whatever	the	kinds	and	amounts	of	equip-
ment	and	supplies	required,	planners	must	give	advance	thought	to	their	needs	so	as	to:

•	 Determine	the	necessary	equipment	and	supplies	to	facilitate	the	program

•	 Identify	the	sources	where	the	equipment	and	supplies	can	be	obtained

•	 Find	a	way	to	pay	for	the	needed	equipment	and	supplies
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Financial resources

To	hire	the	 individuals	needed	to	plan,	 implement,	and	evaluate	a	health	promotion	
program and to pay for the other resources required, planners must obtain appropri-
ate	financial	support.	Most	programs	are	limited	by	the	financial	support	available.	In	
fact,	few	programs	are	financed	at	such	a	level	that	planners	would	say	they	have	all	the	
money	they	need.	Because	of	this,	the	planners	are	often	faced	with	making	decisions	
about	how	to	allocate	the	funds	that	are	available.	Some	typical	financial	questions	that	
planners generally must address are the following:

•	 Is	it	better	to	run	an	adequately	financed	program	for	a	few	people	or	to	run	a	poor-
ly	financed	program	for	more	people?

•	 If	funds	are	limited	where	is	the	first	place	we	should	cut?

•	 Should	we	start	a	program	knowing	that	we	will	be	short	of	funds,	or	should	we	
wait	until	we	have	appropriate	funding	before	we	begin?

•	 Is	it	better	to	have	fewer	instructors	or	to	make	do	with	fewer	supplies?

Programs	can	be	financed	in	several	different	ways.	Some	sources	of	financial	sup-
port	are	very	traditional,	whereas	others	may	be	limited	only	by	the	creativity	and	imagi-
nation	of	those	involved.	Following	are	several	established	ways	of	financing	programs.

participant Fee
This	method	of	financing	a	program	requires	the	participants	to	pay	for	the	cost	of	the	
program.	Depending	on	whether	the	program	is	offered	on	a	profit-making	basis,	this	fee	
may	be	equal	to	expenses	or	may	include	a	profit margin.	Participant	fees	not	only	are	
a	means	by	which	programs	can	be	financed	but	they	also	help	motivate	participants	to	
stay	involved	in	a	program.	If	people	pay	to	participate	in	a	program,	then	they	may	be	
more	likely	to	continue	to	participate	because	they	have	made	an	investment—that	is,	
a commitment. This concept has also been referred to as ownership.	Many	participants	
who	pay	a	fee	feel	like	they	are	part	“owners”	of	the	program.	However,	it	should	be	
noted	that	not	everyone	shares	in	the	ownership	concept.	There	are	some	participants	
who still would prefer a free or almost free program that has been paid for by others. An 
example	of	the	ownership	and	cost	issue	is	the	participant	fees	associated	with	smoking	
cessation	programs.	If	planners	were	looking	for	vendors	of	smoking	cessation	programs,	
they	would	find	that	the	costs	of	such	programs	range	from	zero	(e.g.,	American	Cancer	
Society’s	FreshStart	program)	to	modest	(e.g.,	American	Lung	Association’s	Freedom 
from Smoking	program)	to	expensive	(e.g.,	those	offered	by	private	health	promotion	
companies).

Deciding	to	finance	a	program	through	a	participant	fee	may	sound	easy,	but	plan-
ners	need	to	give	serious	thought	to	how	much	they	will	charge	and	who	will	be	charged.	
Often,	 those	most	 in	need	of	a	health	promotion	program	are	 the	 least	able	 to	pay.	
Planners	do	not	want	to	create	a	barrier	to	program	participation	by	charging	a	fee	
or	setting	the	fee	too	high.	If	a	fee	is	necessary,	then	planners	should	consider	creating	
a	fee	structure	on	“ability	to	pay.”	One	form	of	this	is	a	sliding-scale fee—that	is,	the	less	
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one’s	income,	the	lower	the	participant	fee.	Or,	planners	may	want	to	consider	offering	
	“scholarships”	to	those	unable	to	pay.

third-party support
Most	individuals	are	familiar	with	insurance	companies’	acting	as	third-party	payers	to	
cover	the	costs	of	health	care.	Although	health	insurance	is	not	often	used	to	pay	for	
health promotion programs, others can be third-party payers. Third-party means that 
someone	other	than	participants	(the	first-party)	or	planners	(the	second-party)	is	pay-
ing	for	the	program.	Third-party	payers	that	may	cover	the	cost	of	health	promotion	
programs are:

•	 Employers	that	pick	up	the	cost	for	employees,	as	is	often	the	case	in	worksite	health	
promotion programs

•	 Agencies	other	than	the	groups	sponsoring	the	program—for	example,	when	local	
service	or	civic	groups	“adopt”	a	pet	program

•	 A	professional	association	or	union	that	financially	supports	a	program

The money used by third-party payers can be generated from a special fund-raising 
event,	from	sale	of	concessions,	or	with	money	saved	from	reduced	health	care	costs,	ab-
senteeism,	or	the	remodeling	of	employee	benefit	plans.

Cost sharing
A	third	means	of	financing	a	program	involves	a	combination	of	participant	fee	and	
third-party	support.	 It	 is	not	unusual	 to	have	an	employer	pay	50%	to	80%	of	a	
	program’s	costs	and	have	employees	pay	the	remaining	50%	to	20%.	Or,	an		employer	
may	have	 a	 reimbursement	 policy	 for	 program	participation.	With	 such	policies,	
 employees are responsible for paying the participation fee, and then based on either 
	attendance	at	the	program	(e.g.,	the	employee	must	attend	at	least	80%	of	the	pro-
gram	sessions)	or	completion	of	the	program	(e.g.,	employee	must	produce	a	certifi-
cate	of	completion),	the	employer	reimburses	the	employee	for	either	all	or	a	portion	
of	the	participant	fee.	Such	arrangements	have	the	advantages	of	both	ownership	and	
a	fringe	benefit.

Cooperative agreements
There	are	times	when	two	parties	(e.g.,	groups,	organizations,	individuals,	agencies)	de-
cide	to	share	resources	and	work	together	to	offer	a	program	or	service.	Oftentimes	these	
agreements	do	not	involve	the	transfer	of	money	from	one	party	to	the	other,	though	they	
may,	but	rather	access	to	and	sharing	of	resources	(Fertman	et	al.,	2010).	For	example,	
one	agency	may	be	willing	to	provide	educational	literature	to	another	agency	in	return	
for	space	to	present	a	program	or	the	use	of	an	employee’s	time.	It	is	not	uncommon	for	
such	agreements	to	be	spelled	out	in	a	written	document	and	signed	by	an	individual	of	
each agency with authority to do so. The written document may be a letter of agreement 
(Fertman	et	al.,	2010)	or	something	more	formal	like	a	memorandum of understanding 
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(MOU)	or	memorandum of agreement	 (MOA).	A	memorandum of understanding is 
	defined	as	“a	document	that	describes	the	general	principles	of	an	agreement	between	
parties,	but	does	not	amount	to	a	substantive	contract”	(Dictionary.com,	2011).	It	is	not	
unusual	for	such	an	agreement	to	help	support	a	grant	proposal	(Fertman	et	al.,	2011)	
(see	the	discussion	of	grants	below).

organizational sponsorship
Many	times,	the	sponsoring	organization	(health	department,	hospital,	or	voluntary	agency)	
bears	the	cost	of	the	program	as	a	part	of	its	programming	or	operating	budget.	For	exam-
ple,	the	American	Cancer	Society	offers	its	smoking	cessation	program	free	of	charge.	That	
is,	program	materials	are	provided	free	and	an	American	Cancer	Society	volunteer	conducts	
the	program.	The	program	is	paid	for	with	the	society’s	community	service	funds.

grants and gifts
Another	means	of	financing	health	promotion	programs	is	through	grants	and	gifts	from	
other	agencies,	foundations,	groups,	and	individuals.	A	grant	 is	an	award	of	financial	
assistance,	the	principal	purpose	of	which	is	to	transfer	a	thing	of	value	from	the	gran-
tor	to	a	recipient	to	carry	out	a	specific	purpose	(USDHHS,	2011a),	whereas	a	gift	(or	
contributions)	can	be	sums	of	money	or	non-monetary	items	that	are	given	voluntarily	
without	compensation	in	return.	Nonmonetary	gifts	are	known	as	in-kind contributions 
and	include	such	things	as	equipment,	supplies,	vehicles,	food,	or	even	services	that	are	
used	to	operate	programs	(Fertman	et	al.,	2010).	Both	grants	and	gifts	are	often	referred	
to as external money, or soft money. The term soft money refers to the fact that grants 
and	gifts	are	usually	given	for	a	specific	period	of	time	and	at	some	point	will	no	longer	
be	received.	This	is	in	contrast	to	hard money, which is an ongoing source of funds that 
is	part	of	the	operating	budget	of	an	organization	from	year	to	year.

Grant money has become an important source of program funding, especially for 
those	working	in	voluntary	or	governmental	health	agencies.	It	thus	becomes	necessary	
for	planners	to	develop	adequate	grantsmanship	skills.	These	skills	include	(1)	discover-
ing	where	the	grant	money	is	located,	(2)	finding	out	how	to	get	(apply	for)	the	money,	
and	(3)	writing	a	proposal	requesting	the	money.

locating grant money	 There	are	four	basic	types	of	grant	makers:	foundations,	cor-
porations,	voluntary	agencies,	and	government.	These	grant	makers	are	found	at	three	
different	levels:	local,	state,	and	national.	They	are	not	the	only	grant	makers,	however.	
Planners	may	also	find	a	variety	of	local	organizations	(such	as	service	groups	like	the	
Lion’s	Club	or	the	Jaycees,	or	a	community	group	like	the	United	Way)	that	may	be	will-
ing	to	support	specific	local	causes	through	a	grant.	Philanthropic	foundations	are	not-
for-profit	organizations	that	award	grants	to	serve	the	public	interest.	A	number	of	large	
national	foundations	support	health	promotion	(e.g.,	Robert	Wood	Johnson	Foundation,	
Rockefeller	Foundation,	W.	K.	Kellogg	Foundation),	but	planners	may	find	state	and	
local foundations as well.

Not	all	corporations	have	giving	programs,	but	many	do	as	a	part	of	a	community	
service	or	public	relations	program.	Planners	will	need	to	contact	the	corporations	to	
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“ask	who	is	in	charge	of	charitable	giving,	what	subjects	they	consider	for	grants,	and	
how	the	company	giving	program	operates”	(Guyer,	1999,	p.	1).	Library	or	Internet	
searching will possibly help answer these questions.

Voluntary	health	agencies	also	have	grant	programs.	Though	most	grants	from	vol-
untary	organizations	at	the	national	level	are	specified	for	research	efforts,	planners	may	
find	the	local	or	state	offices	of	these	organizations	are	willing	to	provide	seed dollars 
(start-up	dollars)	or	in-kind	contributions	(such	as	providing	free	materials	or	other	re-
sources)	for	local	programs.

Government	is	the	largest	grant	maker.	Government,	at	all	three	levels—local,	state,	
and	federal—makes	grants	for	many	purposes.	With	the	other	three	grant	makers	(foun-
dations,	corporations,	and	voluntary	agencies),	planners	can	ask	them	to	fund	any	pro-
ject.	However,	with	the	government,	only	grants	that	are	in	one	of	the	subjects	specified	
by	the	government	have	a	chance	of	being	funded	(Guyer,	1999).

When	looking	for	grant	makers,	planners	need	to	look	for	a	pattern	in	giving	by	ask-
ing	key	questions:	Has	this	funder	made	grants	in	the	past	for	subject	areas	like	mine?	In	
my	geographic	area?	In	the	amount	I	need?	For	the	things	I	need	funded?	(Guyer,	1999).	
The	answers	to	these	questions,	often	found	at	Internet	Websites	of	the	grant	makers,	
will indicate whether it is a good idea to contact the funder. After doing this initial “re-
search,”	planners	should	call	or	write	funding	sources	to	ask	questions	and	to	obtain	any	
guidelines, grant request forms or applications, and printed material about their grant 
making.	This	contact	will	also	help	establish	a	relationship	with	the	funder.	Planners	not	
only	can	obtain	needed	information	but	they	can	also	introduce	their	organization	to	the	
funder.	This	can	be	done	by	sending	publications	about	the	planners’	organization,	mak-
ing	personal	contacts,	and	staying	in	touch	(Guyer,	1999).

Planners	can	identify	possible	funding	sources	in	several	different	ways.	The	first	
is	by	networking	with	others	who	have	been	successful	in	obtaining	grant	funding	in	
the	past.	Because	seeking	grant	funding	is	a	competitive	process,	planners	may	have	to	
network	with	others	who	are	not	seeking	funding	from	the	same	grant	maker.	A	second	
means	of	identifying	funding	sources	is	through	library	“research.”	A	variety	of	books	
on	grants	may	be	found	in	college	and	university	libraries	as	well	as	many	larger	public	
libraries.	For	example,	there	are	directories	of	grant	makers	for	foundations	and	corpo-
rations,	and	there	is	usually	a	directory	that	lists	grant	funders	that	are	specific	to	a	state.	
Most	of	these	books	are	indexed	by	subject	area.

Three	good	places	to	begin	searches	for	government	grants	are	the	Catalog of Federal 
Domestic Assistance	(CFDA),	the	Federal Register,	and	Grants.Gov.	(See	the	Weblinks	
at	the	end	of	the	chapter.)	The	CFDA,	which	is	updated	biweekly,	is	an	online	catalog	
“database	of	all	Federal	programs	available	to	State	and	local	governments	(including	
the	District	of	Columbia);	federally-recognized	Indian	tribal	governments;	territories	
(and	possessions)	of	the	United	States;	domestic	public,	quasi-public,	and	private	profit	
and	nonprofit	organizations	and	institutions;	specialized	groups;	and	individuals”	(GSA,	
2011,	para.	2).	The	CFDA allows planners to search the database for programs meeting 
their	needs	and	for	which	they	are	eligible.	However,	to	apply	for	one	of	the	programs,	
planners	need	to	contact	the	office	that	administers	the	program	they	are	interested	in.

The Federal Register	“is	 the	official	daily	publication	 for	 rules,	proposed	 rules,	
and	notices	 of	 Federal	 agencies	 and	organizations,	 as	well	 as	 executive	 orders	 and	
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other	presidential	documents”	(U.S.	GPO,	2011,	para.	1).	It	would	list	the	latest	grant	
 opportunities. Grants.Gov	 is	a	Website	where	planners	can	find	and	apply	for		federal	
government	 grants.	The	 site	was	 created	 in	 2002	 to	 improve	 government	 services	
	associated	with	grants.	At	this	Website	planners	will	find	over	1,000	grant	programs	
from	26 	federal	grant-making	agencies.

A	third	way	of	identifying	funding	sources	is	through	the	Internet.	There	are	several	
advantages	to	using	the	Internet	for	seeking	grant	makers:	convenience,	time	saving,	and	
being	able	to	reach	several	grant	makers	at	the	same	time.	Planners	do	not	have	to	leave	
their	office	to	conduct	a	search;	thus	much	“leg	work”	of	finding	out	whether	a	grant	
maker	is	a	good	fit	with	the	planner’s	organization	can	be	found	almost	instantaneously.	
In	addition,	some	Websites	permit	an	applicant	to	complete	one	form	for	grant	consider-
ation	at	several	different	funders	(Breen,	1999).

The	fourth	way	of	identifying	grant	makers	is	the	least	difficult.	Planners	should	be	
alert for request for proposals (RFPs) or request for applications (RFAs).	Many	times	
some	funding	agency	would	like	to	have	a	project	conducted	for	it,	so	the	group	will	
issue	an	RFP.	If	you	feel	qualified	to	do	the	work,	you	can	submit	a	proposal.

submitting grant proposals	 As	noted	in	the	previous	section,	most	funding	agencies	
have	specific	guidelines	outlining	who	is	qualified	to	submit	a	proposal	(perhaps	only	
nonprofit	groups	can	apply,	or	only	practitioners	who	hold	certain	certifications)	and	
the	format	for	making	an	application.	Those	seeking	money	can	request	or	apply	for	the	
money by writing a proposal. A proposal can be thought of as a written document that 
represents	a	request	for	money.	A	good	proposal	is	one	that	is	well	written	and	explains	
how	the	needs	of	the	funding	agency	can	be	met	by	the	group	wishing	to	receive	the	
money. To increase their chances of writing a good proposal, planners should call the 
funding	agency	first	and	speak	with	the	grant	officer	to	find	out	specifically	what	he	or	
she	is	looking	for	and	the	format	desired.

Because	there	is	a	great	deal	of	competition	for	grant	money,	it	is	more	than	likely	
that	proposals	will	be	read	by	a	busy,	impatient,	skeptical	person	who	has	no	reason	to	
give	any	one	proposal	special	consideration	and	who	is	faced	with	many	more	requests	
than	he	or	she	can	grant,	or	even	read	 thoroughly.	Such	a	reader	wants	 to	find	out	
quickly	and	easily	the	answers	to	these	seven	questions:

1. What	do	you	want	to	do,	how	much	will	it	cost,	and	how	much	time	will	it	take?

2. How	does	the	proposed	project	relate	to	the	sponsor’s	interests?

3. What	will	be	gained	if	this	project	is	carried	out?

4. What	has	already	been	done	in	the	area	of	the	project?

5. How	do	you	plan	to	do	it?

6. How	will	the	results	be	evaluated?

7. Why	should	you,	rather	than	someone	else,	conduct	this	project?

As	noted,	funding	agencies	request	proposals/applications	in	a	variety	of	different	
forms.	However,	several	components	are	contained	in	most	proposals	no	matter	what	
the funding agency. Box 10.5 presents these components.
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Combining sources
It	should	be	obvious	that	planners	should	not	be	limited	to	any	single	source	for	fi-
nancing	a	health	promotion	program.	In	fact,	it	is	more	than	likely	that	most	programs	
will	be	funded	via	a	variety	of	sources—that	is,	any	combination	of	the	sources	listed	
previously.

preparing and monitoring a budget
Simply put, a budget	is	a	“formal	statement	of	the	estimated	revenues	and	expenditures”	
(Johnson	&	Breckon,	2007,	p.	170)	for	a	program.	A	budget	represents	the	decision	
makers’	 intentions	and	expectations	by	allocating	funds	to	achieve	desired	outcomes	
(program	goals	and	objectives)	(Fallon	&	Zgodzinski,	2012).

A budget can be prepared for any length of time. When programs are planned, budg-
ets	are	usually	created	for	the	entire	length	of	the	program.	However,	when	a	program	is	
projected	to	last	longer	than	a	year,	the	overall	program	budget	is	typically	broken	down	
into	12-month	periods.

Box 10.5 The Components of a Grant Proposal

 1. title (or cover) page.	When	writing	the	title,	be	concise	and	explicit;	avoid	
words	that	add	nothing.

 2. abstract or executive summary. provides a summary of the proposed  project. 
May	be	the	most	important	part	of	the	proposal.	Should	be	written	last	and	be	
about	200	words	long.

 3. table of contents. May or may not be needed, depending on the length of the 
proposal. it is a convenience for the reader.

 4. Introduction.	Should	begin	with	a	capsule	statement,	be	comprehensible	to	
the	informed	layperson,	and	include	the	statement	of	the	problem,	significance	
of the program, and purpose of the program.

 5. Background.	Should	include	the	proposer’s	previous	related	work	and	the	
 related literature.

 6. Description of proposed program. should include the objectives,  description 
of intervention, evaluation plan, and time frame.

 7. Description of relevant institutional/agency resources. should identify the 
resources	the	proposer’s	organization	will	bring	to	the	project.

 8. List of references. should include references cited in the proposal.

 9. personnel section.	Should	include	the	résumés	of	those	who	are	to	work	with	
the program.

10. Budget.	Should	include	financial	needs	for	personnel	(salaries	and	wages),	
equipment, materials and supplies, travel, services, other needed items, and  
indirect costs.
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Developing	a	budget	is	an	essential	and	critical	step	of	the	planning	process	(Johnson	&	
Breckon,	2007;	Fallon	&	Zgodzinski,	2012).	Typically,	a	program	budget	is	developed	
by	those	planning	the	program	and	any	other	key	decision	makers	who	control	resources	
that	will	be	used	in	the	program.	The	process	begins	by	examining	the	financial	objec-
tive	of	the	program.	From	a	financial	standpoint,	programs	can	make	money	(a	profit),	
lose	money,	or	break	even.	If	a	program	must	make	money,	the	revenue	will	have	to	be	
greater	than	the	expenditures,	and	the	intended	profit	(profit margin)	will	need	to	be	
included in the budgeting process. Figure 10.2 presents a sample budget sheet that lists 
line items that are often included in health promotion program budgets.

Revenue and Support

Contribution from sponsors

Gifts

Grants

Participant fee

Sale of curriculum material

Direct Costs

Personnel

Supplies

Meeting costs

Equipment

Travel

Postage

Advertising

Total of direct costs

Total income

Total of indirect costs

Total expenditures
Balance

Indirect costs (includes rent, insurance,

     telephone, & other utilities)

Salary & wages

Fringe benefits

Instructional materials

Incentives

Consultants

Expenditures

Amount

Figure 10.2 sample Budget sheet
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Box 10.6 Types of Costs

•	 Fixed	costs—those	that	do	not	vary	depending	on	the	amount	of	product	or	 
service delivered* (e.g., salaries and fringe benefits)

•	 Variable	costs—those	that	do	vary	depending	on	the	amount	of	product	or	 
service delivered* (e.g., supplies for each participant)

•	 Capital	costs—those	used	for	obtaining	assets	with	an	expected	long	life	(e.g.,	 
office building)

•	 Direct	cost—the	portion	of	cost	that	is	directly	expended	in	providing	a	prod-
uct	or	service*	(e.g.,	wages	and	salaries)

•	 Indirect	costs—the	portion	of	cost	that	is	indirectly	expended	in	providing	a	 
product or service* (e.g., utilities, insurance, space, equipment maintenance)

•	 Hard	costs—the	purchase	price	of	actual	assets*	(e.g.,	copy	machine,	computers)

•	 Soft	costs—additional	fees	for	items*	(e.g.,	extended	warranties,	service	con-
tracts	for	the	new	equipment)

•	 Unexpected	costs—costs	that	are	not	budgeted	for	(e.g.,	repair	bill,	legal	fees)

* Source: Ventureline. (2011). Accounting terms/accounting dictionary/accounting glossary. retrieved June 6, 
2011,	from	http://www.ventureline.com/accounting-glossary/

Once	the	financial	objective	of	the	program	is	known,	planners	can	then	turn	their	
attention	to	the	estimated	revenues	of	the	program.	In	other	words,	from	where	will	
the	income	come?	If	a	program	is	being	paid	for	by	a	grant,	gift,	or	contributions	from	
sponsors,	the	planners	may	know	exactly	how	much	money	they	will	have	to	work	with.	
However,	if	the	revenue	for	a	program	is	coming,	either	in	part	or	whole,	from	partici-
pant	fees,	an	estimate	will	have	to	be	made	of	how	many	participants	are	expected	to	
take	part.	At	this	point	budgeting	becomes	a	bit	more	complicated.	Hopefully,	there	may	
be	some	history	from	previous	programs	to	guide	planners	in	estimating	participation	
and	thus	estimate	revenue,	but	sometimes	planners	may	have	to	make	decisions	based	
on	“best	guesses.”	Whether	revenue	is	estimated	based	on	previous	programs	or	best	
guesses,	it	is	not	uncommon	to	see	a	budget	line	in	the	revenue	portion	of	the	budget	for	
participants’	fees	as:	22	participants	@	$50	each	=	$1,100.

After	the	revenue	for	the	program	has	been	determined,	planners	need	to	estimate	
what	expenditures	are	necessary	for	the	program.	An	expenditure is a cost incurred while 
planning,	implementing,	or	evaluating	a	program.	The	labels	given	to	the	costs	(see	Box 
10.6),	the	detail	to	which	the	expenditures	are	listed	in	a	budget,	and	various	categories	
of	expenditures	(e.g.,	personnel,	instructional	materials,	equipment)	will	vary	based	on	
the	accounting	practices	of	the	organization.

Oftentimes,	the	largest	expenditure	for	any	program	is	for	personnel,	and	because	
salaries and wages are often included in a budget, the detail required to show personnel 
involved	in	a	program	may	be	very	involved.	For	example,	when	including	the	cost	of	
personnel,	planners	may	have	to	account	for	salaries	or	wages,	Social	Security	taxes,	and	

http://www.ventureline.com/accounting-glossary/


 Chapter 10   identification and allocation of resources 305

fringe	benefits	(e.g.,	health	and	disability	insurance,	vacation	days,	sick	days).	As	well,	
the	exact	dollar	amount	of	fringe	benefits	is	not	calculated	for	a	budget,	but	rather	a	per-
cent	of	an	employee’s	salary	or	wage	is	used	to	express	the	cost	of	fringe	benefits.	Thus,	
a	fringe	benefit	line	of	a	budget	may	read:	0.30	of	$30,000	=	$9,000.	This	means	that	
the	person	preparing	the	budget	estimates	that	the	value	of	providing	fringe	benefits	to	a	
full-time	employee	making	$30,000	per	year	is	an	additional	$9,000.	Another	complicat-
ing	factor	in	calculating	personnel	expenditures	for	a	program	is	that	a	person	may	not	
be	dedicated	full	time	to	a	program,	but	the	program	is	just	one	of	many	duties	assigned	
to the employee.

The	term	used	to	quantify	the	number	of	people	working	on	a	program	is	full-time 
equivalent	(FTE).	A	full-time equivalent is a unit of measurement that is calculated by 
dividing	the	average	number	of	hours	a	person	works	per	week	by	the	average	number	of	
hours	worked	by	a	full-time	employee	per	week.	Thus,	a	person	who	works	full-time	is	
counted	as	1.0	FTE.	If	a	full-time	employee	averages	40	hours	per	week	and	a	part-time	
employee	works	20	hours	per	week,	the	part-time	employee	would	count	as	0.5	FTE.	
FTEs	can	also	express	the	amount	of	time	a	person	works	on	a	program.	For	example,	an	
FTE	of	say	0.40	would	indicate	that	a	person	is	working	40%	of	his	or	her	time	on	the	
program. Therefore in a budget, it is not uncommon to see a salary budget line presented 
as:	0.20	FTE	of	$40,000	=	$8,000.	This	means	that	20%	of	a	full-time	equivalent	(FTE)	
employee	who	makes	$40,000	a	year	is	being	charged	to	the	program.	Regardless	of	the	
format	used	to	create	a	budget,	the	budget	should	be	put	together	in	sufficient	detail	that	
all	revenue	and	expenditures	are	accounted	for.

While	the	dollar	value	for	many	of	the	other	items	included	in	a	budget	are	straight-
forward	(e.g.,	cost	of	instructional	materials	or	supplies),	indirect	costs	associated	with	
overhead	expenses	(e.g.,	telephone	and	other	utilities)	are	more	difficult	to	put	an	exact	
dollar	value	on.	For	example,	an	organization	may	be	running	several	different	programs	
at	the	same	time,	but	using	just	one	telephone	line	to	service	all	of	the	programs.	So	what	
percent	of	the	telephone	bill	should	be	associated	with	each	program?	To	handle	this	
situation in the budget it is typical to determine the indirect costs as a percentage of 
the	direct	costs.	The	actual	percentage	used	varies	depending	on	the	practices	of	the	
organization;	however	the	percentage	typically	ranges	between	10%	and	50%.	Thus,	a	
budget	that	has	direct	costs	of	say	$50,000	and	an	indirect	cost	rate	of	30%	would	enter	
$15,000	in	the	budget	for	indirect	costs.

After a program is up and running, the budget must be monitored. This duty often 
falls	to	the	person	who	oversees	the	financial	resources	of	those	planning	the	program.	
It	may	be	one	of	the	program	planners,	but	will	more	than	likely	be	a	person	who	has	
financial	responsibilities	for	the	planning	organization.	This	person	may	be	responsible	
for	both	preparing	and	distributing	the	financial	reports.	At	a	minimum,	those	receiving	
the	reports	should	include	the	decision	makers	and	those	responsible	for	the	day-to-day	
operation	of	the	program.	The	financial	reports	are	usually	generated	and	distributed	
on	a	regular	basis	(i.e.,	monthly,	bimonthly,	quarterly),	and	each	report	usually	includes	
actual	revenue	and	expenditures	for	the	period,	year-to-date	totals	on	actual	revenue	and	
expenditures,	and	year-to-date	budgeted	revenue	and	expenditures.	Such	data	allows	
decision	makers	and	planners	to	know	exactly	where	they	are	with	regard	to	financial	
resources.	(see	Figure 10.3).
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Figure 10.3 example first-Quarter Budget report

note: 3 months = 25% of budget total  
Budget

Ytd  
3/31/12

percent  
of Budget

Budget  
Balance

revenue & Support
contributions 1,747.50 1,247.00 71.35% 500.50
grant #0428 1,000.00 0.00 0.00% 1,000.00
grant #1205 62,000.00 23,000.00 37.10% 39,000.00
grant #1107 120,000.00 60,000.00 50.00% 60,000.00
participant fees 4,500.00 3,505.00 77.89% 995.00
interest income 100.00 27.98 23.98% 72.02

total revenue & support 189,347.50 87,779.98 46.36% 101,567.52

expenditures
personnel

Salary	&	Wages—Administration 10,000.00 2,400.00 24.00% 7,600.00
Salary	&	Wages—Educators 70,000.00 18,000.00 25.71% 52,000.00
Salary	&	Wages—Clerical 30,000.00 7,600.00 25.33% 22,400.00

Subtotal	Salary	&	Wages 110,000.00 28,000.00 25.45% 82,000.00

payroll taxes 19,000.00 5,000.00 26.32% 14,000.00
Health insurance 15,500.00 3,500.00 22.58% 12,000.00
state unemployment taxes 8,000.00 2,000.00 25.00% 6,000.00
Workers	Comp.	Insurance 500.00 125.00 25.00% 375.00

subtotal personnel 153,000.00 38,625.00 25.25% 114,375.00

operating expenses
supplies 1,300.00 600.00 46.15% 700.00
instructional materials 2,500.00 2,000.00 80.00% 500.00
incentives 750.00 200.00 26.67% 550.00
Meeting costs 1,200.00 400.00 33.33% 800.00
Equipment—copier	lease 1,200.00 400.00 33.33% 800.00
travel 4,000.00 1,800.00 45.00% 2,200.00
postage 300.00 125.00 41.67% 175.00
advertising 400.00 150.00 37.50% 250.00

subtotal operating expenses 11,650.00 5,675.00 48.71% 250.00

total direct costs 164,650.00 44,300.00 26.91% 5,975.00

total indirect costs (rate=15%) 24,697.50 6,646.10 26.91% 18,051.40

total expenditures 189,347.50 50,946.10 26.91% 138,401.40

Net	Surplus	or	(deficit) -.-- 36,833.88 -.-- -.--
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s u m m a r y

This	chapter	identified	and	discussed	the	most	often	used	resources	for	health	promotion	
programs: personnel, curriculum and other instructional materials, space, equipment 
and	supplies,	and	funding.	In	addition,	information	was	presented	on	how	to	secure	and	
allocate resources, how to obtain funding, and how to create and monitor a budget.

r e v I e W  Q u e s t I o n s

 1. What	are	the	major	categories	of	resources	that	planners	need	to	consider	when	
planning	a	health	promotion	program?

 2. What	are	the	advantages	and	disadvantages	of	using	internal	personnel?	External	
personnel?

 3. How	are	technical	assistance,	volunteers,	teamwork,	and	cultural	factors	associated	
with	program	personnel?	

 4. Define	the	terms	ownership, flex time, vendor, and canned programs.

 5. What	are	some	key	questions	that	planners	should	ask	vendors	when	they	try	to	
sell	their	product?

 6. How	might	program	planners	obtain	free	or	inexpensive	space	for	a	program?

 7. What	is	the	SAM?	What	is	it	used	for?

 8. List	and	explain	the	different	means	by	which	health	promotion	programs	can	be	
funded.

 9. What is meant by the term profit margin?

10. What	is	a	budget?	What	are	the	major	components	of	a	budget?

11. What	is	the	difference	between	direct	and	indirect	costs?

a C t I v I t I e s

	 1.	 Identify	and	describe	the	resources	you	anticipate	needing	to	carry	out	a	program	
you	are	planning.	Be	sure	to	answer	the	following	questions	that	apply	to	your	
 program:

a.	 What	personnel	will	be	needed	to	carry	out	the	program?	List	the	individuals	
and the duties to be carried out.

b.	What	curriculum	or	educational	materials	will	you	use	in	your	program?	Why	
did	you	select	it	or	them?
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c.	 What	kind	of	space	allocation	will	your	program	require?	How	will	you	obtain	
the	space?	How	much	will	it	cost?

d.	What	equipment	and	supplies	do	you	anticipate	using?	How	will	you	obtain	
them?

e.	 How	do	you	anticipate	paying	for	the	program?	Why	did	you	select	this	
	method?

	 2.	 Visit	the	local	office	of	a	voluntary	agency	and	find	out	what	type	of	resources	it	
makes	available	to	individuals	planning	health	promotion	programs.	Ask	for	a	
sample	of	the	materials.	Also,	ask	if	the	agency	offers	any	canned	programs.	If	it	
does,	find	out	as	much	as	you	can	about	the	programs	and	ask	for	any	available	
descriptive	literature.

	 3.	 Collect	information	on	a	single	type	of	canned	health	promotion	program	(e.g.,	
smoking	cessation	or	stress	management)	from	vendors.	Then	compare	the	
strengths	and	weaknesses	of	the	programs.

	 4.	 Through	the	process	of	networking	and	using	the	Internet	and/or	local	telephone	
book,	find	where	in	your	community	there	is	free	or	inexpensive	space	available	for	
health promotion programs.

	 5.	 Call	three	different	voluntary	agencies	and	one	hospital	in	your	community	and	
find	out	if	they	have	a	speakers	bureau.	If	they	do,	find	out	how	to	use	the	bureaus	
and	what	topics	the	speakers	can	address.

	 6.	 Prepare	a	mock	grant	proposal	for	a	program	you	are	planning.	Make	sure	it	
	includes	all	the	components	noted	in	Box	10.5.

	 7.	 Outline	the	major	sources	of	income	and	expenses	that	would	be	associated	with	
the program you are planning by preparing a budget sheet.

W e b l I n K s

Note	to	readers:	Because	this	chapter	focuses	on	the	resources	necessary	to	conduct	
a program additional Weblinks	are	provided.

1. http://www.cancer.org/

American	Cancer	Society	(ACS)

The ACS Website presents the most up-to-date information on cancer including 
treatment	and	prevention.	The	site	also	provides	information	about	the	ACS	and	the	
resources	it	can	provide	for	cancer	survivors	and	program	planners.

2. http://www.heart.org/HEARTORG

American	Heart	Association	(AHA)

http://www.cancer.org/
http://www.heart.org/HEARTORG
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The	AHA	Website	provides	planners	with	a	wealth	of	information	and	materials	
about	many	of	the	cardiovascular	diseases	and	stroke.

3. http://www.lungusa.org

American	Lung	Association	(ALA)

The	ALA	Website	provides	a	wealth	of	information	about	various	lung	diseases	in-
cluding	asthma,	chronic	obstructive	pulmonary	disease	(COPD),	and	lung		cancer.

4. http://www.plannedparenthood.org

Planned	Parenthood	Federation	of	America,	Inc.

Planned	Parenthood	is	the	world’s	largest	voluntary	reproductive	health	care	
	organization.	Planners	working	on	programs	aimed	at	reproductive	health	should	
find	the	organization’s	Website	useful.

5. http://www.welcoa.org

Wellness	Councils	of	America	(WELCOA)

WELCOA’s	Website	provides	a	variety	of	resources	for	those	interested	in	worksite	
wellness programs.

6. http://www.aarp.org

AARP

AARP	is	a	nonprofit	membership	organization	dedicated	to	addressing	the	needs	and	
interests	of	persons	50	and	older.	The	organization’s	Website	provides	information	
that is applicable to those planning programs for seniors. This site also has a special 
section on health and wellness.

7. http://www.nationaldairycouncil.org

National	Dairy	Council	(NDC)

The	NDC’s	Website	provides	a	wealth	of	information	about	nutrition	and	weight	
management.

8. http://www.nih.gov/

National	Institutes	of	Health	(NIH)

The	NIH’s	Website	not	only	includes	information	about	NIH	and	links	to	all	the	
	institutes,	centers,	and	offices	but	also	includes	health	information,	grant	
	opportunities,	and	scientific	resources.

9. http://www.cdc.gov/learning

Centers	for	Disease	Control	and	Prevention	(CDC)

This	page	at	CDC’s	Website	provides	a	wealth	of	information	about	various	products	
and	resources	developed	by	CDC	and	CDC	partners	for	the	public	health		community.

http://www.lungusa.org
http://www.plannedparenthood.org
http://www.welcoa.org
http://www.aarp.org
http://www.nationaldairycouncil.org
http://www.nih.gov/
http://www.cdc.gov/learning
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10. http://www.healthfinder.gov/

healthfinder

Of	all	the	Weblinks	provided	in	this	chapter,	the	healthfinder	Website	offers	
	information	on	the	greatest	variety	of	health	topics.	It	includes	information	on	
	prevention,	wellness,	diseases,	health	care,	and	alternative	medicine.	It	also	includes	
medical	dictionaries,	an	encyclopedia,	journals,	and	more.

11. http://www.cdcnpin.org/

CDC	National	Prevention	Information	Network	(NPIN)

The	NPIN	houses	the	nation’s	largest	collection	of	information	and	resources	on	
HIV/AIDS,	STD,	and	TB	prevention,	much	of	which	can	be	accessed	through	its	
Website.

12. http://www.cfda/cfda.gov

The Catalog of Federal Domestic Assistance	(CFDA)

This	is	the	Webpage	for	the	CFDA	that	provides	information	on	federal	grants.	The	
site	deals	with	all	types	of	assistance,	not	just	financial	aid.	The	site	uses	Assistance 
Program	as	a	generic	term	rather	than	speaking	about	specific	grant,	loan,	or	other	
sorts of programs.

13. http://www.grants.gov

Grants.gov

This	Website	allows	planners	to	electronically	find	and	apply	for	competitive	grant	
opportunities	from	all	federal	grant-making	agencies.	The	site	provides	all	the	
	information	planners	need	to	apply	for	a	grant	and	walks	them	through	the	process,	
step-by-step to their preferred practice setting.

14. http://www.gpo.gov/fdsys/

U.S.	Government	Printing	Office	(GPO)

The	GPO	Website	links	to	the	Federal Register	(FR).	Published	by	the	Office	of	the	
Federal	Register,	National	Archives	and	Records	Administration	(NARA),	the	FR is 
the	official	daily	publication	for	rules,	proposed	rules,	and	notices	of	federal	agencies/	
organizations,	as	well	as	executive	orders	and	other	presidential	documents.

15. http://www.minorityhealth.hhs.gov

Office	of	Minority	Health	(OMH)

The	OMH	Website	presents	information	on	cultural	competence.	The	OMH	was	
mandated	by	the	U.S.	Congress	in	1994,	via	P.L.	101–527,	to	develop	the	capacity	
of health care professionals to address the cultural and linguistic barriers to health 
care	delivery	and	increase	access	to	health	care	for	limited	English-proficient	people.	
This	site	provides	many	different	resources	including,	but	not	limited	to,	standards,	
materials,	and	links	to	other	websites	to	assist	health	professionals	in	becoming	
more culturally competent.

http://www.healthfinder.gov/
http://www.cdcnpin.org/
http://www.cfda/cfda.gov
http://www.grants.gov
http://www.gpo.gov/fdsys/
http://www.minorityhealth.hhs.gov
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C h a p t e r  O b j e C t i v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Define	market, marketing, and social marketing.

•	 Explain	the	exchange	process.

•	Describe	the	segmentation	process.

•	 List	and	explain	the	factors	that	are	used	to	segment	an	audience.

•	 Explain	the	diffusion	theory.

•	 Explain	how	diffusion	theory	can	be	used	in	marketing	a	health	promotion	program.

•	 Explain	the	relationship	between	a	needs	assessment	and	a	social	marketing	program.

•	 Explain	the	marketing	mix	or	four	Ps	of	marketing.

•	 Explain	the	six	elements	that	make	the	social	marketing	approach	unique.

barriers
benefit
brand
competition
consumer-based
consumer	orientation
diffusion theory
early adopters

early	majority
exchange
innovators
laggards
late	majority
market
marketing
marketing	mix

place
pretesting
price
product
promotion
segmentation
social	marketing

Marketing:
Developing programs that respond to the Wants  
and Needs of the priority population

K e y  T e r m s

C h a p T e r   11
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As	you	read	each	chapter	in	this	text,	you	are	learning	how	to	develop,	implement,	
and	evaluate	health	promotion	interventions	that	will	influence	behavior	and	ulti-

mately	improve	individual	and	community	health	status.	In	this	chapter	you	will	learn	
how	you	can	use	social	marketing	as	a	planning	approach	to	develop	consumer-based 
programs	and	interventions.	In	other	words,	how	to	design	programs	that	are	based	
on	a	priority	population’s	wants,	needs,	desires,	preferences,	and	so	forth.	Specifically,	
this	chapter	will	focus	on	social	marketing’s	unique	contribution	to	health	promotion	
by	examining	six	key	areas	that	makes	this	approach	unique	from	other	planning	ap-
proaches:	consumer	orientation,	audience	segmentation,	exchange	theory,	the	marketing	
mix,	competition,	and	continuous	monitoring	(Thackeray	&	McCormack	Brown,	2005).	
Box 11.1	identifies	the	responsibilities	and	competencies	for	health	education	specialists	
that	pertain	to	the	material	presented	in	this	chapter.

Marketing and social Marketing

Social marketing	uses	marketing	principles	to	design	programs	that	facilitate	voluntary		behavior	
change	for	improved	personal	or	societal	well-being	(Andreasen,	1995;	Kotler &	Zaltman,	
1971).	In	contrast,	commercial	marketing	is	defined	by	the	American	Marketing	Association	

Box 11.1  Responsibilities and Competencies for Health 
Education Specialists

the content of this chapter includes information on several tasks that occur during 
the social marketing process. these tasks are related to four areas of responsibility 
for the health education specialist and are centered on involving the priority popula-
tion, collecting data, and designing a strategy.

responsibility I: assess needs, assets, and Capacity for Health education

Competency 1.3: Collect Quantitative and/or Qualitative Data 
related to Health

responsibility II: plan Health education

Competency 2.1: Involve priority populations and other 
Stakeholders in the planning process

Competency 2.3: Select or Design Strategies and Interventions

responsibility IV: Conduct evaluation and research related to Health education

Competency 4.3: Collect and analyze evaluation/research Data

Competency 4.5: apply Findings from evaluation/research

responsibility VII: Communicate and advocate for Health and Health education

Competency 7.2: Identify and Develop a Variety of 
Communication Strategies, methods, and techniques

Source: nCHeC, SopHe, & aaHe (2010).
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as	a	set	of	processes	for	creating,	communicating,	and	delivering	value	to		customers.	It	is	
	concerned	with	outcomes,	typically	financial,	that	benefit	the	organization	or	its	stakeholders.	
Regardless	of	the	intended	outcome,	the	key	marketing	principles	that		ensure	success	are	the	
same	for	marketing	and	social	marketing.	One	fundamental	principle	is	a	continual	focus	on	
the wants and needs of the individual, also called the consumer,	in	a	predetermined	priority	
population.	Other	key	principles	include	making	sure	that	there	is	a	product	(i.e.,	a	tangible	
item	or	service)	that	meets	the	consumers’	needs,	that	offers	a	benefit	that	they	value,	at	a	price	
they	can	afford,	available	in	places	that	are	convenient,	and	is	promoted	in	a	way	that		attracts	
the	consumers’	attention	and	prompts	them	to	action.	This	chapter	discusses	these	basic	mar-
keting	principles	and	how	to	apply	them	to	developing	a	marketing	strategy	that	results	in	the	
consumer	using	or	purchasing	a	product	to	help	them	modify	their	behavior.

When people hear the word marketing,	what	often	comes	to	mind	are	images	such	
as	highway	billboards,	humorous	television	commercials	aired	during	the	Super	Bowl,	
or	colorful	advertisements	in	their	favorite	magazines.	While	these	communication	ma-
terials	are	an	important	part	of	a	marketing	strategy,	they	represent	only	the	promo-
tion	piece	of	the	marketing	mix,	also	known	as	the	four	Ps.	Marketing,	as	 it	relates	
to	health	promotion	programs,	is	really	a	consumer-based planning approach	(Neiger,	
Thackeray,	Barnes,	&	McKenzie,	2003).	The	key	factor	that	makes	 it	different	from	
other	approaches	is	the	consumer	orientation,	that	is,	there	is	a	dedicated	effort	to	un-
derstanding	the	priority	population	prior	to	developing	an	intervention	and	then	keeping	
this	knowledge	of	the	priority	population	at	the	center	of	all	program	planning	decisions.

Planners	can	choose	from	several	different	types	of	 interventions	(see	Chapter	8).	
When	using	a	social	marketing	approach	to	design	interventions,	planners	do	not	rely	
on	educational	or	communication	campaigns	or	other	persuasion	techniques	to	facilitate	
the	behavior	change.	In	addition,	laws	and	policies	are	not	enacted	that	would	coerce	
	people	to	change	behavior.	Although	these	are	all	viable	intervention	methods,	and	often	
a		multifaceted	approach	is	needed	to	effectively	address	a	community	health	problem,	
when	planners	use	marketing	principles	to	design	a	social	marketing-based	intervention	
they	make	it	easy	and	convenient	for	the	priority	population	to	do	the	behavior.	They	do	
this	by	providing	the	priority	population	with	opportunities	and	choices,	also	known	as	
products,	or	tangible	items	and	services	(Rothschild,	1999).	For	example,	if	the	program	
focus	is	on	protecting	the	environment	through	reducing	carbon	emissions,	an	educational	
approach	would	teach	school-aged	children	the	benefits	of	saving	energy.	A	mass	media	
health		communications	campaign	would	encourage	people	to	take	public	transportation	
as a way to reduce a person’s carbon footprint. A law or policy approach would require 
people	who	exceed	their	allotment	of	energy	each	month	to	pay	higher	prices	for	the	excess	
electricity	they	consumed.	In	contrast,	a	marketing	strategy	would	make	it	easy	and	con-
venient	to	conserve	energy	by	providing	products	and	services	that	make	it	easy	to	do	the	
behavior,	such	as	providing	recycling	bins	at	a	low	cost	to	all	homes	in	the	neighborhood.

exchange
The	basic	idea	of	marketing	is	that	there	are	sellers	who	have	a	product	and	buyers	who	
want	to	purchase	or	obtain	the	product	because	the	product	fills	a	need.	In	health	pro-
motion,	the	priority	population	is	the	buyer,	also	called	the	consumer, target audience, 
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or market.	Kotler	and	Clarke	(1987,	p.	108)	define	market as “the set of all people who 
have	an	actual	or	potential	interest	in	a	product	or	service.”	The	seller	(program	planner)	
has	a	product,	which	is	either	a	tangible	item	or	service	that	meets	consumers’	needs,	
provides	a	benefit	that	they	value,	and	will	help	support	their	efforts	to	make	a	positive	
behavior	change.	The	seller’s	goal	is	to	make	it	possible	for	consumers	to	get	the	product	
and	the	associated	benefits	at	a	reasonable	cost	and	with	minimal	effort.	This	process	is	
referred to as the exchange. Said another way, “strip away all the fancy language, and 
marketing	comes	down	to	offering	benefits	that	an	identified	group	of	potential	consum-
ers	will	pay	a	price	for	and	be	satisfied	with”	(Novelli,	1988,	p.	7).	The	process	of	mar-
keting	operates	on	this	underlying	concept	of	exchange	theory	(Bagozzi,	1975).

Applying the exchange	concept	to	health	promotion	suggests	that	planners	would	
like	to	have	an	exchange	with	the	priority	population	whereby	the	program	planner	of-
fers	products	and	the	associated	benefits	that	the	priority	population	values	in	exchange	
for	the	priority	population	giving	some	financial	or	nonfinancial	cost.	For	this	exchange	
to	occur	between	the	buyer	and	seller,	the	benefits	offered	by	the	product	must	be	greater	
than	what	it	costs	consumers	to	obtain	the	product.	Additionally,	the	benefits	must	be	
outcomes	that	are	important	and	of	value	to	the	priority	population.	For	example,	a	
women’s	health	program	may	have	as	one	of	its	impact	objectives	to	increase	the	number	
of	working	women	who	breastfeed	their	children.	To	help	women	to	do	this	behavior,	the	
program	offers	a	breast	pump	rental	service.	The	program	is	offering	the	breast	pumps	
(a	product)	in	exchange	for	women	paying	a	small	rental	fee.	This	provides	women	with	
the	benefit	of	providing	the	highest-quality	nutrition	to	their	children	while	continuing	
to	work.	In	addition,	 it	would	be	important	for	planners	to	know	that	what	women	
consider	an	even	greater	benefit	to	breastfeeding	is	an	opportunity	to	bond	with	their	
children	(Lindenberger	&	Bryant,	2000).	This	benefit	or	outcome	is	of	more	importance	
than	benefits	program	planners	often	promote,	such	as	“your	baby	will	be	healthier,”	or	
“breastfeeding	will	cost	less	money.”	Although	those	benefits	are	true,	the	outcome	or	
benefit	that	matters	most	to	women	is	“bonding	with	my	child.”

the Marketing process and health promotion programs

Consumer Orientation
To	successfully	facilitate	a	product	exchange,	planners	must	have	an	understanding	of	
the	priority	population	(consumers).	This	consumer orientation	means	that	all	market-
ing-related	program	decisions—including	the	type	of	product	that	is	developed,	how	it	is	
offered,	how	much	it	will	cost,	how	it	is	promoted,	and	the	benefits	promised—are	based	
on	what	planners	know	about	the	priority	population	and	their	preferences.	If	planners	
are	making	decisions	without	knowing	who	is	in	the	priority	population	and	something	
about	them,	including	things	such	as	how	they	see	the	world,	what	makes	them	tick,	how	
they	spend	their	time,	and	what	is	important	to	them,	then	planners	are	not	practicing	
marketing.

The	process	of	knowing	and	understanding	the	priority	population	is	part	of	the	form-
ative	research	process	(see	Chapter	3).	The	goal	with	formative	research	is	to	know	enough	
about	the	priority	population	that	a	product	can	be	created	that	meets	the	consumer’s	 
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needs	and	provides	a	benefit	 they	value.	This	 formative	 research	may	be	 	included	as	
part	of	the	needs	assessment	process	(see	Chapter	4).	However,	while	similar	data	col-
lection		methods	are	used	for	gathering	primary	and	secondary	data,	the	focus	of	forma-
tive		research	as	performed	in	social	marketing	is	a	bit	different	than	that	of	a		traditional	
needs	assessment	for	a	program.	The	types	of	data	planners	try	to	uncover	in	formative	
research	are,	as 	described	in	the	SMART	model	(see	Chapter	3),	related	to	consumer	analy-
sis	(wants,	needs,	and	preferences	of	the	priority	population,	barriers	and	facilitators	to	
behavior	change	as	well	as	using	the	product),	market	analysis	(identifying	competing	be-
haviors,	messages,	and	programs),	and	channel	analyses	(communication	preferences).

Competition	 People	always	have	choices	for	how	they	are	going	to	fill	a	need.	These	al-
ternative choices are the competition.	If	people	need	to	quench	their	thirst,	they	can	drink	
water,	milk,	soda	pop,	or	fruit	juice.	If	people	need	new	running	shoes,	they	can	choose	
different	brands	such	as	Nike,	Adidas,	or	New	Balance,	and	so	forth.	In	social	marketing,	
people also have choices for what behaviors they will participate in and products they 
will	use	to	fulfill	their	needs.	For	instance,	if	people	want	to	lose	weight	so	that	they	can	
wear	a	new	swimsuit	during	their	summer	vacation	in	Hawaii,	they	can	choose	from	two	 
behaviors	to	lose	weight:	(1)	eat	fewer	calories	and/or	(2)	engage	in	more	physical	activ-
ity.	There	are	several	products	that	could	help	them	do	this	behavior,	including	purchas-
ing	a	book	that	outlines	a	specific	diet	plan,	attending	a	weight	management	class	offered	
by	the	American	Heart	Association,	hiring	a	personal	trainer,	buying	a	gym	membership,	
using	a	pedometer	to	keep	track	of	steps	walked	each	day,	and	so	forth.	Each	of	these	
alternative	choices	and	products	comes	with	both	costs	and	benefits.

On	another	level,	competition	can	come	from	other	programs	or	services	that	are	
offering	similar	programs	or	products	or	that	are	sending	messages	that	are	in	conflict	
with	the	behaviors	program	planners	are	trying	to	promote	(Wayman	et	al.,	2007).	For	
weight	loss,	competitive	messages	might	come	from	fast	food	restaurants	advertising	
low-cost,	convenient	foods	(products)	that	are	high	in	fat	and	calories.	Competing	pro-
grams	would	be	any	number	of	different	organizations	or	agencies	that	offer	similar	
weight	loss	classes.	Competing	products	would	include	ways	other	than	a	pedometer	to	
track	steps	of	physical	activity.

Planners	 should	 identify	 the	 competition	during	 the	 formative	 research	phase.	
Knowing	what	the	priority	population	perceives	is	the	competition	and	the	benefits	that	
they	get	from	choosing	that	option	can	help	planners	make	strategic	decisions	about	
products	to	offer	that	will	provide	a	greater	benefit	at	a	lower	cost	than	the	competitive	
option.	Understanding	the	competition	also	helps	planners	to	know	how	to	price	prod-
ucts	and	how	to	frame	messages	for	a	promotional	campaign.	For	example,	Jane	Chen	
and the social enterprise group Embrace discovered that newborn infants in developing 
countries	were	dying	due	to	the	lack	of	access	to	incubators.	As	part	of	their	formative	
research	they	interviewed	women,	health	care	providers,	and	others	in	the	community.	
The	data	revealed	that	women	lived	too	far	from	the	hospital	and	an	incubator	was	
too	expensive	for	villages	to	purchase.	Researchers	found	that	as	an	alternative	choice	
(the	competition)	parents	were	engaging	in	unsafe	and	ineffective	behaviors	including	
putting	their	babies	under	a	light	bulb	or	using	a	water	bottle	to	keep	them	warm.	The	
solution	to	this	problem	that	met	the	parents’	need	to	keep	their	infants	alive	was	a	new	
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product	called	the	Warm	Embrace.	The	Warm	Embrace	is	an	infant-sized	sleeping	bag	
equipped	with	meltable	wax	that	keeps	the	baby’s	body	at	a	constant	temperature	for	
four	to	six	hours.	It	costs	less	than	1%	of	a	regular	incubator	and	is	saving	lives	(see	
http://embraceglobal.org/).

Planners	conducting	formative	research	may	want	to	consider	asking	the	following	
questions.

•	 What	would	make	it	easy	for	the	priority	population	to	obtain	the	product?

•	 What	makes	it	difficult	for	or	keeps	the	priority	population	from	doing	the	desired	
behavior?

•	 What	benefit	does	the	priority	population	want	as	a	result	of	doing	the	desired	
	behavior?

•	 What	would	the	priority	population	be	willing	to	give	up	to	obtain	the	product	and	
accompanying	benefits?

•	 What	type	of	health	promotion	programs	would	the	priority	population	participate	
in	if	they	were	offered	in	the	community?

•	 Where	would	the	priority	population	like	the	product	offered?

•	 On	what	days	of	the	week	would	the	priority	population	like	a	service	offered?

•	 At	what	time	of	the	day	would	the	priority	population	like	the	service	offered?

•	 Would	the	priority	population	prefer	individual	attention	or	small	group	
	participation?

•	 How	much	would	the	priority	population	be	willing	to	pay	to	receive	the	product?

•	 What	is	the	best	way	to	communicate	information	to	the	priority	population	about	
the	product?

•	 What	are	the	members	of	the	priority	population	choosing	to	do	right	now	to	fill	
their	needs?

Information	about	consumers	gathered	as	part	of	formative	research	will	be	used	
to	make	strategic	decisions	about	other	aspects	of	the	marketing	strategy	including	
	selecting	segments,	determining	which	products	to	offer,	where	to	offer	the	products	
and	at	what	price,	 as	well	 as	 the	 type	of	promotional	 strategy	as	discussed	 in	 the	
 following sections.

segmentation
Program	 planners	 may	 think	 that	 everyone	 can	 benefit	 from	 health	 promotion	
	interventions,	so	they	should	try	to	reach	everyone.	However,	not	everyone	is		interested	in	
responding,	or	even	ready	or	willing	to	respond.	Additionally,	motivations	for		responding	
to interventions vary by individuals. Segmentation is a way to divide the  priority popula-
tion	into	smaller,	more	homogeneous	groups.	The	goal	of	segmentation is to create groups 
of	people	who	share	similar	characteristics	or	qualities	that	are	associated	with	being	at	
risk	for	certain	health	problems	and	who	will	respond	in	a	similar	way	to	the	intervention.

http://embraceglobal.org/
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There	are	several	advantages	to	segmenting	the	priority	population.	Segmentation	
helps	planners	to	narrow	the	focus	of	their	marketing	strategy.	It	is	more	likely	that	the	
right	product	will	be	developed	to	meet	the	specific	needs	and	desires	of	the	priority	
population,	thus	greatly	increasing	the	chances	for	an	exchange	between	the	two	parties.	
It	helps	planners	to	be	more	effective	and	efficient	with	limited	resources	because	they	
are	able	to	identify	groups	of	the	priority	population	who	have	similar	needs	and	will	
respond	to	the	marketing	strategy	in	a	similar	way.	Segmentation	also	helps	planners	
to	make	the	best	decisions	in	terms	of	where	to	offer	a	product,	how	to	make	the	price	
affordable,	and	how	to	tailor	the	promotional	strategy	including	messages	and	commu-
nication channels to the priority population.

For	example,	a	segmentation	process	discovered	that	among	women	who	did	not	
regularly	receive	mammograms,	a	lack	of	knowledge	about	how	often	they	should	get	
a	mammogram	was	a	key	factor.	One	group	did	not	know	that	they	should	have	an	
annual	mammogram,	while	the	other	one	did	(Forthofer	&	Bryant,	2000).	Therefore,	
each	segment	of	the	population	needed	a	unique	marketing	strategy.	For	those	who	
already	knew	about	 the	 importance	of	an	annual	mammogram,	the	strategy	might	
include	providing	a	mobile	mammography	screening	unit	in	places	that	are	convenient	
for	the	women,	such	as	their	workplace.	The	marketing	strategy	for	the	segment	who	
were	not	aware	that	 they	need	an	annual	mammogram	may	include	a	promotional	
strategy	with	messages	to	first	increase	awareness	that	annual	mammograms	are	rec-
ommended	for	women	of	their	age	and	then	offer	mobile	mammography	screening	
units	at	their	workplace.

Planners	can	segment	groups	of	people	using	information	gathered	from	secondary	
data	such	as	literature	and	epidemiological	data	(a priori)	or	after	collecting	primary	
data	using	focus	groups,	interviews,	and	surveys	(a posteriori).	In	this	chapter	you	will	
learn	a	simple	process	that	you	can	use	as	a	framework	for	conducting	audience	segmen-
tation	that	begins	with	a	priori	segmentation.

Factors	 or	 variables	 on	 which	 to	 base	 segmentation	 include	 demographics,	
	geo	graphics,	geodemographics,	lifestyle/psychographics,	benefits	sought,	and	behavior	
	(readiness	to	change,	knowledge,	attitudes,	beliefs,	or	behaviors)	(see	Box 11.2).	Planners	
will	need	to	experiment	with	several	variables	to	determine	what	works	best	for	them.

Planners	most	often	start	the	segmentation	process	by	using	secondary	data	that	
include	demographic	variables	such	as	age,	gender,	income,	marital	status,	occupation,	
religion,	ethnicity,	and	socioeconomic	status.	Nevertheless,	 just	because	people	share	
similar	demographics	does	not	mean	that	they	will	engage	in	the	same	behavior.	So	while	
these	data	are	usually	the	most	accessible	and	may	describe	who	is	at	greatest	risk,	these	
data	do	not	always	explain	why	people	engage	in	behaviors	or	predict	whether	they	will	
respond	to	the	marketing	efforts.	Variables	related	to	consumers’	motives,	personality	
attributes,	and	lifestyles	can	be	“the	most	powerful	segmentation	variables	in	social	mar-
keting”	(Slater,	Kelly,	&	Thackeray,	2006,	p.	171).	For	example,	one	segmentation	study	
found	that	the	most	important	factor	that	influenced	the	number	of	hours	a	person	spent	
watching	television	was	the	lifestyle	of	eating	dinner	in	front	of	the	television	(King	et	al.,	
2010).	Demographic	factors	such	as	ethnicity	or	where	they	lived	in	the	country	did	not	
make	a	difference.	Knowing	this	information	would	help	planners	to	create	interventions	
to	increase	physical	activity	and	reduce	screen	time.
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Box 11.2 Segmentation Categories and Variables

 1. geographic segmentation
 a. nations
 b. States
 c. regions
 d. Service areas
 e. Counties
 f. Cities, towns, villages
 g. neighborhoods

 2. Demographic segmentation
 a. age
 b. Stage of life cycle
 c. Disease or diagnostic category
	 •	 Health history
	 •	 risk factors
 d. gender
 e. Health insurance
 f. Income
 g. education
 h. religion
 i. race/ethnicity

 3. psychographic segmentation
 a. Social class
	 •	 Upper upper (less than 1% of population)
	 •	 lower upper (2%)
	 •	 Upper middle (12%)
	 •	 lower middle (30%)
	 •	 Upper lower (35%)
	 •	 lower lower (20%)
 b. lifestyle
 c. attitudes
 d. Values
 e. personality
	 •	 Self-image
	 •	 Self-concept

 4. Behavioral segmentation
 a. purchase occasion
 b. User status
 c. Usage rate
 d. loyalty status
 e. Stages of buyer readiness
 f. Health behavior

 5. Benefits sought

 6. Constructs of behavior theories (e.g., stages of change)

Source: adapted from Hertoz et al. (1993); kotler & Clarke (1987); romer & kim (1995); Williams & Flora 
(1995).
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Ideally,	planners	use	multiple	variables	to	identify	audience	segments.	This	requires	
use	of	statistical	programs	that	can	analyze	data	and	create	clusters	or	groups	of	people	
based	on	shared	characteristics.	For	example,	in	a	study	of	African	American	and	white	
adults	in	St.	Louis,	researchers	found	that	using	demographics	(i.e.,	age,	race,	sex,	income,	
and	years	of	education)	was	only	slightly	better	at	helping	them	identify	a	homogenous	
segment	than	doing	no	segmentation	at	all.	They	were	able	to	get	groups	that	were	more	
similar	when	they	used	health	status	factors	(i.e.,	general	health	status,	number	of	chronic	
diseases,	and	whether	the	participant	had	been	advised	by	a	doctor	or	nurse	to	exercise	
more)	or	psychosocial	variables	(i.e.,	barriers	to	physical	activity	and	the	self-efficacy,	in-
trinsic	motivation,	and	social	support	scales).	However,	the	best	segmentation	happened	
when	they	combined	all	three	variables––demographics,	health	status,	and	psychosocial	
(Boslaugh,	Kreuter,	Nicholson,	&	Naleid,	2005).	However,	simple	segmentation	using	
primary	and	secondary	data	is	still	possible	as	described	in	the	following	steps.

Before	beginning	 the	 segmentation	process	planners	 should	have	completed	 the	
needs	assessment	process	(see	Chapter	4),	selected	a	priority	topic,	and	written	a	goal	
statement	(see	Chapter	6).	In	addition,	planners	should	have	conducted	formative	re-
search, as noted earlier, to gain an understanding of the health topic, including who is 
most	affected	and	the	associated	risk	factors.	This	information	provides	the	foundation	
and	will	be	used	in	decision	making	throughout	the	segmentation	process.

The	first	step	in	segmentation	is	to	review	the	formative	research	data	to	identify	
behaviors	that	influence	whether	people	experience	morbidity	or	mortality	associated	
with	the	health	topic.	For	example,	if	a	program	is	focused	on	reducing	diabetes-related	
morbidity,	planners	would	review	the	secondary	data	and	determine	which	behaviors	
influence	whether	someone	experiences	diabetes-related	illnesses.	They	may	find	out	that	
daily	monitoring	of	blood	glucose,	regular	physical	activity,	eating	five	servings	of	fruits	
and	vegetables	a	day,	and	visits	to	the	doctor	for	an	annual	eye	exam	are	all	behaviors	
that	reduce	the	risk	for	diabetes	complications.	Once	planners	have	identified	all	the	pos-
sible	behaviors,	program	staff	and	other	stakeholders	must	decide	which	behavior	will	
be	the	program’s	focus.	This	will	become	the	impact	objective.

Questions	to	consider	when	choosing	between	the	possible	behaviors	include:	(1)	Is	
the	behavior	modifiable?	(2)	What	is	the	relative	impact	that	changing	the	behavior	will	
have	on	the	health	status	or	risk	factor;	in	other	words,	does	the	literature	suggest	that	
changing	one	behavior	will	result	in	greater	outcomes	than	another	behavior?	(3)	What	
are	the	current	rates	of	the	behavior	in	the	priority	population?	(4)	Is	it	possible	to	create	
a	product	that	will	make	it	easy	or	convenient	to	change	the	behavior,	or	are	education	
or	laws	and	policies	more	effective	approaches?

The	second	step	is	to	again	review	the	data	and	literature,	this	time	to	identify	which	
segmentation	factors	(see	Box	11.2)	are	associated	with	and	influence	whether	people	
participate	in	that	particular	behavior.	If	the	behavior	is	a	visit	to	the	health	care	pro-
vider	for	an	annual	eye	exam,	planners	may	discover	that	having	health	insurance,	mak-
ing	less	than	$25,000	dollars	a	year,	being	of	Hispanic	ethnicity,	and	a	belief	that	eye	
exams	are	not	important	are	all	associated	with	whether	or	not	someone	receives	an	
annual	eye	exam.

The	third	step	is	to	group	people	together	who	share	similar	characteristics	as	it	
relates	to	the	behavior.	There	is	no	right	or	wrong	way	to	identify	population	segments.	
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Planners	will	want	to	choose	factors	that	distinguish	how	the	priority	population	will	
respond	to	the	marketing	strategy.	The	segmentation	process	planners	develop	for	the	
priority	population	must	be	useful	to	the	organization	and	relevant	for	program	plan-
ning	decisions.	If	planners	have	used	statistical	methods	to	create	clusters	then	groups	
are	naturally	created.	If	planners	are	using	primary	and	secondary	data,	they	can	simply	
group	people	by	one	or	two	variables	that	most	influence	or	are	associated	with	the	
behavior.

In	one	study,	researchers	were	interested	in	creating	segments	of	the	population	for	a	
global	warming	engagement	campaign	(Maibach,	Leiserowitz,	Roser-Renouf,	&	Mertz,	
2011).	The	variables	they	used	to	create	their	segments	were	global	warming	motivations	
(including	beliefs	about	the	issue	and	degree	of	involvement),	behaviors,	and	policy	pref-
erences.	The	segmentation	process	revealed	six	distinct	segments	of	the	population	with	
varying	levels	of	beliefs	about	whether	global	warming	is	actually	happening	and	if	it	is	
a	problem,	steps	they	are	personally	taking	to	reduce	global	warming,	and	what	actions	
they	think	the	government,	businesses	and	individuals	should	take.

At	this	point,	planners	may	decide	that	they	need	to	have	additional	information	
about	these	potential	audience	segments	so	they	collect	primary	data.	These	data	may	in-
clude	psychographics	(attitudes,	values,	and	lifestyle),	risk	factors,	health	history,	or	per-
sonal	health	behaviors.	Additional	a	posteriori	segmentation	could	be	completed	after	
the	primary	data	are	collected	and	analyzed.

Once	planners	have	 identified	potential	segments,	 they	have	to	choose	one	seg-
ment	to	focus	on.	There	is	no	right	or	wrong,	or	simple	and	easy,	way	to	choose	be-
tween	segments.	Planners	must	weigh	the	data	against	the	organization’s	abilities	and	
its	goals	or	what	they	are	trying	to	achieve,	then	make	the	best	decision.	One	approach	
to	take—once	all	 the	possible	segments	are	 identified—is	to	review	the	segments	by	
considering	the	extent	to	which	segments	exhibit	each	of	the	following	five	criteria	
(Kotler	&	Keller,	2007):

1. Measurable.	With	this	criterion	planners	consider	how	many	people	are	in	the	
	segment	and	whether	important	characteristics	(or	factors)	can	be	measured.

2. Substantial.	This	criterion	includes	whether	the	segment	is	large	enough	and	
	profitable	enough,	meaning	will	enough	people	be	reached	with	the	intervention	
to	make	a	difference.	Will	the	efforts	be	effective	and	efficient?	The	segmentation	
process	for	mammography	discussed	earlier	actually	resulted	in	seven	segments,	
but	they	found	that	the	majority	of	the	population	was	in	only	two	of	the	segments	
(Forthofer	&	Bryant,	2000).	Figure 11.1	shows	the	concept	of	audience	segmenta-
tion,	identifying	African	American	teenagers	for	a	dietary	intervention.	This	figure	
illustrates	that	the	priority	population,	African	American	teenagers,	is	a	unique	
but	potentially	small	segment	when	considering	the	total	population	and	all	of	its	
health	problems.

3. Accessible.	This	criterion	assesses	whether	or	not	planners	will	be	able	to	reach	the	
segment	and	then	deliver	the	services.	Perhaps	the	product	is	a	mobile	mammog-
raphy	unit.	One	segment	identified	is	located	in	a	remote	area	of	the	state.	Due	to	
time	and	distance	factors	program	staff	are	not	able	to	reach	them	to	deliver	the	
service.
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4. Differentiable.	Are	the	segments	unique	or	different	enough	so	that	each	segment	
responds	in	its	own	way	to	the	marketing	strategy?	If	the	segments	will	respond	the	
same,	then	they	are	really	not	unique	groups.	In	developing	a	program	to	increase	
use	of	folic	acid	by	women	of	childbearing	age,	planners	found	that	women	18–24	
were	not	receptive	to	messages	about	pregnancy	whereas	older	women	were	more	
amenable	to	discussing	the	possibility	of	becoming	pregnant	(Lindsey	et	al.,	2007).	
A marketing	strategy	for	these	two	groups	would	be	different	and	unique.

5. Actionable.	Here	planners	decide	whether	programs	can	be	developed	that	will	
	attract	and	serve	segments.	Because	of	segment	characteristics	or	organizational	
	abilities,	planners	may	not	be	able	to	create	a	product	that	adequately	meets	a	
	segment’s	needs	or	benefits	its	members	want.	Planners	in	the	United	Kingdom	
learned	that	one	of	the	main	reasons	that	low-income	people	smoked	was	that	
smoking	was	a	way	to	cope	with	stress	and	anxiety	and	it	was	one	of	their	only	
pleasures	in	life	(MacAskill,	Stead,	MacKintosh,	&	Hastings,	2002).	In	evaluating	
this	segment,	planners	would	have	to	decide	whether	they	could	develop	a	smoking	
cessation	intervention	that	would	be	appealing	and	provide	a	benefit	that	helped	
people	cope	with	stress	and	gave	them	greater	pleasure.
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Another	alternative	to	choose	between	segments	is	to	use	the	criteria	suggested	by	
Andreasen	(1995)	that	share	similar	items:	segment	size,	problem	incidence,	problem	
severity,	defenselessness,	reachability,	general	responsiveness,	incremental	costs,	response	
to	marketing	mix,	and	organizational	capability.

Marketing and the Diffusion theory
A	theory	that	can	help	planners	in	segmenting	the	priority	population	is	the	diffusion	the-
ory	(Rogers,	1962).	Diffusion theory	provides	an	explanation	for	the	spread	of	innovations	
(something	new,	such	as	a	product)	in	populations;	stated	another	way,	it	provides	an	ex-
planation	for	the	pattern	of	adoption	of	the	innovations.	If	one	thinks	of	a	health	promo-
tion	program	as	an	innovation,	the	theory	describes	a	pattern	the	priority	population	will	
follow	in	adopting	the	program.	The	pattern	of	adoption	can	be	represented	by	the	normal	
bell-shaped	curve	(Rogers,	2003)	(see	Figure 11.2).	Those	individuals	who	fall	in	the	por-
tion	of	the	curve	to	the	left	of	minus	2	standard	deviations	from	the	mean	(this	would	be	
between	2%	and	3%	of	the	priority	population)	would	probably	become	involved	in	the	
program	just	because	they	had	heard	about	it	and	wanted	to	be	first.	These	people	are	
called innovators.	They	are	venturesome,	independent,	and	daring.	They	want	to	be	the	first	
to	do	things,	though	they	may	not	be	respected	by	others	in	the	social	system.

The	second	group	of	people	to	adopt	something	new	includes	those	represented	on	
the	curve	between	minus	2	and	minus	1	standard	deviations.	This	group,	which	com-
poses	about	14%	of	the	priority	population,	is	called	early adopters.	These	people	are	
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very	interested	in	the	innovation,	but	they	are	not	the	first	to	sign	up.	They	wait	until	the	
innovators	are	already	involved	to	make	sure	the	innovation	is	useful.	Early	adopters	are	
respected	by	others	in	the	social	system	and	looked	upon	as	opinion	leaders.

The	next	two	groups	are	the	early majority and the late majority.	They	fall	between	
minus	1	standard	deviation	and	the	mean	and	between	the	mean	and	plus	1	standard	
deviation	on	the	curve,	respectively.	Each	of	these	groups	comprises	about	34%	of	the	
priority	population.	Those	in	the	early	majority	may	be	interested	in	the	health	promo-
tion	program,	but	they	will	need	external	motivation	to	become	involved.	Those	in	the	
early	majority	will	deliberate	for	some	time	before	making	a	decision.	It	will	take	more	
work	to	get	the	late	majority	involved,	because	they	are	skeptical	and	will	not	adopt	an	
innovation	until	most	people	in	the	social	system	have	done	so.	Planners	may	be	able	
to	get	them	involved	through	a	peer	mentoring	program,	or	through	constant	exposure	
about the innovation.

The	last	group,	the	laggards	(16%),	are	represented	by	the	part	of	the	curve	greater	
than	plus	1	standard	deviation.	They	are	not	very	interested	in	innovation	and	would	be	
the	last	to	become	involved	in	new	health	promotion	programs,	if	at	all.	They	are	very	
traditional	and	are	suspicious	of	innovations.	Laggards	tend	to	have	limited	communica-
tion	networks,	so	they	really	do	not	know	much	about	new	things.

Figure 11.3 presents an S-shaped	 curve	 showing	 the	 cumulative	 prevalence	 of	
adopters	at	 successive	points	 in	 time.	At	first,	only	a	 few	people	adopt	 (innovators).	
However,	over	time,	the	curve	begins	to	climb	as	additional	individuals	decide	to	adopt	
the	innovation	(early	adopters,	early	majority,	and	late	majority).	The	curve	then	levels off	
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as	adoption	of	the	innovation	ceases,	 leaving	a	few	who	have	not	adopted	(laggards)	
(Goldman,	1998;	Rogers,	2003).

The	real	advantage	of	using	diffusion	theory	when	trying	to	market	a	health	promo-
tion	program	is	that	“the	distinguishing	characteristics	of	the	people	who	fall	into	each	
category	of	adopters	from	‘innovators’	to	‘early	adopters’	to	middle	majority	categories	
to	‘late	adopters’	[laggards]	tend	to	be	consistent	across	a	wide	range	of	innovations”	
(Green,	1989).	Therefore,	different	marketing	techniques	can	be	used	depending	on	the	
type	of	people	the	planners	are	trying	to	reach	with	a	program.	For	example,	program	
planners	want	rapid	diffusion	of	innovations.	They	know	that	although	innovators	will	
adopt	the	program	or	product	first,	the	key	subgroups	of	the	priority	population	are	the	
early	adopters	and	early	majority.	It	is	especially	important	to	identify	the	early	adopters	
(opinion	leaders)	as	soon	as	possible	in	the	implementation	process	since,	according	to	
diffusion theory, the sooner they adopt the innovation the sooner the rest of the popula-
tion	will	follow.	The	challenge	is	how	to	identify	and	reach	the	early	adopters.

The	application	of	diffusion	theory	to	health	promotion	programs	is	quite	common	
now	(Haider	&	Kreps,	2004).	To	learn	more	about	the	concept	and	its	application	to	
health	promotion	programs,	review	some	of	the	following	references	to	see	how	they	
have	applied	the	concept	 in	a	variety	of	health	promotion	and	health	education	set-
tings:	Backer	and	Rogers	(1998);	Bertrand	(2004);	Berwick	(2003);	Borras,	Fernandez,	
Schiaffino,	Borrell,	&	La	Vecchia	(2000);	Ferrence	(1996);	Goldman	(1998);	Hallfors &	
Godette	 (2002);	Murphy	(2004);	Rogers	 (2002);	Ruof,	Mittendorf,	Pirk,	&	von	der	
Schulenberg	(2002);	Svenkerud	&	Singhal	(1998);	and	Taylor,	Elliott,	&	Riley	(1998).

One	of	the	more	interesting	uses	of	diffusion	theory	has	been	to	“conceptualize	the	
transference	of	health	promotion	programs	from	one	locale	to	another”	(Steckler	et	al.,	
1992).	Steckler	and	colleagues	(1992)	developed	a	series	of	six	questionnaires	to	measure	
the	extent	to	which	health	promotion	programs	are	successfully	disseminated.	Planners	
should	refer	to	this	work	if	they	are	interested	in	using	and	measuring	diffusion.

Marketing Mix
Once	audience	segments	are	selected,	planners	are	ready	to	make	strategic	decisions	
	related	to	four	marketing	variables:	product,	price,	place,	and	promotion—the	four	Ps.	
These	variables	are	what	planners	use	to	design	interventions	that	will	help	achieve	their	
objective(s)	and	are	referred	to	as	the	marketing mix.	To	realize	the	greatest	effect	in	a	
marketing	strategy	there	must	be	a	combination	of	all	market	mix	components,	not	just	
promotion	(Belch	&	Belch,	2007).

Product	 The	product	 is	what	the	planners	are	offering	that	will	meet	the		consumers’	
needs,	make	it	easy	and	convenient	to	do	the	behavior,	and	provide	a	benefit	that	consum-
ers	value.	Products	can	be	either	tangible	items	or	services	and	are	sometimes	referred	to	
as augmented products. See Box 11.3	for	examples	of	social	marketing–related	products.	
These	products	provide	the	priority	population	with	choices	to	help	them	change	their	
behavior.

The	benefits	that	are	associated	with	using	a	product	or	service	are	called	“core	
products”	or	the	“bundle	of	benefits”	(Kotler	&	Lee,	2008).	People	choose	to	buy	certain	
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products for the value or benefit	 the	product	provides.	A	common	illustration	of	this	
point	is	the	person	who	goes	to	a	home	improvement	store	and	buys	a	drill;	what	he	
or	she	is	really	purchasing	is	the	benefit	of	using	that	drill	to	have	a	hole	in	the	wall.	
Similarly,	a	person	who	buys	a	hotel	room	is	purchasing	a	restful	night’s	sleep.	The	prod-
ucts	or	services	provided	by	planners	as	part	of	a	social	marketing	program	must	also	
provide	a	value	that	is	of	benefit	to	the	priority	population.	Those	values	are	determined	
during	the	formative	research	process.	These	core	benefits	are	one	of	the	most	important	
things	to	discover,	as	they	will	become	the	motivation	for	people	using	the	products	to	
help	them	change	behavior.	These	core	benefits	will	also	become	part	of	the	promotional	
strategy, discussed later in this chapter. See Box 11.4	for	examples	of	core	products	in	
social	marketing	campaigns.

The	following	two	social	marketing	case	studies	illustrate	products	and	their	associ-
ated	benefits.	The	Road	Crew	offered	a	transportation	service	to	young	males	in	rural	
Wisconsin	to	encourage	them	to	not	drive	after	a	night	of	drinking	alcohol	(Rothschild,	
Mastin,	&	Miller,	2006).	The	Road	Crew	used	older	luxury	vehicles	to	provide	transpor-
tation	for	the	men	to	and	from	the	town	as	well	as	between	bars	during	the	night.	The	
price	for	this	service	was	$15	per	night.	The	benefits	that	it	provided	the	men	included	a	
fun	way	to	get	around	town,	the	opportunity	to	have	a	last	drink	while	going	home,	and	
less	worry	about	getting	a	ticket	or	being	in	a	crash	as	a	result	of	drinking,	all	things	that	
were	important	to	the	prioirty	population.

Box 11.3  Products (Tangible Items and Services) in Social 
Marketing Programs

Insecticide treated nets

Contraceptives

nutritional supplements

Food

Battery collection cage

Bike helmet

Clay pot

glasses

Hand-washing facilities/containers

medicine

mosbar soap

recycling container

Software program

Water disinfectant

testings or screenings

exams

Source: thackeray, Fulkerson, & neiger (2012).
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Box 11.4  Example of Benefits or Core Products in Social 
Marketing Studies

“Don’t lose your dreams”

“Have iron. Have power”

makes us healthy

avoid costly fines and penalties from noncompliance

Close loving bond; emotional benefits

Crew dependability on fire scene

avoidance of HIV infections

keep the family healthy and energetic; women charming; children more intelligent

Don’t worry about getting home at end of the evening; continue to enjoy them-
selves; a way to have more fun during an evening out

enhance women’s beauty and health; decreased anemia

Financial savings; health and energy to spend with children and grandchildren; 
more fit, so able to do leisure activities

Find and develop relationships

Harvest without fear of injury or daily irritation

Hope and peace of mind

maintain pride and self-esteem as they earn WIC benefits and learn about nutrition 
and other ways to help their families

Well-being; energy; ability to perform their roles better

opportunity to keep their relationship (family) intact by ending the violence toward 
their partner

peace of mind and life-saving benefit of early detection

protect individual health; sense of altruism; information provision

reduce traffic congestion; defer need to build road infrastructure; reduce environ-
mental consequences of car use; increase physical activity and health outcomes; 
increase use of walking and cycling infrastructure and public transport

Safety of family or workers, financial concerns, impact of debilitating injuries

Spending time with friends, playing having fun, have opportunity to be active with 
parents, recognition from peers and adults; opportunity to discover and  explore 
world around them

Source: thackeray, Fulkerson, & neiger (2012).

In	Florida,	program	planners	were	concerned	with	reducing	eye	injuries	among	local	
citrus	workers	while	harvesting	fruit.	They	discovered	that	among	the	barriers	that	kept	
the	workers	from	wearing	protective	eyewear	was	a	belief	that	most	workers	expected	
the	glasses	would	reduce	their	productivity	and	therefore	reduce	their	 income.	Their	
solution	was	to	provide	safety	goggles	that	were	comfortable	and	did	not	fog	up	or	fall	
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off	while	being	worn.	The	core	benefit	they	provided	was	“pick	rapidily	without	fear	of	
daily	irritation”	(Monaghan	et	al.,	2008,	p.	80).

price Price is what it costs the priority population to obtain the product and its as-
sociated	benefits.	It	is	what	they	have	to	“give	up.”	In	other	words,	price	is	the	sum	of	
costs	the	consumer	must	accept	to	engage	in	the	exchange	process	(Neiger	&	Thackeray,	
1998).	The	cost	to	the	priority	population	may	be	financial,	but	often	with	health	pro-
motion	interventions	the	costs	are	nonfinancial,	that	is,	they	involve	social,	mental,	emo-
tional,	behavioral,	or	psychological	costs.	For	example,	if	a	program	focused	on	getting	
Hispanic	women	with	diabetes	to	regularly	check	their	glucose,	a	low-cost	glucometer	
could	be	offered	to	the	priority	population.	 In	order	to	get	this	product	and	the	as-
sociated	benefits	of	a	peace	of	mind	that	their	blood	sugar	is	in	range	so	they	will	be	
less	likely	to	damage	their	eyesight,	the	women	would	have	to	pay	a	certain	amount	of	
money.	In	addition	to	this	financial	cost,	the	women	would	have	to	give	up	time	to	go	
purchase	the	glucometer	and	learn	how	to	use	it.	They	would	also	have	to	take	time	
every	day	to	check	their	blood	glucose.

In	designing	a	marketing	strategy,	planners	must	make	sure	that	the	benefits	the	
priority	population	receives	are	greater	than	what	it	costs	them	to	obtain	the	product.	
Even	if	the	costs	are	not	actually	less,	planners	have	to	make	them	appear	less	than	what	
they	are	getting	in	return.	Likewise,	as	part	of	the	promotional	strategy,	planners	must	
convey	how	the	benefits	received	are	much	greater	than	what	they	cost.	For	example,	
for	a	mother	to	bring	her	child	in	to	be	immunized	might	cost	her	time	away	from	other	
tasks,	time	to	drive	to	the	clinic,	the	effort	to	get	to	the	clinic,	and	being	willing	to	put	up	
with	a	cranky	baby	for	a	few	hours	after	the	immunization	is	received.	In	communicating	
about	this	product	(immunizations),	the	health	education	specialist	has	to	convey	that	
the	benefits	of	knowing	that	her	child	is	safe	from	childhood	diseases	are	greater	than	a	
few	minor	inconveniences	(her	cost).

Price	is	not	the	same	thing	as	barriers.	Barriers	are	what	keep	people	from	respond-
ing	to	an	intervention	or	doing	a	behavior.	The	cost	or	price	of	the	product	may	be	
one	factor	that	keeps	people	from	obtaining	it	and	using	it	to	make	a	desired	behav-
ior	change.	But	there	may	be	other	factors	as	well.	Planners	 in	the	Marshall	 Islands	
found	that	barriers	to	people	making	healthy	food	choices	included	a	lack	of	choices	at	
the	local	supermarket,	the	perception	that	a	can	of	meat	(e.g.,	Spam)	could	feed	more	
people	than	a	piece	of	fresh	fish,	that	fresh	meat	costs	too	much	money	and	took	too	
long	to	prepare	and	then	cook,	and	a	lack	of	skills	for	cooking	foods	in	different	ways	
(Gittelsohn	et	al.,	2006).

In	another	example,	when	planners	asked	people	about	what	would	keep	them	from	
attending	a	nutrition	education	class,	they	said	that	the	major	reasons	were	that	they	
lacked	transportation	and	there	was	nobody	to	babysit	their	children	(John,	Kerby,	&	
Landers,	2004).	These	are	barriers	but	not	costs:	the	people	do	not	have	to	give	up	trans-
portation	or	childcare	to	participate	in	the	exchange.	However,	either	thing	will	keep	
them	from	obtaining	the	product.	They	would	have	to	give	up	money	for	transportation	
or	to	pay	a	sitter.	In	designing	the	product	or	intervention,	planners	have	to	make	sure	
that	they	reduce	the	barriers	and	lower	the	cost—both	for	the	same	purpose—to	make	
it easy for people to obtain the product or service and engage in the desired behavior. 
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In	this	case,	the	planners	may	want	to	offer	a	baby-sitting	service	at	the	same	location	
where the class is being held.

From	an	economic	standpoint,	price	refers	to	charging	the	appropriate	amount	for	
the	product	being	provided.	There	are	many	ways	to	finance	a	program	(see	Chapter	10).	
The	price	must	match	the	consumer’s	ability	and	willingness	to	pay	and	should	not	be	so	
high	that	it	becomes	a	barrier	to	them	using	the	product	or	service.	When	considering	the	
amount	to	be	charged	for	a	product,	planners	should	answer	seven	questions:

1. Who	are	the	clients?

2. What	is	their	ability	to	pay?

3. Are	co-payers	involved?

4. Is	the	program	covered	under	an	insurance	program?

5. What	is	the	mission	of	the	planner’s	agency?

6. What	are	competitors	charging?

7. What	is	the	demand	for	the	program	or	product?

The	price	of	a	program	and	who	pays	for	it	help	determine	how	a	program	should	
be	marketed.	Whether	the	program	is	intended	to	make	a	profit	will	have	a	great	impact	
on	the	price.	Does	the	program	have	to	make	money?	Break	even?	Or	can	it	lose	money?	
It	is	a	real	art	not	to	overprice	or	underprice	the	program.	Demand	and	location	(place)	
will	also	influence	price.	If	a	program	is	 in	high	demand,	obviously	the	price	can	be	
raised.	For	example,	a	stress-management	program	in	a	large	metropolitan	area	may	be	
able	to	command	a	higher	price	than	one	located	in	a	small	rural	area.

Not	only	do	the	demand	and	the	location	influence	the	amount	one	might	charge	
for	a	program,	but	so	can	the	psychological	mindset	of	those	in	the	priority	population.	
Some	individuals	would	not	participate	in	a	free	or	inexpensive	program	because	they	
question	how	such	a	program	could	be	any	good.	Others	believe	they	have	to	spend	a	
lot	of	money	to	get	anything	of	worth.	Also,	sometimes	when	programs	are	offered	free	
of	charge,	people	are	less	likely	to	attend	regularly	because	they	have	not	invested	finan-
cially	in	the	program.	On	the	other	hand,	there	are	some	people	who,	if	given	the	choice	
of	a	free	program	versus	one	with	a	cost,	will	always	take	the	free	program,	even	if	they	
are	financially	able	to	pay.	Being	able	to	segment	the	priority	population	with	regard	to	
these	economic	issues	can	help	set	the	right	price.

place	 The	third	marketing	variable	is	place, which can be thought of as where the pri-
ority	population	has	access	to	the	product.	When	considering	place,	planners	make	sure	
that	it	easy	for	the	consumer	to	obtain	the	product	or	service.	In	addition,	it	is	important	
to	avoid	areas	where	people	do	not	normally	go	or	places	where	they	would	not	feel	
comfortable	or	safe.	For	example,	a	local	health	department	decided	that	they	would	
make	it	easy	for	the	senior-aged	population	to	get	their	influenza	vaccination.	To	do	so,	
they	offered	a	Saturday	morning	drive-up	service	where	people	could	drive	their	cars	to	
the	health	department	parking	lot	and	get	a	vaccination.	Another	example	is	a	partner-
ship	between	bar	owners	and	public	health	researchers	who	aimed	to	make	it	easier	for	
people	to	get	a	taxi	ride	home,	thereby	discouraging	drinking	and	driving.	They	provided	
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cab	drivers	with	a	special	spot	to	wait	(which	also	guaranteed	them	passengers).	The	
area	was	well-lit,	covered,	and	in	a	generally	safe	place,	all	important	things	to	the	cus-
tomers	(Bhatt,	2006).

When	a	product	is	offered	it	is	closely	associated	with	its	place.	If	the	priority	popu-
lation	has	to	go	to	a	specific	location	to	obtain	the	product,	planners	might	think	about	
when	it	will	be	most	convenient	for	the	priority	population	to	do	so.	For	example,	if	
consumers	have	to	come	to	the	local	health	department	to	have	their	car	seat	checked	
to	ensure	that	it	is	properly	installed,	making	the	service	available	at	times	that	are	con-
venient	for	the	priority	population	will	reduce	a	barrier	and	make	it	more	likely	that	
consumers	will	take	action	to	use	this	service.	If	it	is	a	program,	then	planners	might	
consider	the	optimum	time	of	day	to	offer	the	program.	If	a	worksite	program	is	of-
fered	in	the	evening,	so	that	the	workers	have	to	return	to	the	worksite	after	dinner,	that	
probably	would	not	be	much	different	from	driving	across	town	from	work	to	attend	a	
program.	Offering	a	program	right	after	a	shift	or	on	a	lunch	hour	would	probably	be	
much	more	appealing	to	most	workers.	Obviously,	planners	should	be	concerned	about	
placing	their	program	in	a	desirable	locale	(where	they	are	wanted	and	needed)	at	the	
best	possible	time.

promotion	 The	fourth	marketing	variable	is	promotion.	As	mentioned	at	the	begin-
ning	of	 this	 chapter,	promotion	 is	what	most	people	 think	of	when	 they	hear	 the	
word  marketing.	But	promotion	is	just	one	component	of	the	overall	marketing	mix.	
Promotion	is	the	communication	strategy,	including	the	message	and	associated	visuals	
or	graphics	as	well	as	the	channels,	used	to	let	the	priority	population	know	about	the	
product,	how	to	obtain	or	purchase	it,	and	the	benefits	they	will	receive.	Promotion	is	
not	about	a	general	awareness	campaign	or	related	health	communication	intervention	
strategies.	Promotion,	also	referred	to	as	marketing	communications,	has	four	primary	
purposes	(McDonald	&	Wilson,	2011):

1. Inform—increase	product	awareness	or	inform	consumers

2. Persuade—convince	people	to	purchase	the	product

3. Reinforce—remind	them	that	the	product	exists

4. Differentiate—position	the	product	as	being	different	from	the	competition

There	are	various	tools	and	associated	channels	that	planners	can	use	to	achieve	
these	purposes.	Traditionally,	promotional	tools	have	included	advertising,	direct	mar-
keting,	digital	communications,	sales	promotion,	personal	selling,	and	publicity/public	
relations	(Belch	&	Belch,	2007;	McDonald	&	Wilson,	2011).	The	following	section	gives	
a general overview of these tools.

Advertising	is	marketing	communication	that	is	paid	and	nonpersonal,	meaning	it	is	
not	trying	to	reach	one	person	but	rather	large	groups	of	people.	Common	channels	for	
advertising	have	included	broadcast	media	(television	and	radio),	print	media	(newspa-
pers	and	magazines),	outdoor	media	(billboards,	bus	wraps,	and	so	forth).	The	national	
5-a-day	campaign	used	point-of-purchase	advertising	in	grocery	store	produce	depart-
ments	to	remind	people	to	eat	five	servings	of	fruits	and	vegetables.	Local	coalition	mem-
bers	developed	a	summer	VERB	program	where	they	increased	the	number	of	places	in	
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the	community	for	tweens	to	be	active.	They	developed	a	card	on	which	tweens	could	
keep	track	of	places	they	went	to	be	physically	active.	Advertising	space	was	paid	for	in	
the	local	newspaper,	in	a	local	family	magazine,	and	on	the	radio.	In	addition,	they	got	
free	publicity	from	the	local	media	outlets	and	word	of	mouth	from	program	partners	
and	coalition	members	(Courtney,	2004).	The	National	Bone	Health	Campaign	used	
advertising	including	print	ads	and	30-second	radio	spots	(Lefebvre,	2006).

Direct	marketing	involves	communicating	directly	with	consumers	about	a	product	
with	the	purpose	of	getting	them	to	purchase	the	product	or	service	(Belch	&	Belch,	
2007).	Common	channels	for	direct	marketing	include	direct	mail,	direct	selling,	or	tele-
marketing.	Direct	contact	with	specific	groups	that	might	be	at	high	risk	and	in	need	
of	the	programs	(contacting	recent	heart	attack	patients	about	a	program	on	the	need	
to	eat	in	a	heart	healthy	manner),	distributing	mailbox	stuffers	or	door-to-door	flyers,	
or	inserts	with	employee	paychecks	are	examples	of	direct	marketing.	One	of	the	most	
common	ways	that	healthcare	providers	in	the	United	States	informed	patients	about	
the	safety	and	effectiveness	of	genetic	tests	was	through	distributing	pamphlets	(Cho,	
Arruda,	&	Holtzman,	2006).

Personal	selling	refers	to	person-to-person	interaction	intended	to	persuade	the	cus-
tomer	to	buy	the	product.	Personal	selling	is	used	regularly	in	health	care	marketing.	
Pharmaceutical	companies	have	representatives	who	meet	one-on-one	with	health	care	
providers	for	the	purpose	of	convincing	them	to	use	a	certain	prescription	drug.	Another	
example	of	personal	selling	is	the	use	of	 lay health workers, or promotoras.	 In	rural	
South	Carolina,	promotoras	were	used	to	give	information,	assistance,	and	referral	to	
services	(Sherrill	et	al.,	2005).	One	way	these	lay	health	workers	could	engage	in	per-
sonal	selling	is	by	going	to	individual	homes	and	encouraging	people	with	diabetes	to	
attend the health clinic screening and have their blood glucose tested.

Sales	promotions	are	incentives	that	entice	consumers	to	try	the	product.	Types	of	
sales	promotion	include	coupons,	premiums	(e.g.,	prizes	with	purchase),	contests	and	
sweepstakes,	rebates,	or	samples	(Clow	&	Baack,	2007).	This	tool	is	probably	used	less	
often	in	social	marketing.	However,	a	common	tactic	would	be	to	use	sales	promotions	
for	services	such	as	a	coupon	for	a	reduced-cost	mammogram,	a	coupon	for	a	free	bike	
helmet,	or	a	reduced	fee	at	the	local	fitness	center.

Public	relations,	also	called	publicity,	represents	both	internal	and	external	market-
ing	communications.	The	news	media	coverage	that	external	public	relations	activities	
generate	is	typically	not	paid	for	by	the	organization	(as	compared	with	advertising).	
Typical	public	relations	tools	include	the	use	of	ongoing	news	media	outreach	and	spon-
sorship	of	large	events	that	draw	attention	and	exposure	such	as	a	special	kickoff,	count-
down,	ribbon-cutting,	or	health	party	to	get	a	program	started.	Public	relations	activities	
can	also	be	used	to	increase	awareness	about	new	products.	When	the	National	Cancer	
Institute	personnel	released	results	from	the	Prostate	Cancer	Prevention	Trial,	one	of	
their	strategies	was	to	hold	a	press	conference	and	provide	video	news	releases.	This	
resulted	in	hundreds	of	news	stories	reaching	millions	of	viewers	(Croker	et	al.,	2004).

Finally,	there	is	digital	communication.	In	recent	years,	the	availability	of	the	Internet	
has increased the options available for planners to use these traditional tools across a 
spectrum	of	channels.	This	form	of	promotion	can	generate	a	great	deal	of	interest	in	the	
product	for	a	relative	low	cost	and	in	a	short	period	of	time.	The	availability	of	electronic	
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media	in	addition	to	the	Internet,	including	cell	phones,	MP3	players,	or	personal	digital	
assistants	has	expanded	promotional	alternatives.	For	example,	social	marketers	can	
use	podcasts,	PDA	downloads,	and	the	Internet	to	promote	their	products.	Websites	are	
probably	the	most	common	channel	for	Internet	promotion.	For	example,	advertising	
can	now	be	part	of	a	home	page	or	social	networking	site,	or	included	as	banner	ads	in	
an	online	newspaper.	The	National	Bone	Health	Campaign	developed	a	Website	specifi-
cally	for	teen	girls	(Lefebvre,	2006),	and	they	placed	banner	ads	on	other	Websites	that	
the priority population often visited.

There	are	several	factors	to	consider	when	deciding	which	of	the	promotional	tools	
and	channels	to	use.	Two	of	the	most	critical	are	the	communication	objectives	and	the	
communication	preferences	for	the	priority	population.	If	the	objective	is	to	increase	
awareness of a product, the tools and channels are different than if the purpose is to 
demonstrate	how	to	use	the	product,	or	to	illustrate	key	attributes,	or	provide	in-depth	
details	about	 the	product	 features.	The	priority	populations’	communication	prefer-
ences	are	also	critical.	For	example,	formative	research	for	a	disaster	preparedness	cam-
paign	in	Vietnam	found	that	the	majority	of	respondents	owned	a	radio,	fewer	people	
owned	a	television,	and	almost	nobody	had	subscriptions	to	the	newspaper	or	magazines	
(Ramaprasad,	2005).	Therefore,	in	selecting	a	promotional	strategy	and	materials,	plan-
ners	probably	would	not	place	an	advertisement	in	the	newspaper,	but	might	consider	a	
radio	spot.	The	National	Bone	Health	Campaign	found	that	the	most	common	ways	for	
girls	grades	6–12	to	stay	in	touch	with	their	friends	was	through	text	messages,	instant	
messaging,	and	cell	phones.	In	addition,	the	most	popular	magazines	were	Seventeen and 
Teen People	(Lefebvre,	2006).

Additional	questions	that	planners	may	want	to	ask	when	selecting	a	promotional	
tool and channel include:

1. What	are	the	costs	of	each	tool	or	channel	versus	the	benefits?

2. Can	the	tool’s	or	channel’s	capability	build	on	or	multiply	the	effects	of	another	tool	
or	channel?

3. Will	the	message	reach	a	significant	portion	of	the	priority	population?

4. Can	the	message	be	sent	through	several	different	channels?

5. Through	how	many	intermediaries	must	the	message	travel	to	reach	the	priority	
population?

6. Can	a	tool	be	overused	to	the	point	that	it	will	“turn	off”	the	priority	population	to	
the	message?

Messages	include	the	words	and	graphics	that	are	used	to	convey	information	about	
the	product,	where	to	obtain	it	and	the	benefits	it	will	provide.	The	process	for	develop-
ing	appropriate	messages	is	both	an	art	and	a	science.	Many	communication	theories	
and	models	can	be	used	to	develop	effective	messages.	A	good	place	to	start	is	with	con-
sumer-based	health	communications	as	described	in	the	National	Cancer	Institute’s	book	
Making Health Communication Programs Work	 (NCI	2002;	2004),	otherwise	known	
as	the	“Pink	Book”	(see	http://www.cancer.gov/cancertopics/cancerlibrary/pinkbook).	In	
order	to	develop		effective	messages,	planners	must	know	what	is	motivating	the	priority	

http://www.cancer.gov/cancertopics/cancerlibrary/pinkbook
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population.	This	is	learned	while	conducting	formative	research.	They	must	know	how	
to	frame	the	message	so	that	it	will	cut	through	the	clutter,	capture	the	priority	popula-
tion’s	attention,	and	motivate	them	to	action.	Key	parts	of	the	message	should	be	that	
the	product	will	offer	a	benefit	that	the	priority	population	desires,	that	the	product	costs	
less	than	the	benefits	it	provides,	and	how	they	can	obtain	the	product.

For	example,	after	performing	formative	research	related	to	diet	and	physical	activ-
ity	among	a	group	of	public	employees,	planners	learned	that	preferences	for	message	
content	included	“helping	employees	understand	that	the	desired	changes	could	be	inex-
pensive,	fun	and	easy,	and	that	changes	would	require	only	a	minimal	amount	of	time.”	
Based	on	these	preferences,	messages	through	email,	public	announcements,	posters,	and	
direct	supervisor	contacts	(all	preferred	channels)	were	successfully	used	to	recruit	a	
large	group	of	participants	in	a	successful	intervention	(Neiger	et	al.,	2001).

Another	example	of	this	concept	was	the	segmentation	process	that	resulted	from	focus	
groups	conducted	with	teenage	girls	as	part	of	a	physical	activity	project	(Staten,	Birnbaum,	
Jobe,	&	Elder,	2006).	The	process	resulted	in	seven	main	segments	that	described	the	girls:	
athletic,	preppy,	quiet,	rebel,	smart,	tough,	and	other.	In	addition,	they	discovered	prefer-
ences	for	the	types	of	images	that	would	be	best	for	communication	materials.

Respondents	provided	the	following	suggestions:	(a)	for	athletic	girls,	pictures	should	
show	girls	participating	in	organized,	competitive	activities;	(b)	for	preppy	girls,	pictures	
might	show	girls	cheerleading,	well-dressed	individuals,	groups	of	friends	being	active,	
girls	being	active	with	boys	watching	(with	positive	affect,	not	leering	or	jeering),	and	
organized	sports	with	“cute”	uniforms;	(c)	for	quiet	girls,	pictures	should	show	girls	
alone	or	in	small	groups	doing	activities	(don’t	focus	on	competitive	sports);	(d)	for	
rebel	girls,	pictures	might	include	girls	on	skateboards,	perhaps	with	some	visible	body	
piercing,	girls	wearing	dark	clothes,	images	implying	dancing	to	punk	rock	music;	and	
(e)	for	smart	girls,	pictures	should	show	girls	who	are	not	too	muscular	or	strong	being	
active	in	small	groups,	and	positive	attitudes	and	neat	but	not	trendy	dress	may	be	
appealing.	Small	group	images	that	show	some	smart	girls	and	some	preppy	girls	being	
active	together	may	be	appealing.	And	(f)	for	tough	girls,	pictures	might	show	girls	
doing	stepping	or	hip-hop	dance	or	girls	playing	basketball	(not	necessarily	in	uniform;	
show	street	games,	pick-up	games).	Images	of	girls	should	not	be	conservative.	Groups	
of	friends	would	be	appealing.	(p.	76)

An	important	component	of	any	marketing	strategy	is	ensuring	that	you	have	a	strong	
brand. A brand	is	“a	name,	term,	design,	symbol,	or	any	other	feature	that	identifies	one	sell-
er’s	good	or	service	as	distinct	from	those	of	other	sellers”	(American	Marketing	Association,	
2007).	The	brand	can	be	considered	the	image,	reputation,	or	how	the		organization	wants	
people	to	think	or	feel	when	they	hear	about	or	see	the	brand	(Kotler	&	Lee,	2006).	 
A	strong	brand	can	increase	competitive	advantage.	This	means	that	when	given	a	choice,	
consumers	are	more	 likely	 to	choose	 the	organization’s	product	because	of	what	 they	
	associate	with	the	brand.	Elements	that	contribute	to	the	brand	include	the	logo,	tag	line,	
colors,	images,	and	even	the	product	name.	For	example,	when	planning	a	vacation	and	
thinking	about	lodging	options,	what	words,	images,	or	feelings	come	to	mind	when	you	
hear	“Motel	6”	or	“Days	Inn.”	In	contrast,	what	comes	to	mind	when	you	hear	“Marriott”	
or	“Hilton.”	Each	of	these	companies	has	a	distinct	brand.
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The	choice	of	a	program	name	is	an	important	element	in	its	brand	and	promotion,	
since	the	name	can	make	a	difference	in	whether	someone	from	the	priority	population	
will	be	interested	in	the	program.	Creating	a	name	is	part	of	the	marketing	process	used	to	
develop	informative	and	persuasive	communication	flows	between	the	providers	of	a	pro-
gram	and	those	in	the	priority	population.	More	likely	than	not,	a	program	name	will	be	
the	first	contact	that	someone	in	the	priority	population	will	have	with	the	product	(health	
promotion	program).	A	program	name	is	analogous	to	the	headline	of	a	newspaper	article.	
When	most	people	read	a	newspaper,	they	do	not	read	every	article;	rather,	they	skim	the	
headlines	of	the	articles	and	then	read	those	articles	that	appeal	to	them.	It	is	the	headlines	
that	grab	their	attention.	The	same	concept	applies	in	advertising	a	product.	A	good	head-
line	ought	to	compel	members	of	the	priority	population	to	read	the	rest	of	the	message	
(Granat,	1994),	or,	in	the	case	of	a	health	promotion	program,	create	enough	interest	that	
those	in	the	priority	population	want	to	find	out	more	about	the	program.

In	addition	to	creative	names,	acronyms	are	useful	in	bringing	attention	to	a	pro-
gram.	For	example,	Foldcraft,	a	company	in	Minnesota,	uses	the	acronym	H.E.A.L.T.H.	
as	the	name	of	its	health	program.	It	stands	for	“Hey	Everyone	Always	Learns	The	Hard	
way.”	Program	titles	and	acronyms	seem	to	be	limited	only	by	the	planners’	creativity.	
Box 11.5	shows	additional	examples	of	past	and	current	program	names.

Working with Creative teams to help execute the promotional strategy	 Depending	on	
the	agency	and	the	available	budget,	planners	may	be	responsible	for	developing	and	ex-
ecuting	the	promotional	strategy	or	they	may	hire	a	marketing	or	public	relations	firm	to	
do	some	of	the	creative	work	including	creating	messages,	materials,	or	brand	logos	and	
tag	lines.	If	planners	are	working	with	a	creative	agency,	the	following	suggestions	will	
help	ensure	that	the	process	is	successful.	Keep	in	mind	that	the	actual	process	may	vary	
depending	on	the	creative	team	and	their	agency	policies.	At	all	phases	of	the	process,	
planners	should	make	sure	to	have	open	and	honest	communication	with	the	creative	
team.	It	is	important	to	trust	their	creative	skills	and	abilities,	but	planners	need	to	make	
sure	that	they	are	on	track	with	the	program	objectives.

The	first	step	is	to	identify	a	public	relations	or	marketing	agency.	The	organization	
that	a	planner	works	for	may	require	all	outside	work	to	be	solicited	through	a	specific	
procurement	or	bid	process.	In	other	instances,	planners	may	be	able	to	work	directly	
with	an	agency	of	choice.	In	either	circumstance,	the	first	step	is	to	identify	a	list	of	possi-
ble	agencies.	Consider	getting	recommendations	from	other	health	promotion	programs	
or	health-related	organizations	that	have	hired	creative	agencies.	Ask	the	agency	for	sam-
ples	of	their	previous	health-related	campaigns.

Once	an	agency	has	been	selected,	hold	a	meeting	with	members	of	the	program	
planning	 team	 and	 the	 creative	 team.	This	 is	 sometimes	 referred	 to	 as	 a	discovery 
meeting.	At	this	meeting	the	creative	team	will	assess	what	needs	to	be	accomplished.	
Planners	should	bring	to	this	meeting	all	the	research	about	the	priority	population	and	
the	program	goals	and	objectives.	A	concise	way	to	convey	this	information	is	by	using	
a	creative	brief,	which	is	a	synopsis	that	describes	the	priority	population,	the	benefits	
they	seek,	the	barriers	they	face,	the	purpose	of	the	communication,	and	potential	com-
munication	channels.	(See	Box 11.6	for	an	outline	of	a	creative	brief.)
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Box 11.5 Sample Program Names

title (topic) Organization/Company

a plan for life (general health) IBm

awakening the Spirit (diabetes) american Diabetes association

For Your Health (general health)

Freedom from Smoking (smoking 
cessation)

Cno Financial group

american lung association

FreshStart (smoking cessation) american Cancer Society

Health e Strategies (e-health) Wellness Councils of america

Health miles Health rewards program 
(general health)

Health track (general health)

Virgin life Care 

Union pacific

Healthy Balance program (general 
health)

Heart at Work (cardiovascular health)

Caterpillar 

american Heart association

Hey everyone always learns the Hard 
way

Foldcraft (minnesota)

live for life (general health) Johnson & Johnson

live Well—Be Well (general health) Quaker oats

StepS to a Healthier U.S. U.S. Department of Health and 
Human Services

time out for life (general health) Colonial life and accident Insurance 
Company

total life Concept (general health) at&t

United Way at Work (general health) United Way

StayWell (general health) Control Data

Up with life (general health) Dow Chemical

After	the	discovery	meeting,	the	creative	team	will	come	back	to	the	agency	with	
recommendations	for	how	to	proceed,	including	the	type	of	appeal	(e.g.,	humor,	slice	of	
life)	and	the	type	of	communication	materials.	They	should	also	provide	a	cost	estimate	
for	how	many	person-hours	it	will	take	to	develop	the	materials	and	the	cost	of	material	
production.

The	next	step	is	to	sign	an	estimate	agreement.	Before	doing	so,	planners	need	to	make	
sure	that	they	agree	with	the	creative	team’s	recommendations.	That	is,	does	the	recom-
mended	approach	on	strategy	correspond	to	program	goals	and	communication	objectives?	
At	this	point	planners	want	to	clarify	what	work	and	deliverables	are		included	in	the	fees.

Once	the	agreement	is	signed,	the	creative	team	will	begin	their	work.	Based	on	the	budget,	
they	will	flesh	out	a	limited	number	of	concepts,	also	known	as	draft	ideas.	After	reviewing	the	
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concepts,	planners	can	choose	which	one(s)	they	want	to	be	part	of	their	campaign.	A	limited	
number	of	modifications	(sometimes	just	one)	is	included	in	the	original	cost	estimate.	Other	
major	changes	beyond	that	may	require	another	fee.	Knowing	that	several	modifications	can	
increase	the	cost	of	a	promotional	campaign	is	one	reason	that	the	discovery	meeting	is	so	
important	and	why	planners	want	to	be	prepared	with	formative	research	about	the	priority	
population.	Planners	should	also	make	sure	to	build	in	time	and	money	for	pretesting	materi-
als	and	messages	with	the	priority	population,	as	discussed	in	the	next	section.

pretesting
Though	planners	conduct	formative	research	and	learn	as	much	about	consumers	as	
they	can	prior	to	developing	the	marketing	strategy,	planners	need	to	make	sure	that	
they	are	still	on	track	with	consumer	preferences	before	offering	products	or	launch-
ing	the		promotional	campaign.	The	process	of	getting	this	feedback	is	called	pretesting. 
Pretesting	ensures	that	planners	have	developed	program	components	in	response	to,	
and	are	reflective	of	the	priority	population’s	needs,	wants,	and	expectations.

Ideally,	planners	should	test	all	components	of	the	marketing	strategy	including	prod-
ucts,	messages,	materials,	and	selected	promotional	tools.	However,	the	breadth	and	depth	
of	pretesting	is	usually	determined	by	the	budget.	It	is	important	to	include	in	the	project	
time	line,	as	well	the	budget,	adequate	time	and	financial	resources	to	complete	pretesting.

Pretesting	can	be	completed	in	two	phases,	both	of	which	occur	during	the	devel-
opment	process	when	products	and	promotional	materials	are	 in	draft	 form,	before	
ideas	finalized	or	any	promotional	materials	are	produced.	Phase	one	involves	testing	
the	product	concepts.	Think	of	concepts	as	a	prototype	or	draft	form	of	products	and	
services.	Pretesting	concepts	gives	planners	the	opportunity	to	get	feedback	on	the	design	
of	the	product	as	well	as	the	product-related	benefits.	The	topics	planners	would	want	to	
receive	feedback	on	when	pretesting	the	product	or	service	may	include:

•	 How	likely	they	would	be	to	use	the	product

•	 What	they	see	as	benefits	to	using	the	product

•	 What	they	see	as	the	barriers;	what	factors	would	keep	them	from	using	it

Box 11.6 Creative Brief for a Promotional Strategy

1. Background (overview about the topic and project):

2. priority population/Segment (concise description of the priority population):

3.  purpose of promotion (increase awareness of product, remind them product  
exists, encourage them to act):

4. Core Benefit to Highlight:

5. place (where the people will access the product):

6. price (both tangible and intangible):

7. Communication preferences (tools and channels):
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•	 What	products	features	they	like

•	 What	product	features	they	would	change,	and	why

•	 If	the	places	selected	to	offer	the	product	are	convenient

•	 If	the	product	price	is	reasonable

•	 If	the	benefits	associated	with	product	use	are	believable

•	 If	the	product	functions	as	designed

•	 If	instructions	for	how	to	use	the	product	are	clear

The	second	pretesting	phase	is	testing	the	promotional	strategy	messages	and	mate-
rials.	It	is	best	to	test	messages	and	materials	separately	because	planners	will	not	know	
if	the	priority	population	is	responding	to	the	message	or	the	material.	For	instance,	do	
they	think	the	message	is	not	very	motivating	because	of	the	content	of	the	message	or	
because	the	brochure	design	influenced	how	they	understood	the	message?	Box 11.7 

Box 11.7 Topics for Message and Material Pretesting

Show a copy of draft messages and ask:

What is the main idea that you get from this message?

What else are they trying to say?

What do you think they want you to know?

What do you think they want you to believe or think?

What action do you think they want you to take?

Where is the best place to reach you with this message?

Where would you most likely notice it and pay attention to it?

What words are confusing or hard to understand?

Describe what type of person this message is trying to reach.

the main purpose of this message is to persuade you and people like you to 
[describe action related to the product].

How likely do you think it is that this message will influence you to take this action?

What about this message is motivating?

Show a draft of a promotional material and ask:

What do you like about this [material]?

What don’t you like about this [material]?

What stands out to you?

How attention-getting is this [material]? (Note: Use a Likert scale here to measure 
response.)

Source: adapted from kotler & lee (2008); national Cancer Institute (2002).
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outlines	aspects	of	the	promotional	messages	and	materials	about	which	planners	may	
want	to	get	feedback	during	the	pretesting	process.

Pretesting	allows	planners	to	identify	red	flags	or,	in	other	words,	facets	of	the	strat-
egy	that	may	reduce	the	chances	of	success.	However,	positive	feedback	from	the	priority	
population	during	the	pretesting	phase	cannot	indicate	the	degree	to	which	the	consum-
ers	will	 like	the	product	or	service,	or	how	successful	the	promotional	messages	and	
materials	will	be	at	influencing	people	to	use	the	product	or	service.	The	inability	to	gen-
eralize	pretesting	results	to	a	larger	population	is	due	to	a	small	sample	size	and	selection	
methods	(see	Chapter	5).

The	methods	planners	can	use	for	pretesting	depend	on	what	aspect	of	the	market-
ing	strategy	is	being	tested,	the	topics	being	explored,	the	amount	of	money	available	
for	pretesting,	and	the	timeline.	In	general,	focus	groups	and	central	location	intercept	
(grab	sampling)	interviews	are	common	pretesting	methods.	These	qualitative	methods	
are preferred because they allow the planners to interact with the priority population, 
get	in-depth	reactions	to	products,	messages	and	materials,	and	follow	up	with	clarifying	
questions	or	probes.	Considerations	for	when	to	use	each	of	these	methods	for	pretesting	
are presented in Box 11.8.

Pretesting	should	always	be	completed	with	members	of	the	priority	population.	
Planners	 can	use	probability	or	nonprobability	 (also	 called	purposive)	 samples	 (see	
Chapter	5)	to	select	the	participants.	In	addition,	planners	may	want	to	obtain	reviews	
from	subject	matter	experts	or	gatekeepers.	Subject	matter	experts	are	people	who	have	
advanced	knowledge	about	the	health	topic.	Having	subject	matter	expert	review	ensures	
that	the	promotional	messages	are	factually	and	technically	correct,	thereby	reducing	
the	chance	of	conveying	false	information.	Gatekeepers	are	people	who	control	whether	
	messages,	materials,	or	products	reach	the	priority	population.	Gatekeeper	review		enables	
the	planners	to	get	buy-in	from	individuals	who	are	influential	in	distributing	the	product	
or	disseminating	promotional	materials.	Examples	of	gatekeepers	are	nurses	at	doctors’	
offices,	radio	station	owners,	newspaper	editors,	or	individuals	whom	the	priority	popu-
lation	identifies	as	community	leaders.

Continuous Monitoring
Continuous	monitoring	conducted	as	part	of	a	marketing	strategy	is	somewhat	analo-
gous	 to	aspects	of	both	formative	and	process	evaluations	 (see	Chapter	14).	What	
makes	continuous	monitoring	unique	 is	 its	 focus	on	getting	reaction	and	comment	
from	the	priority	population	about	all	aspects	of	the	program	during	the	implementa-
tion	phase.	The	monitoring	function	determines	if	things	are	going	as	planned,	if	the	
program	is	operating	below	expectations,	and	whether	changes	noted	indicate	that	the	
program	is	moving	in	the	right	direction	(Andreasen,	1995).	This	continuous	monitor-
ing	provides	program	planners	with	data	regarding	 level	of	program	acceptance	by	
the	priority	population,	reach	of	messages,	product	distribution	sites,	and	in	general,	
what	is	working	and	what	is	not	working.	Overall,	continuous	monitoring	improves	
the	effectiveness	of	the	program	by	continually	integrating	feedback	from	the	priority	
population.
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Box 11.8  Issues to Consider When Choosing Between Focus 
Groups and Intercept Interviews for Pretesting

Issue to Consider
Use Focus Groups 
When:

Use Intercept 
 Interviews When:

group think or peer 
pressure*

group discussion will 
generate additional 
feedback or will 
stimulate new ideas.

group discussion or 
presence of other 
individuals will keep 
respondents from being 
open and honest about 
their feelings.

Depth of responses* more in-depth 
discussion and 
responses about 
pretesting topic is 
desired.

Quick responses and 
reactions to pretesting 
topic will be sufficient.

Demonstration of 
product or viewing of 
messages and materials

respondents can be 
shown the product 
prototype or 
storyboards with 
messages and materials.

respondents can be 
shown the product 
prototype or 
storyboards with 
messages and materials.

number of topics to be 
pretested

a moderate number of 
topics is being tested.

a limited number of 
topics is being tested.

access to priority 
population*

an adequate number of 
priority population 
members can be 
assembled at the same 
time in one location.

an adequate number of 
priority population 
members can be found 
in a central location.

length of respondent 
availability

respondents are 
available for 
approximately 1–2 
hours.

respondents are 
available for 
approximately

15–20 minutes.

How the priority 
population Uses the 
product

the priority population 
may use the product or 
service as a common 
public experience (e.g., 
taxi ride service).

the priority population 
uses the product on a 
personal level (e.g., a 
new glucometer to 
measure blood sugar).

How the priority 
population receives the 
Communication

the priority population 
may receive the 
communication in a 
public setting (e.g., 
billboard).

the priority population 
receives the 
communication 
individually (e.g., text 
message on their cell 
phone).

*adapted from: Marketing Public Health: Strategies to Promote Social Change. m. Siegel and l. Doner.  Copyright © 
1998 by Jones & Bartlett learning. reprinted with permission.
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s u M M a r y

An	important	aspect	of	any	health	promotion	program	is	being	able	to	design	a	product	
that	will	attract	the	priority	population	initially	and	keep	them	involved	once	they	have	
begun	a	new	behavior.	All	products	must	provide	a	benefit	or	outcome	that	the	priority	
population	values.	Using	marketing	principles	 can	help	planners	develop	 successful	
programs.	Understanding	the	priority	population,	including	their	wants	and	needs,	 is	
at	the	heart	of	the	marketing	process.	An	important	step	in	the	process	is	 identifying	
segments	that	share	similar	characteristics.	The	marketing	mix	should	take	into	account	
the	four	Ps	of	marketing:	product,	price,	place,	and	promotion.	These	elements	together	
become	the	basis	for	the	marketing	strategy	that	will	facilitate	the	exchange	between	the	
program	planner	as	the	marketer	and	the	priority	population	as	the	customer.	Before	
launching	 the	program,	products,	messages,	and	materials	 should	be	pretested	with	
the	priority	population.	After	the	program	starts,	continuous	monitoring	and	getting	
feedback	from	the	priority	population	will	help	keep	the	program	on	track.

r e v i e W  Q u e s t i O N s

 1. Define	the	following	terms:	market, marketing , and social marketing.

 2. What	is	the	relationship	between	formative	research	and	needs	assessment?

 3. How	does	segmenting	your	priority	population	help	you	in	planning?

 4. What	are	some	factors	to	use	when	segmenting	your	priority	population?	Which	
ones	are	most	important?

 5. How	does	diffusion	theory	relate	to	marketing	a	program?

 6. What	are	the	five	different	groups	of	people	described	in	diffusion	theory?	When	
would	each	group	most	likely	join	a	health	promotion	program?

 7. What	has	to	happen	in	order	for	an	exchange	to	take	place	between	a	planner	and	
the	priority	population?

 8. Describe	the	six	elements	that	make	a	social	marketing	approach	unique	from	other	
planning	approaches?

 9. What	are	the	four	Ps	of	marketing?	Explain	each	one.

10. What	are	the	purposes	for	pretesting?

a C t i v i t i e s

1.	 Respond	to	the	following	statements/questions	with	regard	to	a	program	you	are	
planning:
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a.	 Describe	your	product	(i.e.,	tangible	item	or	service).	What	benefit	is	it	providing	
to	your	customer?

b.	 Describe	your	segmented	population.	What	segmentation	factors	did	you	use	to	
identify	segments?

c.	 What	will	it	cost	the	priority	population	to	obtain	the	product?	Explain	the	rationale	
on which you based your decision.

d.	Where	will	the	product	be	placed?	What	is	your	reason	for	placing	it	this	way?	
If	you	have	a	service	product,	when	will	it	be	offered	(location,	days,	and	
time)?

e.	 What	promotional	tools	will	you	use	to	promote	your	program?	How,	when,	and	
where	will	you	let	the	priority	population	know	about	the	item	or	service?

2.	Create	a	promotional	piece	that	could	be	used	to	promote	your	product	through	
advertising,	direct	marketing,	personal	selling,	or	sales	promotions.	This	promo-
tional	piece	should	include	both	text	and	graphics	and	highlight	the	core	benefit	
being offered.

3.	 Survey	members	of	the	priority	population	to	find	out	what	would	motivate	them	to	
begin	a	specific	health	behavior.	Make	sure	to	ask	about	products	and	services	that	
would	help	them	make	that	change.

W e b l i N k s

1. http://www.marketingpower.com

American	Marketing	Association

The	American	Marketing	Association	is	one	of	the	largest	professional	associations	
for	marketers.	This	Website	provides	best	practices	related	to	marketing	strategies,	
including	marketing	tools	and	templates	and	marketing	services	directories.

2. ctb.ku.edu/en/tableofcontents/chapter_1045.aspx

Community	Tool	Box

This	Website	provides	excellent	resources	on	promoting	participation	and	social	
marketing.	Topic	sections	include	step-by-step	instruction,	examples,	checklists,	and	
related resources.

3. http://www.hc-sc.gc.ca/ahc-asc/activit/marketsoc/index_e.html

Social	Marketing	Network

This	Website	provides	the	latest	information	on	social	marketing	and	lessons	learned	
by	Health	Canada’s	Marketing	and	Creative	Services	Division.	Current	case	studies	
provide	step-by-step	instructions	for	the	marketing	process.

http://www.marketingpower.com
http://www.hc-sc.gc.ca/ahc-asc/activit/marketsoc/index_e.html
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4. http://www.social-marketing.com

Weinreich	Communications

This	Website	contains	social	marketing-related	articles,	resources,	conference	calendar,	
and	extensive	lists	of	links	to	pertinent	sources	of	information.

5. www.nsmcenter.org/uk/content/nsmc

National	Social	Marketing	Centre	(NSMC)

The	NSMC	is	a	center	for	excellence	in	behavior	change	and	social	marketing	located	
in	the	United	Kingdom.	This	Website	provides	tools	and	resources	for	designing	social	
marketing	programs	as	well	as	case	studies	from	around	the	world.

6. LISTPROC@LISTPROC.GEORGETOWN.EDU

Georgetown	Social	Marketing	Listserv

This	is	an	active	social	marketing	listserv	with	discussions	centering	on	a	variety	of	
social	marketing	topics.	Subscribers	can	elect	to	receive	a	daily	digest	of	emails	or	
	receive	each	one	as	it	is	posted.	To	subscribe,	send	an	email	message	to	the	URL	
	listed	above.	In	the	body	of	the	message	write	“SUBSCRIBE	SOC-MKTG	[insert	
your	own	name].”

http://www.social-marketing.com
www.nsmcenter.org/uk/content/nsmc
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C h a p t e r   12

C h a p t e r  O b j e C t i v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Define	and	explain	a	logic	model.

•	 Define	implementation.

•	 Identify	the	different	phases	for	implementing	health	promotion	programs.

•	Define	management.

•	 Identify	and	briefly	explain	the	major	resources	that	must	be	managed	during	
implementation.

•	 Identify	major	pieces	of	federal	legislation	that	impact	human	resource	management.

•	 List	and	briefly	describe	the	concerns	that	need	to	be	addressed	before	
implementation	can	take	place.

implementation:
strategies and associated Concerns

K e y  t e r m s

accounting

act	of	commission

act	of	omission

anonymity

audit

beneficence

confidentiality

critical	path	method

disability

ethical issues

external	audit

financial	management

fiscal	accountability

fiscal	year

Gantt chart

HIPAA

implementation

informed	consent

inputs

internal audit

logic	model

management

negligence

news	hook

nonmaleficence

outcomes

outputs

PERT

phased in

pilot testing
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Earlier (in Chapters 1–10) we discussed the steps necessary to plan a solid health 
promotion	program,	and	presented	information	(in	Chapter	11)	that	would	assist	

planners	in	marketing	the	program	they	planned.	As	a	part	of	the	marketing	process	we	
presented	information	on	the	process	of	program	adoption	using	diffusion	theory	(Rogers,	
2003).	It	is	the	adoption	of	a	program	(or	stated	differently,	the	decision	to	participate)	
by	those	in	the	priority	population	that	is	the	beginning	of	the	program		implementation	
process.	Yet	many	other	things	need	to	be	considered	in	the		implementation	process	that	
are	critical	to	a	successful	program.	The	eventual	impact	of	a	program	will	be	judged	not	
only	by	the	effectiveness	of	the	interventions	but	also	by	the	quality	of	the	implementation	
(Parcel,	1995).	In	fact,	Timmreck	(2003)	has	stated	“implementation	is	the	most	critical	
part	of	the	planning	process;	a	plan	that	is	not	implemented	is	no	plan	at	all”	(p. 171).	
In	this	chapter,	we	present	the	key	phases	in	implementing	a	program	and	identify	the	
many	concerns	that	must	be	addressed	as	implementation	unfolds.	Box 12.1	identifies	
the	responsibilities	and	competencies	for	health	education	specialists	that	pertain	to	the	
material	presented	in	this	chapter.

Logic Models

Before	discussing	 implementation,	we	will	present	 information	here	on	 logic	models	
	because	of	their	usefulness	in	the	implementation	process.	Logic	models	have	been	widely	
used	in	community	health	programs	(Helitzer,	Willging,	Hathorn,	&	Benally,	2009).	In	the	
previous	edition	of	this	book	we	presented	information	on	logic	models	in	Chapter	1,	but	
that	may	have	been	too	early	to	fully	appreciate	their	usefulness	in	the	planning	process.	
Logic	models	can	help	all	stakeholders	understand	the	“big	picture”	of	how	planning,	im-
plementing,	and	evaluating	all	fit	together.	“A	logic	model	attempts	to	convey	visually	the	
connection	between	program	activities	and	the	program’s	desired	outcomes;	that	is	the	
logic	of	the	program”	(Lando,	Williams,	Sturgis,	&	Williams,	2006,	p.	2).	Or	stated	a	bit	
differently, a logic model	“is	a	systematic	and	visual	way	to	present	and	share	your	under-
standing	of	the	relationships	among	the	resources	you	have	to	operate	your	program,	the	
activities	you	plan,	and	the	changes	or	results	you	hope	to	achieve”	(WKKF,	2004,	p.	1).	
Simply	put,	a	logic	model	is	a	road	map	(Goldman	&	Schmalz,	2006).	More	specifically:	
“logic	models	increase	the	likelihood	that	program	efforts	will	be	successful	because	they

•	 Communicate	the	purpose	of	the	program	and	expected	results.
•	 Describe	the	actions	expected	to	lead	to	the	desired	results.
•	 Become	a	reference	point	for	everyone	involved	in	the	program.
•	 Improve	program	staff	expertise	in	planning,	implementation,	and	evaluation.
•	 Involve	stakeholders,	enhancing	the	likelihood	of	resource	commitment.

Key terms, continued

prudent

task	development	time	line

technical resources

Type	III	errorsprogram	kick	off

program	launch

program	rollout
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Box 12.1  Responsibilities and Competencies for Health 
Education Specialists

this chapter focuses on program implementation. Because implementation is a 
 culmination of all the preparation and planning that has come before it, several of 
the responsibilities and competencies for health education specialists apply. the 
responsibilities and competencies related to these tasks that are associated with 
implementation include:

Responsibility II: plan Health education

Competency 2.4: Develop a Scope and Sequence for the 
Delivery of Health education

Competency 2.5: address factors that affect Implementation

Responsibility III: Implement Health education

Competency 3.1: Implement a plan of action

Competency 3.2: monitor Implementation of Health education

Competency 3.3: train Individuals Involved in Implementation 
of Health education

Responsibility V: administer and manage Health education

Competency 5.1: manage Fiscal Resources

Competency 5.4: manage Human Resources

Competency 5.5: Facilitate partnerships in Support of Health 
education

Responsibility VI: Serve as a Health education Resource person

Competency 6.2: provide training

Competency 6.3: Serve as a Health education Consultant

Responsibility VII: Communicate and advocate for Health and Health education

Competency 7.4: engage in Health education advocacy

Source: nCHeC, SopHe, & aaHe (2010).

•	 Incorporate	findings	from	other	research	and	demonstration	projects.
•	 	Identify	potential	obstacles	to	program	operation	so	that	staff	can	address	them	early	

on”	(CDC,	n.d.,	para.	3).

Logic	models	can	take	many	different	shapes	(linear,	circular,	lists)	and	be	presented	
in	various	levels	of	detail	(simple,	complex)	but	all	depict	the	relationship	and	linkages	of	
various	components	in	a	graphic	display	of	boxes	and	arrows.	“Program-level	logic	mod-
els	are	often	meta-summaries	of	complex	processes;	as	a	result,	additional	logic	models	
may	be	needed	to	‘unpack’	each	component	in	the	original	model	so	that	more	details	
can	be	articulated”	(Helitzer	et	al.,	2009,	p.	64).	In	its	most	basic	form	a	logic	model	
includes	three	components:	inputs (or resources), outputs	(or	activities),	and	outcomes 
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(or	results	or	effects).	(See	Figure 12.1	for	the	basic	logic	model.)	The	inputs in a logic 
model	are	the	resources	that	are	used	to	plan,	implement,	and	evaluate	a	program.	They	
often	include	human	resources	(and	related	items	like	training,	technical	assistance,	vol-
unteers),	partnerships,	funding	sources,	equipment,	supplies,	materials,	and	community	
resources	(e.g.,	space,	gifts).	The	outputs	in	a	logic	model	are	the	activities	or	interven-
tions	in	a	program.	They	often	include	products	(e.g.,	curricula,	educational	DVDs,	new	
software),	services	(e.g.,	in-service	trainings,	screenings,	counseling),	and	infrastructure	
(e.g.,	structure,	capacity,	process,	and	relationships).	Some	logic	model	experts	have	a	
step	in	between	input	and	outputs	called	activities	(e.g.,	weekly	sessions	or	newsletters);	
the	outputs	are	then	things	like	number	of	sessions	and	number	participating,	or	number	
of	newsletters.	Others	have	included	processes,	tools,	technology,	events,	and	actions	as	
activities.

The	outcomes	in	a	logic	model	are	the	intended	results	and	are	broken	into	short-term 
(or	immediate)	(e.g.,	changes	in	awareness,	attitudes,	knowledge,	skills),	mid-term	(or	me-
dium)	(e.g.,	changes	in	behavior	or	the	environment),	and	long-term	(e.g.,	risk	reduction,	
change	in	health	status,	or	quality	of	life).	Some	logic	model	experts	have	a	step	after	out-
comes	called	impact,	which	they	define	as	the	fundamental	intended	or	unintended	change	
occurring	in	organizations,	communities,	or	systems	as	a	result	of	program.

Basic	logic	models	are	good,	but	the	more	detailed	a	logic	model	the	more	useful	it	is	
to	those	interested	in	the	program	being	planned.	Thus,	others	(CDC,	n.d.;	CDC,	2010e;	
Goldman	&	Schmaltz,	2006;	University	of	Kansas,	2011;	WKKF,	2004)	have	suggested	
that	logic	models	can	also	include	(1)	the	purpose	or	mission	of	the	program;	(2)	the	
context,	conditions,	or	situations	under	which	the	program	will	be	offered;	(3)	assump-
tions	associated	with	the	planned	program;	(4)	external	factors	that	could	influence	the	
success	of	the	program;	and	(5)	a	description	of	the	evaluation	of	the	proposed	program.	
Box 12.2	provides	an	example	of	a	logic	model	that	was	used	as	part	of	the	planning	
process	for	a	program	aimed	at	reducing	the	incidence	of	colon	cancer.

Inputs

What is invested?

Planned work Intended results

Outputs
Short-term

outcomes

Mid-term

outcomes

Long-term

outcomes

What is done? What are the results?

Figure 12.1 Basic logic model
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Defining implementation

In	the	simplest	 terms,	 implementation	means	to	carry	out.	Timmreck	(1997)	defined	
 implementation	as	the	“the	act	of	converting	planning,	goals,	and	objectives	into		action	
through	administrative	structure,	management	activities,	policies,	procedures,	regula-
tions,	and	organizational	actions	of	new	programs”	(p.	328).	Keyser	and	colleagues	
(1997)	summarized	 implementation	as	 the	setting	up,	managing,	and	executing	of	a	
	project.	Whereas	Bartholomew	and	colleagues	(2011)	indicated	that	implementation	is	
one	of	the	three	stages	of	program	diffusion,	with	the	other	two	being	adoption and 
 sustainability.	Let’s	look	now	at	the	phases	in	the	implementation	process.

phases of program implementation

The	phases	of	implementation	that	we	present	here	are	a	combination	of	some	of	our	
own	ideas	with	those	of	Parkinson	and	Associates	(1982),	Bartholomew	and	colleagues	
(2011),	and	Johnson	and	Breckon	(2007).	It	should	be	noted	that	the	resulting	generic	

Box 12.2  Application: Logic Model for a Colon Cancer 
Prevention Program
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phases	presented	are	flexible	in	nature	and	can	be	modified	to	meet	the	many	different	
situations	and	circumstances	faced	by	planners.

phase 1: adoption of the program
Because the adoption process was presented at length earlier (in Chapter 11), we will not 
repeat	it	here.	However,	we	do	want	to	remind	planners	that	great	care	must	go	into	the	
marketing	process	to	ensure	that	a	relevant	product	(i.e.,	the	health	promotion	program)	
is	planned	so	that	those	in	the	priority	population	will	want	to	participate	in	it.

phase 2: identifying and prioritizing the tasks to be Completed
In	order	for	a	program	to	be	implemented,	planners	will	need	to	identify	and	prioritize	a	
number	of	smaller	tasks.	Even	though	many	of	these	tasks	are	small	in	nature,	they	can-
not	be	overlooked	if	planners	want	a	smooth	implementation.	Reserving	space	where	the	
program	is	to	be	held,	making	sure	audiovisual	equipment	is	available	when	requested,	
ordering	the	correct	number	of	participant	education	packets	or	manuals,	and	arranging	
for	interpreters	when	working	with	a	diverse	population	are	examples	of	tasks	that	are	
important	to	the	success	of	a	program.	Other	implementation	tasks	are	presented	later	in	
this	chapter	in	the	section	titled	“Concerns	Associated	with	Implementation.”

To	assist	with	identifying	and	prioritizing	these	tasks,	it	is	recommended	that	plan-
ners	use	some	form	of	a	planning	timetable	or	time	line.	Planning	timetables	and	time	
lines	can	graphically	represent	the	dates,	time	span,	and	sequence	of	events	 involved	
in	a	program	(Issel,	2009).	They	can	also	aid	in	monitoring	program	progress	“so	that	
midcourse	corrections	can	be	made,	if	needed”	(McDermott	&	Sarvela,	1999,	p.	72).	
Planning	timetables	that	are	commonly	used	include	basic	time	lines,	task	development	
time	lines	(TDTLs)	(Anspaugh,	Dignan,	&	Anspaugh,	2000),	Gantt	charts,	PERT	charts,	
and	the	critical	path	method	(CPM).	A	basic	time	line	is	the	simplest	of	the	tools.	It	
places	the	key	activities	or	tasks	on	a	line	in	the	order	that	they	will	be	completed.	It	may	
or	may	not	include	an	estimate	of	the	dates	when	the	activities	or	tasks	will	take	place,	
and	the	time	allocated	to	complete	them	(see	Figure 12.2).

Task	development	time	lines	and	Gantt	charts	are	very	similar.	They	are	both	com-
posed	of	rows	and	columns.	The	rows	on	the	left-hand	side	of	the	chart	represent	the	
tasks	or	activities	to	be	completed,	while	the	columns	represent	periods	of	time.	In	the	
examples	presented	in	Figures 12.3 and 12.4,	the	columns	represent	months,	but	they	
could	just	as	easily	represent	weeks	or	for	that	matter	days	if	the	chart	were	being	used	
for	a	short-term	project.	The	major	difference	between	a	TDTL	and	a	Gantt	chart	is	in	
the	detail	presented.	A	task development time line	 identifies	the	tasks	that	need	to	be	
completed	and	the	time	frame	in	which	the	tasks	will	be	completed	(Anspaugh	et	al.,	
2000).	A	Gantt chart,	developed	in	1917	by	Henry	Gantt	as	a	production	control	tool	

Appoint
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Determine
the purpose
and scope
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risk factors
linked to
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problem
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Validate
the need

Gather
data

Analyze
data

Figure 12.2 Sample Basic time line for a needs assessment
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Tasks
Year 1

Months

J

Develop program
rationale

Conduct needs
assessment

Develop goals
and objectives

Create intervention

Conduct formative
evaluation

Assemble necessary
resources

Market program

Pilot test program

Refine program

Phase in intervention #1

Phase in intervention #2

Phase in intervention #3

F M A M J J A S O N D

Tasks
Year 2

Months

J

Phase in intervention #4

Total
implementation

Collect and analyze
data for evaluation

Prepare
evaluation report

Distribute report

Continue with
follow-up for
long-term evaluation

F M A M J J A S O N D

Figure 12.3 Sample task Development time line for program planning, Implementation,  
and evaluation
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(TechTarget,	2007a),	does	the	same	plus	provides	an	indication	of	the	progress	made	
toward	completing	the	task	by	using	different	size	lines	to	distinguish	between	the	pro-
jected	time	frame	for	a	task	and	the	progress	toward	completing	the	task.	In	addition,	
a	Gantt	chart	uses	a	marker	above	the	columns	to	indicate	the	current	date	(Timmreck,	
2003).	(See	the	check	mark	above	the	month	of	August	in	Figure	12.4.)	Thus,	when	using	
a	Gantt	chart,	planners	would	update	their	progress	regularly	on	the	chart.

PERT	is	an	acronym	for	program	evaluation	and	review	technique.	PERT	charts	are	
more	complex	than	Gantt	charts	and	have	not	been	used	as	much	with	health	promotion	
programs	(Timmreck,	2003).	PERT	charts	are	composed	of	two	components,	a	diagram	
and	a	timetable	(Minelli	&	Breckon,	2009).	The	diagram	presents	a	visual	representation	
of	the	relationship	between	and	among	the	tasks	to	be	completed.	The	diagram	also	indi-
cates	the	order	of	completion	by	sequentially	numbering	the	tasks.	This	means	that	tasks	
identified	with	lower	numbers	must	be	completed	prior	to	taking	on	tasks	identified	with	
higher	numbers	(TechTarget,	2007b).	The	timetable	of	a	PERT	chart	is	similar	to	the	
key	activity	chart	but	also	includes	three	estimates	of	time	for	each	task.	Included	in	the	
estimates	are	an	optimistic,	pessimistic,	and	a	probabilistic	time	frame.	The	complexity	
of	PERT	puts	a	detailed	explanation	beyond	the	scope	of	this	textbook.	If	readers	are	
interested	in	learning	more	about	it,	we	recommend	referring	to	business	management	
textbooks.

The	last	planning	timetable	to	be	presented	is	the	critical path method	(CPM).	CPM	
charts	are	similar	to	PERT	charts	and	are	sometimes	referred	to	as	PERT/CPM.	Like	
all	the	other	planning	timetables	presented	here,	the	CPM	provides	a	graphical	view	of	
the	project	and	predicts	the	time	required	to	complete	the	project.	But	what	is	unique	
to	CPM	is	that	it	focuses	on	time	by	showing	which	tasks	are	critical	to	maintaining	the	
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Figure 12.4 Sample Gantt Chart for program Implementation and evaluation
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planning	schedule	and	which	are	not	(NetMBA,	2002–2010).	Thus,	the	critical	path	is	
indicated	and	consists	of	the	set	of	dependent	tasks	(each	dependent	on	the	preceding	
one)	that	together	take	the	longest	time	to	complete.	The	tasks	on	the	path	are	criti-
cal	because	any	delay	in	their	completion	will	lengthen	program	implementation	unless	
	appropriate	action	is	taken	(NetMBA,	2002–2010).

phase 3: establishing a system of Management
Once	all	the	tasks	have	been	identified	and	the	timetable	for	completing	them	has	been	
developed,	planners	 can	 turn	 their	 attention	 to	how	 the	program	will	be	managed.	
Management	has	been	defined	as	“the	process	of	assembling	and	using	sets	of	resources	
in	a	goal-directed	manner	to	accomplish	tasks	in	an	organizational	setting”	(Hitt,	Black,	
&	Porter,	2012,	p.	483).	Typically,	the	sets	of	resources	include	human,	financial,	and	
technical	resources	(Johnson	&	Breckon,	2007).	Management	is	an	important	part	of	
the	program	implementation	process.	“The	efficient,	satisfactory	management	of	a	health	
promotion	program	is	vital	to	its	long-term	success”	(Anspaugh	et	al.,	2000,	p.	124).	
Yet,	management	is	both	challenging	and	necessary	(Hitt	et	al.,	2012).	It	is	challenging	
because	the	large	number	of	responsibilities	(e.g.,	planning,	organization,	coordination,	
and	control)	associated	with	the	task	of	managing	and	because	of	change,	both	expected	
and	unexpected,	throughout	the	life	of	a	program.	Thus,	good	management	is	needed	
to	ensure	that	programs	are	both	effective and efficient	(Gomez-Mejia	&	Balkin,	2012).	
Effective	programs	are	ones	that	meet	stated	goals	and	objectives.	They	are	efficient	
when	the	best	possible	use	is	made	of	program	resources.	Good	managers	can	go	a	long	
way	in	making	this	happen.	Hitt	and	colleagues	(2012)	have	identified	three	types	of	
skills	needed	by	managers—technical,	 interpersonal,	and	conceptual.	“Technical	skills	
involve	having	specialized	knowledge	about	procedures,	processes,	and	equipment,	and	
include	knowing	how	and	when	to	use	that	knowledge”	(p.	19).	Interpersonal	skills	in-
clude	such	qualities	as	sensitivity,	persuasiveness,	and	empathy,	while	conceptual	skills,	
sometimes	called	cognitive	ability	or	cognitive	complexity,	include	such	skills	as	logical	
reasoning,	judgment,	and	analytical	abilities.

Depending	on	the	type	of	program	being	planned,	the	management	process	could	
range	from	consuming	a	small	portion	of	a	single	planner’s	time	and	resources,	such	
as	when	a	smoking	cessation	program	is	being	planned	for	10	people,	to	needing	several	
	people	working	full-time	to	manage	a	large	community-wide	program.	Many	of	the	tasks	
associated	with	the	management	phase	of	 implementation	are	presented	later	 in	this	
chapter.	In	the	space	below	we	will	provide	an	overview	of	the	management	of	the	three	
major	resources.

human resources Management (hrM)	 There	are	four	fundamental	functions	associated	
with	HRM.	“These	functions,	designated	by	the	acronym	PADS,	are	planning,		acquisition,	
development,	and	sanction”	(Klingner,	Nalbandian,	&	Llorens,	2010,	p. 4).	Personnel	
planning	refers	to	the	work	that	must	be	completed	in	order	to	be	able	to		determine	
what	positions	are	needed	to	carry	out	a	program	and	how	to	fill	them	(Dessler,	2012),	
whether	they	are	filled	with	employees	or	volunteers.	(See	Chapter	10	for	more	informa-
tion	on	volunteers.)	Thus	knowing:	(1)	what	tasks	that	must	be	completed	by	the	per-
sonnel	of	a	program,	(2)	what	knowledge	and	skills	the	personnel	need	to	complete	the	
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tasks,	(3)	how	many	people	will	be	needed	to	complete	the	tasks,	(4)	how	to	describe	the	
jobs	(see	Box	10.4	for	a	sample	job	description),	and	(5)	how	much	compensation	(pay	
and	benefits)	is	appropriate	for	the	jobs	are	all	part	of	planning.

Once	the	planning	for	personnel	is	complete	and	job	descriptions	are	in	place,	pro-
gram	managers	can	then	focus	on	acquisition	(the	A	of	PADS)	of	personnel;	that	is,	the	
recruitment	and	selection	of	the	personnel.	This	process	begins	by	generating	a	pool	of	
candidates	for	the	jobs	through	recruitment.	This	is	typically	handled	through	advertis-
ing	via	the	 job posting	at	various	sites	(e.g.,	newspapers;	online	on	home	pages	or	re-
cruiting	job	boards;	at	employment	agencies	or	career	centers)	where	viable	candidates	
will	find	the	information	(Dessler,	2012).	Job	postings	not	only	describe	the	positions	
that	need	to	be	filled	but	also	include	information	about	the	application	process.	It	is	
not	unusual	to	have	applicants	provide	a	letter	of	application,	complete	an	application	
form,	submit	a	résumé,	and	provide	either	letters	of	recommendation	or	the	names	of	
references	to	be	contacted	later.	With	the	formal	applications	in	hand,	candidates	must	
be	screened	(which	in	addition	to	looking	for	the	appropriate	qualifications	may	include	
testing,	background	checks,	physical	exams,	and	drug	testing),	decisions	must	be	made	
on	how	and	when	to	interview	them,	and	finally	the	best	candidates	must	be	selected,	
and	their	services	secured.

The	D	in	PADS	stands	for	development.	Development	includes	the	orientation,	train-
ing,	performance	appraisal,	and	professional	growth	opportunities	to	increase	the	person-
nel’s	willingness	and	competencies	to	perform	well	(Dessler,	2012;	Klingner	et	al.,	2010).	
Orientation	(often	called	onboarding)	has	two	major	purposes:	(1)	to	provide	background	
information	to	perform	the	job	satisfactorily,	and	(2)	to	socialize	new	personnel	to	the	work	
environment	by	instilling	the	attitudes,	standards,	values,	and	patterns	of	behavior	that	
are	expected	(Dessler,	2012).	Training	involves	providing	personnel	with	the	knowledge	
and	skills	needed	to	be	successful	in	the	position.	Much	training	today	revolves	around	
building	capacity	and	teamwork.	(See	Chapter	10	for	more	on	these	topics.)	Performance	
	appraisal	and	professional	growth	opportunities	frequently	go	hand	in	hand.	Performance	
appraisal	often	includes	some	informal	appraisal	in	which	feedback	is	provided	as	needed	
and	a	more	formal	evaluation	that	is	conducted	on	either	a	semi-annual	or	annual	basis.	
The	results	of	these	appraisals	can	be	used	to	plan	additional	training	to	deal	with	deficien-
cies	or	plan	professional	growth	opportunities	to	expand	staff	abilities	and	competencies.

The	final	fundamental	function	in	HRM	is	sanction.	Sanction	(the	S	of	PADS)	deals	
with	maintaining	the	expectations	and	obligations	program	personnel	and	their	program	
manager	have	to	one	another	through	appropriate	compensation,	discipline/grievances,	
health	and	safety,	and	personnel	rights	(Klingner	et	al.,	2010).

Much	of	the	work	of	program	managers	as	related	to	HRM	is	guided	by	laws	and	legal	
decisions.	Box 12.3	includes	a	list	of	a	number	of	the	important	pieces	of	federal	legislation	
that	impact	the	management	of	human	resources.	Note	that	most	of	the	legislation	pre-
sented	in	Box	12.3	applies	to	all	employees	and	most	employers	but	not	all.	In	certain	situa-
tions	specific	requirements	must	be	met	for	the	legislation	to	apply.	For	example,	the	Family	
and	Medical	Leave	Act	(FMLA)	only	applies	in	work	settings	with	50	or	more	employees.	
Also	note	that	in	addition	to	the	federal	legislation	individual	states	may	also	have	laws	that	
impact	human	resources.	An	example	is	the	“state-by-state	laws	that	establish	insurance	
plans	to	compensate	employees	injured	on	the	job”	(Gomez-Mejia	&	Balkin,	2012,	p.	286).
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Box 12.3  Important Pieces of Federal Legislation  
Impacting Human Resources

Year Legislation topic

1935* Social Security act Retirement system for workers

1938 Fair labor Standards act prescribes standards for wages and overtime pay

1959 labor-management Reporting 
and Disclosure act (lmRDa)

Deals with the relationship between a union and 
its members

1963 equal pay act prohibits discrimination in pay based on gender

1964** Civil Rights act prohibits discrimination based on race, color, 
religion, gender, or national origin

1967 age Discrimination  
employment act

prohibits discrimination against a person 40 or 
older because of age

1970 occupational Safety and  
Health (oSH) act

Workplace Safety

1973 Vocational Rehabilitation act prohibits discrimination against qualified 
individuals with handicaps

1974 Vietnam era Veterans’ 
Readjustment assistance act

Requires affirmative action in employment for 
veterans of the Vietnam War era

1974 employee Retirement Income 
Security act

Regulates employers who offer pension or 
welfare benefit programs for their employees

1978 pregnancy Discrimination act prohibits discrimination in employment against 
pregnant women, or related conditions

1985 Consolidated omnibus Budget  
Reconciliation act (CoBRa)

provides opportunity to allow employee pay for 
continued health insurance coverage after 
termination

1988 Drug-Free Workplace act employers must implement certain policies to 
restrict employee drug use

1990*** americans with Disability act  
(aDa)

prohibits employment discrimination based on 
ability

1993*** Family and medical leave act 
(Fmla)

time off for medical issues for self and family

1996 Health Insurance portability  
and accountability act (HIpaa)

Health insurance and privacy

2008 Genetic Information 
nondiscrimination act (GIna)

prohibits discrimination in health coverage and 
employment based on genetic information

* amended numerous times
**amended in 1991
***amended in 2008
Source: Created from Dessler (2012); Fallon & Zgodzinski (2012); Gomez-mejia & Balkin (2012); Grudzien (2009); 
Johnson & Breckon (2007); Klingner et al. (2010); and USDl (n.d.).
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Financial Management Financial management	“is	the	process	of	developing	and	using	
systems	to	ensure	that	funds	are	spent	for	the	purposes	for	which	they	have	been	appro-
priated”	(Klingner	et	al.,	2010,	p.	88).	Financial	management	begins	after	funds	have	been	
obtained	and	the	program	budget	has	been	created.	(See	Chapter	10	for	more	information	
on	sources	of	funding	and	budgets.)	Thus,	it	is	the	program	manager	who	is	responsible	
for	ensuring	that	program	funds	are	spent	on	the	things	for	which	they	were	appropri-
ated.	This	process	begins	with	a	system	to	record	the	transactions	that	take	place	over	the	
life	of	a	program.	These	transactions	include	funds	coming	into,	the	income	(e.g.,	grant	
money,	gifts,	participant	fees),	and	going	out,	the	expenditures	(e.g.,	paying	for	salaries	
and	wages,	and	the	purchase	of	materials,	supplies,	and	equipment)	of	the	program.	The	
process	of	recording	and	summarizing	these	transactions	and	interpreting	their	effects	
on	the	program	budget	is	referred	to	as	accounting	(Fallon	&	Zgodzinski,	2012).	Each	
organization	has	an	accounting	process	and	depending	on	the	size	of	the	organization	
responsibility	for	the	accounting	process	may	fall	on	the	program	manager	or	if	the	or-
ganization	is	large	enough	it	may	fall	to	an	accounting	department.

The	accounting	process	generates	financial	statements.	“Financial	statements	can	be	
prepared	at	any	point	in	time	and	can	cover	any	period	of	time”	(Fallon	&	Zgodzinski,	
2012,	p.	60).	Most	organizations	work	on	a	fiscal year	(or	funding	year)	running	from	
either	January	1st	to	December	31st	or	July	1st	to	June	30th.	However,	it	is	common	for	
financial	statements	to	be	created	at	regular	intervals	(i.e.,	weekly,	monthly,	quarterly,	
semiannually,	or	annually)	during	the	fiscal	year.	(See	Figure	10.3.)	Each	“organization	
selects	a	reporting	period	and	prepares	financial	statements	at	the	end	of	the	designated	
reporting	period”	(Fallon	&	Zgodzinski,	2012,	p.	61).	The	statements	usually	include	
“actual	revenue	and	expenses	for	the	period,	year-to-date	actual,	and	year-to-date	vari-
ance	(Johnson	&	Breckon,	2007,	p.	180).	It	is	then	the	responsibility	of	the	person	in	
charge of	program	finance	to	determine	the	status	of	the	budget	and	compare	the	financial	
statement	to	the	program	budget.	Armed	with	such	information,	the	program	manager	
can	make	the	necessary	financial	decisions.	“The	extent	to	which	resources	are	managed	
according	to	the	budget”	(Issel,	2009,	p.	323)	is	referred	to	as	fiscal accountability.

Audits	are	conducted	to	ensure	that	the	accounting	process	within	an	organiza-
tion	is	being	handled	properly.	An	audit	 is	a	“review	and	confirmation	that	financial	
reports are accurate and that standard accounting procedures were used to prepare the 
reports”	(Johnson	&	Breckon,	2007,	p.	288).	The	main	purpose	of	an	audit	“is	to	deter-
mine	if	fraud	or	other	undesirable	practices	are	occurring”	(Johnson	&	Breckon,	2007,	
p. 292).	Further,	audits	can	be	either	external	or	internal.	An	external audit is one that is 
conducted	by	an	qualified	independent	accountant	usually	just	once	a	year,	whereas	an	
 internal audit	is	a	frequent	and	ongoing	audit	conducted	by	an	employee	of	the	organiza-
tion	not	responsible	for	the	accounting	practices	(BusinessDictionary.com,	2011a).

technical resources Management Technical resources (also referred to as other resources) 
includes	 all	 other	 resources	 besides	 human	or	 financial.	 Included	 in	 this	 category	of	 
resources	are	communication	(both	internal	and	external	to	the	organization),	equipment	
(e.g.,	computers),	expertise,	information,	materials,	partnerships,	relationships,	space,	and	
supplies.	This	may	be	the	most	difficult	category	of	resources	to	manage	because	sometimes	
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it	is	difficult	to	quantify	the	amount	of	a	technical	resource	like	personnel	and	funding	
needed	for	a	program.	For	example,	how	are	external	communication	and	relationships	
quantified?

phase 4: putting the plans into action
Parkinson	and	Associates	(1982)	suggested	three	major	ways	of	putting	plans	into		action:	
by	using	a	piloting	process;	by	phasing	them	in,	in	small	segments;	and	by	initiating	the	
total	program	all	at	once.	These	three	strategies	are	best	explained	by	using	an	inverted	
triangle, as shown in Figure 12.5.	The	triangle	represents	the	number	of	people	from	the	
priority	population	who	would	be	involved	in	the	program	based	on	the	implementation	
strategy	chosen.	The	wider	portion	of	the	triangle	at	the	top	would	indicate	offering	the	
program	to	a	larger	number	of	people	than	is	represented	by	the	point	of	the	triangle	at	
the	bottom.

These	 three	different	 implementation	 strategies	 exist	 in	a	hierarchy.	 It	 is	 recom-
mended	that	all	programs	go	through	all	three	of	the	strategies,	starting	with	piloting,	
then	phasing	in,	and	finally	implementing	the	total	program.	However,	keep	in	mind	that	
limited	time	and	resources	may	not	always	allow	planners	to	work	through	all	three	strat-
egies.	In	addition,	if	the	priority	population	is	relatively	small	it	may	not	make	sense	to	
use	all	three	strategies.	In	such	cases	the	phasing	in	strategy	would	probably	not	be	used.

pilot testing Pilot testing (or piloting or field testing)	a	program	is	a	crucial	step.	Even	
though	planners	work	hard	to	bring	a	program	to	the	point	of	putting	it	into	action,	it	is	
important	to	try	to	identify	any	problems	with	the	program	that	might	exist.	Pilot	test-
ing	allows	planners	to	work	out	any	bugs	before	the	program	is	offered	to	a	larger	seg-
ment	of	the	priority	population,	and	also	to	validate	the	work	that	has	been	completed	
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up	to	this	point.	For	the	most	meaningful	results,	a	newly	developed	program	should	
be		piloted	in	a	similar	setting	and	with	people	as	much	like	those	who	will	eventually	
use	the	program	as	possible.	Use	of	any	other	group	may	fail	to	identify	problems	or	
concerns	that	would	be	specific	to	the	priority	population.	As	an	example	of	the	piloting	
process,	take	the	case	of	a	hospital	developing	a	worksite	health	promotion	program	that	
will	be	marketed	to	outside	companies.	It	would	be	best	if	the	program	were	piloted	on	
a	worksite	group	before	it	was	marketed	to	worksites	in	the	community.	The	hospital	
could	look	for	a	company	that	might	want	to	serve	as	a	pilot	group,	or	it	might	use	its	
own	employees.

As	part	of	piloting	the	program,	planners	should	check	on	the	following	four	areas:

1. The	intervention	strategies	were	implemented	as	planned.

2. The	intervention	strategies	worked	as	planned.

3. Adequate	resources	were	available	to	carry	out	the	program.

4. Participants	in	the	pilot	group	had	an	opportunity	to	evaluate	the	program.

It	is	important	to	have	the	program	participants	critique	such	aspects	of	the	pro-
gram	as	content,	approaches	used,	facilitator’s	effectiveness,	space,	accommodations,	
and	other	resources	used.	Such	feedback	will	help	planners	determine	if	they	need	to	
revise	the	program,	and	if	so	how	to	revise	it.	If	many	changes	are	made	in	the	program	
as	a	result	of	piloting,	planners	may	want	to	pilot	it	again	before	moving	ahead.	(This	
evaluation	process	during	the	piloting	phase	is	part	of	formative	evaluation	and	will	be	
discussed	further	in	Chapter	13.)

phasing in	 Once	a	program	has	been	piloted	and	revised,	the	program	should,	if	ap-
plicable, be phased in	rather	than	implemented	in	its	entirety.	This	is	especially	true	when	
there	is	a	very	large	priority	population.	Phasing	in	allows	the	planners	to	have	more	
control	over	the	program	and	helps	to	protect	planners	and	facilitators	from	getting	in	
over	their	heads.	There	are	four	ways	in	which	to	phase	in	a	program:

1. By	different	program	offerings

2. By	a	limit	on	the	number	of	participants

3. By choice of location

4. By participant ability

Say	a	comprehensive	health	promotion	program	was	being	planned	for	Blue	Earth	
County,	Minnesota.	To	phase	in	the	program	by	different	offerings,	planners	might	offer	
stress-management	classes	the	first	six	months.	During	the	next	six-month	period,	they	
could	again	offer	stress	management	but	also	add	smoking	cessation	programs.	This	
process	would	continue	until	all	offerings	are	included.

If	the	program	were	to	be	phased	in	by	limiting	the	number	of	participants,	plan-
ners	might	 limit	the	first	month’s	enrollment	to	25	participants,	expand	it	 to	35	the	
second	month,	to	45	the	third	month,	and	so	on,	until	all	who	wanted	to	participate	
were		included.	To	phase	in	the	program	by	location,	it	might	initially	be	offered	only	to	
those	living	in	the	southwest	portion	of	the	county.	The	second	year,	it	might	expand	to	
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include	those	in	the	southeast,	and	continue	in	the	same	manner	until	all	were	included.	
A	program	planned	for	a	college	town	might	be	offered	first	on	campus,	then	off	cam-
pus	to	the	general	public.	A	program	phased	in	by	participant	ability	might	start	with	
a	beginning	group	of	exercisers,	then	add	an	intermediate	group,	and	finally	include	an	
advanced	group.

total implementation	 Implementing	the	total	program	all	at	once,	in	most	situations,	
would	be	a	mistake.	Rather,	planners	should	work	toward	total	implementation	through	
the	piloting	and	phasing	in	processes.	The	only	exceptions	to	this	might	be	“one-shot”	
programs,	such	as	programs	designed	around	a	single	lecture,	and	possibly	screening	
programs,	but	even	then	piloting	would	probably	help.

First Day of implementation	 No	matter	what	program	is	being	planned,	there	will	be	a	
“first	day”	for	the	program.	The	first	day	of	the	program,	also	referred	to	as	the		program 
launch, program rollout, or program kickoff,	 is	 just	an	extension	of	 the	 fourth	P	of	
	marketing:	promotion	(see	Chapter	11).	The	focus	of	promotion	is	on	creating	and	sus-
taining	demand	for	a	product	(Weinreich,	1999).	The	creation	of	the	demand	for	the	
product	leads	to	the	initiation	of	the	program.	As	such,	some	special	planning	needs	to	
take	place	for	the	first	day	of	implementation.	First,	decide	on	a	day	when	the	program	is	
to	be	rolled	out.	Consider	launching	the	program	to	coincide	with	other	already-occurring	
events	or	special	days	that	can	help	promote	the	program.	Examples	include	starting	a	
weight	loss	program	at	the	beginning	of	the	calendar	year	to	coincide	with	New	Year’s	
resolutions,	beginning	a	smoking	cessation	program	on	the	third	Thursday	of	November	
(the	day	each	year	for	the	American	Cancer	Society’s	Great	American	Smokeout),	having	
immunization	programs	and	physical	examinations	for	children	prior	to	the	beginning	
of	a	new	school	year,	launching	a	skin	cancer	prevention	program	on	a	college	campus	
prior	to	the	annual	spring	break,	or	rolling	out	the	community-wide	exercise	program	at	
the	beginning	of	February,	Heart	Health	month.

Second,	kick	off	the	program	in	style.	This	is	important	to	bring	attention	to	the	
program,	and	to	create	momentum	and	enthusiasm	for	the	program	(Chapman,	2006).	
Planners	should	consider	having	a	first	day	that	includes	some	special	event	such	as	a	
ribbon	cutting,	health	screening,	health	fair,	contest,	appearance	by	a	celebrity,	or	some	
other	event	that	starts	the	program	on	a	positive	note.	Celebrities	need	not	be	individuals	
with	national	or	international	recognition,	but	may	be	individuals	such	as	an	executive	
or	supervisor	of	the	organization	for	which	the	program	is	being	planned	(e.g.,	chief	
executive	officer	[CEO]	or	executive	director),	a	visible	or	well-known	person	from	the	
community	(e.g.,	the	mayor	or	a	coach),	or	a	common	person	who	has	been	affected	by	
the	health	problem	on	which	the	program	will	focus.

Third,	 consideration	 should	be	given	 to	obtaining	news	 coverage	 (print	 and/or	
broadcast)	for	the	first	day	to	further	publicize	the	program.	If	it	is	decided	to	seek	such	
coverage,	you	should	(CDC,	2003):

•	 Inform	appropriate	media	representatives	of	your	plans

•	 Make	arrangements	to	meet	the	media	representatives	at	the	designated	time	and	place
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•	 Prepare	the	following	and	have	them	ready	for	the	day:

 ◆ Press	releases

 ◆ Video	news	releases

 ◆ Spokespersons	trained	to	respond	to	inquires	from	media	representatives

To	get	news	coverage	it	might	be	useful	to	use	a	news hook	to	interest	the	media	
in	the	program	being	launched.	By	news	hook,	we	mean	something	that	will	make	the	
media	want	to	cover	the	launch.	The	planners’	organization	may	have	newsworthy	data	
or	information	related	to	the	health	problem	being	targeted	by	the	program,	or	there	
may	be	a	related	news	event	that	is	receiving	media	attention	that	would	help	bring	at-
tention	to	the	new	program	(CDC,	2003).	For	example,	if	a	new	program	is	aimed	at	
reducing teen pregnancy and new state legislation has been proposed to assist in such 
efforts	or	an	event	related	to	teen	pregnancy	is	currently	an	important	news	item,	then	
linking	the	new	program	with	those	timely	events	can	make	it	more	newsworthy	(CDC,	
2003).	Human	interest	stories	also	make	for	good	news	hooks.	For	example,	if	you	are	
starting	a	smoking	cessation	program,	getting	former	quitters	to	talk	about	how	quitting	
changed	their	lives	can	be	of	interest	to	others.	Or,	if	your	program	is	aimed	at	teaching	
children	what	to	do	in	an	emergency	situation,	and	you	know	of	a	child	who	has	com-
pleted	a	similar	program	and	was	able	to	put	the	education	to	use	in	helping	someone,	
many	people	would	like	to	know	about	that.	Planners	should	even	consider	linking	the	
launch	of	the	program	with	some	important	date	 in	history	to	make	it	newsworthy.	
Linking	the	influenza	epidemic	of	1918–19	to	launch	the	countywide	flu	shot	program	
may	make	it	more	newsworthy.

phase 5: ending or sustaining a program
The	final	phase	of	the	implementation	process	is	to	determine	how	long	to	run	a	pro-
gram.	For	some	programs	the	answer	will	be	simple:	If	the	program	met	its	goals	and	
objectives	and	the	priority	population	has	been	served	to	the	fullest	extent	necessary,	
then	the	program	can	be	ended.	For	example,	a	worksite	health	promotion	program	may	
have	a	goal	to	certify	50%	of	the	workforce	in	CPR.	If	that	goal	is	reached,	then	the	
program’s	resources	could	be	used	on	other	health	promotion	programming.	However,	
a	greater	concern	facing	most	planners	is	how	to	sustain	a	needed	program	for	a	longer	
period	of	time	when	the	goals	and	objectives	have	not	been	met	(e.g.,	only	half	of	those	
who	were	expected	to	get	flu	shots	got	them),	or	goals	and	objectives	of	the	program	
are	long-term	in	nature	(e.g.,	providing	food	and	shelter	for	the	homeless).	This	is	espe-
cially	difficult	when	original	program	funding	and	other	types	of	resources	and	support	
may	end	or	be	withdrawn.	Earlier	(in	Chapter	11),	we	presented	information	on	how	to	
maintain	interest	in	program	participants,	but	here	we	are	referring	to	the	maintenance	
and	institutionalization	of	a	program	or	its	outcomes.	Techniques	that	have	been	used	
by	planners	to	sustain	programs	include:	(1)	working	to	institutionalize	the	program	(see	
Chapter	2;	Goodman	&	Steckler,	1989;	and	Goodman	et	al.,	1993),	(2)	seeking	feedback	
from	program	participants	and	evaluating	the	program	in	order	to	generate	evidence	to	
show	its	worth	(Sleet	&	Cole,	2010),	(3)	advocating	for	the	program	(see	Chapter	8	for	
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a	discussion	of	advocacy),	(4)	partnering	with	other	organizations/agencies	with	similar	
missions	to	share	resources,	expenses,	and	responsibilities,	and	(5)	by	revisiting	and	revis-
ing	the	rationale	used	to	create	the	program	initially	(see	Chapter	2).

Concerns associated with implementation

Many	matters	of	detail	must	be	considered	before	and	during	the	implementation	pro-
cess.	Although	we	believe	all	the	topics	presented	in	this	section	are	important,	we	feel	
that	the	topics	of	safety	and	medical	concerns	and	ethical	issues	are	the	most	important.	
That	is	why	these	topics	are	presented	first.

safety and Medical Concerns
The	ultimate	goal	of	most	health	promotion	programs	is	to	improve	the	health	of	its	par-
ticipants.	As	such,	planners	in	no	way	want	to	put	the	health	of	participants	in	danger.	
Therefore,	planners	must	give	attention	to	the	safety	and	medical	concerns	associated	with	
health	promotion	programs.	To	ensure	the	safety	of	participants,	planners	need	to	inform	
participants	about	the	program	they	are	considering	joining.	Only	after	they	understand	
what	the	program	is	all	about	should	they	agree	to	participate.	This	concept	is	referred	
to	as	informed	consent.	More	formally,	valid	informed consent	requires:	“(1)	Disclosure	
of	relevant	information	to	prospective	subjects	about	the	research	[program];	(2)	their	
	comprehension	of	the	information;	and	(3)	their	voluntary	agreement,	free	of	coercion	and	
undue	influence,	to	research	[program]	participation”	(NIH,	2006,	para.	1).

As	a	part	of	the	process	of	obtaining	informed	consent	from	participants,	program	
facilitators	should	take	five	steps:

1. Explain	the	nature	and	purpose(s)	of	the	program.

2. Inform	program	participants	of	any	inherent	risks	or	dangers	associated	with	
	participation	and	any	possible	discomfort	they	may	experience.

3. Explain	the	expected	benefits	of	participation.

4. Inform	participants	of	alternative	programs	(procedures)	that	will	accomplish	the	
same	thing.

5. Indicate	to	the	participants	that	they	are	free	to	discontinue	participation	at	any	time.

In	addition,	planners	must	ask	if	the	participants	“have	any	questions,	answer	any	
such	questions,	and	make	it	clear	they	should	ask	any	questions	they	may	have	at	any	
time	during	the	program.	Informed	consent	forms	should	be	signed	by	participants	be-
fore	they	enter	the	program”	(Patton	et	al.,	1986,	p.	236).

Program	planners	must	be	aware	that	informed	consent	forms	(sometimes	called	
waiver of liability or release of liability)	do	not	protect	them	from	being	sued.	There	is	no	
such	thing	as	a	waiver	of	liability.	If	you	are	negligent,	you	can	be	found	liable.	However,	
informed	consent	forms	do	make	participants	aware	of	special	concerns.	Further,		because	
people	must	sign	the	forms,	they	may	not	consider	legal	action	even	if	they	have	a	case,	
feeling	that	they	were	duly	warned.	Box 12.4	presents	a	sample	consent	form.
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Once	participants	have	agreed	to	participate	in	a	program,	if	the	act	of	participating	
in	the	program	puts	anyone	at	medical	risk	(e.g.,	cardiovascular	exercise	programs),	then	
these	individuals	need	to	obtain	medical	clearance	before	participating.	Some	organiza-
tions	that	conduct	such	programs	on	a	regular	basis	will	have	a	medical	clearance	form	
that	will	need	to	be	completed.	Typically,	a	physician	who	is	familiar	with	the	person’s	
health	history	must	sign	the	form.	If	such	a	form	is	not	available,	then	steps	need	to	be	
taken	to	create	one	and	have	it	reviewed	by	a	lawyer	to	make	sure	it	 includes	all	the	
necessary	information.

After	participants	have	medical	clearance	and	are	enrolled	in	a	program,	steps	must	
be	taken	to	ensure	the	safety	and	health	of	all	associated	with	the	program	(i.e.,	par-
ticipants	and	staff	members).	Providing	a	safe	program	includes:	finding	a	safe	program	
location	(e.g.,	 low-crime	area),	providing	appropriate	security	at	the	location;	ensur-
ing	that	all	building	codes	are	met	at	the	 location,	and	ensuring	that	the	classroom,	
locker	rooms,	laboratories,	and	any	other	facilities	used	are	free	of	hazards.	In	addition	
to	a	safe	environment,	programs	need	qualified	instructors	(i.e.,	appropriately	trained	
and	certified),	and	planners	need	to	be	prepared	for	emergency	situations	by	supply-
ing	the	appropriate	first-aid	supplies	and	equipment,	and	developing	an	emergency	care	
plan.	Box 12.5	provides	a	checklist	of	items	that	should	be	considered	when	creating	an	
	appropriate	emergency	care	plan.

Box 12.4 Application––Example Informed Consent Form

Consent to perform Cholesterol Screening

I hereby grant permission to the Institute for Health promotion personnel to per-
form a cholesterol screening on me. I am engaging in this screening voluntarily. I 
have been told this screening will provide an analysis of total blood cholesterol and 
that a trained employee will take my blood from a finger stick sample. this finger 
stick may be uncomfortable. I understand that the results of this screening are con-
sidered to be preliminary in nature and in no way conclusive. Results of a blood 
cholesterol screening like this can be affected by a number of factors including, but 
not limited to, smoking, stress level, amount of exercise, hormone levels, food 
eaten, heredity, and pregnancy. I also understand that my physician can perform a 
more complete blood lipid (fat) analysis for me, if I so desire.

Further, I have been told that all the information related to this screening is consid-
ered confidential.

I have read the above statement and understand what it means. I have also had an 
opportunity to ask questions about the screening, and all my questions have been 
answered to my satisfaction.

_________________________ _________ __________________
participant’s Signature        Date     Signature of Witness

NOTE TO PROGRAM PLANNERS: to ensure this form meets all related organizational policies and 
local and state laws, this form should be submitted to legal counsel before use.
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ethical issues
“Ethical	issues	permeate	almost	every	decision	and	action	undertaken	in	health	educa-
tion”	(Goldsmith,	2006,	p.	33),	including	many	of	the	decisions	associated	with	program	
planning.	By	ethical issues	we	mean	situations	in	which	competing	values	are	at	play	and	
program	planners	need	to	make	a	judgment	about	what	is	the	most	appropriate	course	
of	action.	For	example,	planners	may	want	to	create	an	intervention	that	includes	an	
economic	incentive	for	a	priority	population	that,	for	the	most	part,	is	composed	of	indi-
viduals	with	a	low	socioeconomic	status.	Because	of	the	socioeconomic	status	of	those	in	
the priority population, the ethical issue that faces the planners is deciding at what dollar 
value	does	the	incentive	cross	over	from	encouraging	people	to	participate	in	a	program	
to	manipulating	their	participation	in	the	program?

What	guides	ethical	decision	making?	Most	often,	these	decisions	are	compared	to	
a	standard	of	practice	that	has	been	defined	by	other	professionals	in	the	same	field.	For	
health	promotion	planners,	the	standard	of	practice	is	outlined	in	the	Code of Ethics 
for the Health Education Profession	developed	by	 the	Coalition	of	National	Health	
Education	Organizations	(CNHEO,	2011a)	(see	the	Appendix	for	a	copy	of	the	Code).	
The	preamble	of	the	Code	states:	“Health	Educators	are	responsible	for	upholding	the	
integrity	and	ethics	of	the	profession	as	they	face	the	daily	challenges	of	making	decisions.	
Health	Educators	value	diversity	in	society	and	embrace	a	multiplicity	of	approaches	
in	their	work	to	support	 the	worth,	dignity,	potential,	and	uniqueness	of	all	people”	
(CNHEO,	2011a,	p.	1).	For	program	planners	this	means	having	integrity,	and	being	

Box 12.5  Checklist of Items to Consider When  
Developing an Emergency Care Plan

 1. Duties of program staff in an emergency situation are defined.

 2. program staff is trained (CpR and first aid) to handle emergencies.

 3. program participants are instructed what to do in an emergency situation (e.g., 
medical, natural disaster).

 4. participants with high-risk health problems are known to program staff.

 5. emergency care supplies and equipment are available.

 6. program staff has access to a telephone.

 7. Standing orders are available for common emergency problems.

 8. there is a plan for notifying those needed in emergency situations.

 9. Responsibility for transportation of ill/injured is defined.

10. Injury (incident) report form procedures are defined.

11. Universal precautions are outlined and followed.

12. Responsibility for financial charges incurred in the emergency care process are 
defined.

13. the emergency care plan has been approved by the appropriate personnel.

14. the emergency care plan is reviewed and updated on a regular basis.
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honest,	loyal,	and	accountable.	Unethical	practice	leads	to	professional	suicide;	planners	
who	act	unethically	damage	their	professional	reputation	and	integrity	(Bensley,	2009).

Many	of	the	ethical	issues	that	program	planners	will	face	revolve	around	the	three	
fundamental	principles	of	The Belmont Report: Ethical Principles and Guidelines for the 
Protection of Human Subject Research	(National	Commission,	1979).	These	principles	
include:	(1)	respect	for	persons,	(2)	beneficence,	and	(3)	justice.	Here	are	some	examples	of	
the	application	of	these	principles	to	program	planning.	The	principle	of	respect for per-
sons	acknowledges	the	dignity	and	autonomy	(i.e.,	freedom)	of	individuals,	and	requires	
that	people	with	diminished	autonomy	(e.g.,	children,	mentally	disabled,	and	people	with	
severe	illnesses)	be	provided	special	protection	(NIH,	2004).	It	is	not	unusual	for	health	
education	specialists	to	be	working	with	program	participants	who	have	values,	behavior,	
including	health	behavior,	and	goals	that	are	different	than	their	own.	Even	though	they	
are	different,	it	is	important	to	respect	them.	For	example,	health	education	specialists	
working	in	a	family	planning	clinic	may	see	clients	choose	a	course	of	action	that	may	
be	different	than	what	they	personally	would	select,	but	clients	have	the	right	to	choose	a	
course	of	action	and	it	must	be	respected.

The	principle	of	beneficence	requires	program	planners	to	protect	participants	by	max-
imizing	anticipated	benefits	and	minimizing	harms	(NIH,	2004).	This	principle	dates	back	
to	the	Hippocratic	Oath	written	by	the	famous	Greek	physician	Hippocrates	who	lived	
from	about	460	b.c.e.	until	377	b.c.e.	(Cottrell	et	al.,	2012).	The	principle	embodies	two	
concepts: doing good, beneficence,	and	not	causing	harm,	nonmaleficence.	The	Hippocratic	
maxim	“do	no	harm”	has	long	been	a	fundamental	principle	of	medical	ethics,	but	also	
applies	to	the	work	of	health	education	specialists.	The	concepts	associated	with	this	prin-
ciple	seem	to	be	common	sense,	but	well-intending	health	education	specialists	who	may	
not	be	as	well	informed	on	best	practices	(see	Chapter	8	for	a	discussion	of	best	practices)	
could	put	participants	at	risk	without	knowing	they	are	doing	so.	For	example,	much	at-
tention	has	been	given	to	the	public	health	issue	of	youth	violence.	Evidence	shows	that	a	
number	of	well-meaning	approaches	to	dealing	with	youth	violence	at	all	three	levels	of	
prevention––primary	(e.g.,	holding	youth	back	a	grade	in	school),	secondary	(e.g.,	redirect-
ing	youth	behavior	or	shifting	peer	group	norm	programs),	and	tertiary	(e.g.,	“boot	camps”	
for	delinquent	youths)—can	bring	harm	to	the	youth	(USDHHS,	2001).

When	dealing	with	the	principle	of	beneficence,	health	education	specialists	may	
need	to	make	ethical	decisions	revolving	around	the	“benefit-harm	ratio.”	For	exam-
ple,	should	a	health	education	specialist	be	barred	from	releasing	information	about	a	
	person	without	his	or	her	consent,	even	if	it	will	benefit	that	person?	Consider	a	high	
school	sophomore	who	approaches	the	health	teacher	with	confidential	 information	
that	she	is	pregnant.	Should	the	health	teacher	tell	anyone	else,	such	as	the	girl’s	parents?

The	principle	of	 justice	 requires	 that	program	planners	 treat	participants	 fairly	
(NIH,	2004).	For	example,	the	question	of	fairness	may	have	ethical	implications	when	it	
comes	to	charging	a	registration	fee	for	a	program.	Because	of	the	policies	of	the	organi-
zation	conducting	the	program,	the	program	may	need	to	turn	a	profit,	but	those	in	need	
of	the	program	may	not	be	able	to	afford	the	cost	of	registration.	Other	ethical	issues	
of	justice	and	fairness	can	arise	from	issues	of	sexism,	racism,	and	other	cultural	biases.

The	opportunities	for	dealing	with	ethical	issues	are	many,	and	planners	need	to	be	
prepared	to	handle	them.
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Legal Concerns
Legal	liability	is	on	the	mind	of	many	professionals	today	because	of	the	concern	over	
lawsuits.	With	this	in	mind,	all	personnel	connected	with	the	planned	health	promotion	pro-
gram,	no	matter	how	small	the	risk	of	injury	to	the	participants	(physical	or	mental),	should	
make	sure	that	they	are	adequately	covered	by	liability	insurance.	In	addition,	program	per-
sonnel	should	have	an	understanding	of	negligence	and	how	to	reduce	one’s	risk	of	liability.

Negligence Negligence is failing to act in a prudent	 (reasonable)	manner.	If	there	is	
a	question	whether	someone	should	or	should	not	do	something,	 it	 is	generally	best	
to	err	on	the	side	of	caution.	Negligence	can	arise	from	two	types	of	acts: omission 
and  commission.	An	act	of	omission	is	not	doing	something	when	you	should,	such	as	
failing	to	warn	program	participants	of	the	inherent	danger	in	participation.	An	act	of	
	commission	is	doing	something	you	should	not	be	doing,	such	as	leading	an	aerobic	
dance	program	when	you	are	not	trained	to	do	so.

reducing the risk of Liability	 The	real	key	to	avoiding	liability	 is	to	reduce	risk	by	
planning	ahead.	Patton	and	colleagues	(1986,	p.	236)	offer	the	following	eight	tips	for	
reducing	legal	problems	in	exercise	programs;	however,	similar	advice	would	apply	to	all	
types	of	health	promotion	programs:

1. Be	aware	of	legal	liabilities	(things	you	are	legally	responsible	for).

2. Select	certified	instructors	(in	the	activity	and	emergency	care	procedures)	to	lead	
classes	and	supervise	exercise	equipment	(and	for	that	matter	all	types	of	equipment).

3. Use	good	judgment	in	setting	up	programs	and	provide	written	guidelines	for	
	medical	emergency	procedures.

4. Inform	participants	about	the	risks	and	danger	of	exercise	(or	other	activities)	and	
require	written	informed	consent.

5. Require	that	participants	obtain	medical	clearance	before	entering	an	exercise	
	program	(or	other	strenuous	programs).

6. Instruct	staff	members	not	to	“practice	medicine,”	but	instead	to	limit	their	advice	to	
their	own	area	of	expertise.

7. Provide	a	safe	environment	by	following	building	codes	and	regular	maintenance	
schedule	for	equipment.

8. Purchase	adequate	liability	insurance	for	all	staff.

With	regard	to	item	8	in	the	preceding	list,	planners	should	check	on	the	availability	of	 
liability	insurance	through	their	employer	or	special	coverage	from	a	professional	organiza-
tion.	Liability	insurance	may	also	be	available	through	one’s	homeowner’s	or	renter’s	insurance.

program registration and Fee Collection
If	the	program	you	are	planning	requires	people	to	sign	up	and/or	pay	fees,	you	will	need	
to	establish	registration	procedures.	Program	registration	and	fee	collection	may	take	place	
before	the	program	(preregistration),	by	mail,	in	person,	via	an	indirect	method	like	payroll	
deduction,	or	at	the	first	session.	Planners	should	also	give	thought	to	the	type	of	payment	
that	will	be	accepted	(cash,	credit	card,	or	check)	and	plan	accordingly.	Though	it	may	
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seem	obvious,	some	thought	also	must	be	given	to	the	security	of	the	money	received.	That	
is,	how	it	will	be	handled,	transported,	and	deposited	or	otherwise	secured.

procedures for record Keeping
Almost	every	program	requires	that	some	records	be	kept.	Items	such	as	information	col-
lected	at	registration,	medical	information,	data	on	participant	progress,	and	evaluations	
must	be	accounted	for.	The	importance	of	privacy	for	those	planners	working	in	health-
care	settings	was	further	emphasized	in	2003	with	the	enactment	of	the	Standards for 
Privacy of Individually Identifiable Health Information	section	(the	Privacy	Rule)	of	the	
Health	Insurance	Portability	and	Accountability	Act	of	1996,	officially	known	as	Public	
Law	104–191	and	referred	to	as	HIPAA.	The	Rule	sets	national	standards	that	health	
plans,	health	care	clearinghouses,	and	health	care	providers	who	conduct	certain	health	
care	transactions	electronically	must	implement	to	protect	and	guard	against	the	misuse	
of	individually	identifiable	health	information.	Failure	to	implement	the	standards	can	
lead	to	civil	and	criminal	penalties	(USDHHS,	n.d.).

The	two	techniques	that	are	used	to	protect	the	privacy	of	participants	are	anonym-
ity	and	confidentiality.	Anonymity	exists	when	no	one,	including	the	planners,	can	relate	
a	participant’s	identity	to	any	information	pertaining	to	the	program.	Thus	information	
associated	with	a	participant	may	be	considered	anonymous	when	such	information	
cannot	be	linked	to	the	participant	who	provided	it.	In	applying	this	concept,	planners	
need	to	ensure	that	collected	data	had	no	identifying	information	attached	to	them	such	
as	the	participant’s	name,	social	security	number,	or	any	other	less	common	information.

Confidentiality	exists	when	planners	are	aware	of	the	participants’	 identities	and	
have	promised	not	to	reveal	those	identities	to	others.	When	handling	confidential	data,	
planners	need	to	take	every	precaution	to	protect	the	participants’	information.	Often	
this	means	keeping	the	information	“under	lock	and	key”	while	participants	are	active	in	
a	program,	then	destroying	(e.g.,	shredding)	the	information	when	it	is	no	longer	needed.

procedural Manual and/or participants’ Manual
Depending	on	the	type	and	complexity	of	a	program,	there	may	be	a	need	to	develop	a	
program procedural manual	and/or	participants’ manual.	If	a	program	is	very	involved	
(e.g.,	has	several	interventions	or	a	very	detailed	curriculum)	and/or	may	have	a	number	
of	different	people	facilitating	the	program	(i.e.,	one	that	will	be	used	in	a	number	of	loca-
tions	like	an	educational	program	of	a	voluntary	health	agency),	there	is	probably	a	need	to	
create	a	program	procedural	manual.	The	purposes	of	a	program	procedural	manual	(also	
sometimes	referred	to	as	a	training manual) are to: (1) ensure that all who are associated with 
the	program	understand	the	program	and	its	parameters,		(2)		standardize	the	intervention	so	
it	can	be	replicated	and	to	avoid	what	Basch	and	colleagues	(1985)	referred	to	as	Type III 
errors––failure	to	implement	the	health	education	intervention	properly	(see	Chapter	15	for	
a	discussion	of	Type	I	and	II	errors),	(3)	provide	ideas	for	facilitation,	(4)	provide	additional	
background	information	on	the	topic,	and	(5)	provide	citations	for	additional	resources.

Participants’	manuals	may	also	be	needed	and/or	useful	for	several	reasons.	First,	
they	may	be	a	good	way	of	getting	all	program	information	into	participants’	hands	at	
one	time,	including	the	educational	materials	and	program	procedures	and	guidelines.	
Second,	they	can	help	participants	organize	information	they	receive	and	keep	it	all	in	
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one	place,	especially	if	they	are	set	up	as	loose-leaf	notebooks	or	folders.	Third,	they	
can	serve	as	a	reference	or	resource	for	the	participants.	And	fourth,	if	participants	fre-
quently	use	their	manual	as	part	of	the	program	and	become	familiar	with	it,	they	may	
be	more	inclined	to	refer	to	it	outside	of	the	program	sessions.

If	a	program	is	being	developed	in-house	and	manuals	are	needed,	they	will	more	
than	likely	need	to	be	developed	in-house	as	well.	Developing	either	type	of	manual––
procedural	or	participant––in-house	is	a	major	task;	therefore,	adequate	resources	and	
time	need	to	be	given	to	developing	the	manuals.	If	a	canned	program	is	obtained	from	
another	organization	(e.g.,	a	voluntary	health	agency)	or	is	being	purchased	from	a	ven-
dor,	it	should	more	than	likely	include	manuals.

program participants with Disabilities
A	special	situation	for	program	planners	during	not	only	the	implementation	phase,	
but	 in	all	phases	of	program	planning	 is	ensuring	that	the	programs	being	planned	
meet	 the	needs	of	program	participants	with	disabilities.	From	a	 legal,	benefit,	and	
social	program	perspective,	disability	is	“often	defined	on	the	basis	of	specific	activities	
of	daily	living,	work	and	other	functions	essential	to	full	participation	in	community-
based	living”	(USDHHS,	2005,	p.	4).	Disability	can	range	from	sensory	problems	(e.g.,	
seeing	and	hearing)	to	problems	resulting	from	cognitive	 impairment,	neuromuscu-
lar	disorders,	serious	injury,	and	intellectual	and	developmental	disabilities.	However,	
“disability	is	not	an	illness.	The	concept	of	health	means	the	same	for	persons	with	or	
without	disabilities:	achieving	and	sustaining	an	optimal	level	of	wellness—both	physi-
cal	and	mental—that	promotes	a	fullness	of	life”	(Krahn,	2003,	as	stated	in	USDHHS,	
2005,	p.	3).	The	number	of	people	with	disabilities	 in	the	United	States	range	from	
an	estimated	12%	(~36+	million)	(Erickson	Lee,	&	von	Schrader,	2010)	to	approxi-
mately	19%	(~54+	million)	(USDHHS,	2005)	depending	on	how	disability	is	defined.	
Regardless	of	the	exact	number	of	people,	program	planners	must	be	prepared	to	work	
with	individuals	who	have	disabilities.	Because	most	program	planners	have	not	re-
ceived	training	developing	programs	for	people	with	disabilities,	Drum	and	colleagues	
(2009)	have	put	forth	useful	guidelines	and	criteria.	We	have	presented	a	list	of	their	
guidelines,	criteria,	and	key	questions	 (see	Box 12.6) that need to be answered to 
	ensure	programs	meet	the	needs	of	these	individuals.

training for Facilitators
An	 important	 part	 of	 the	 implementation	 process	 is	 to	make	 sure	 that	 the	 program	
	intervention	is	implemented	as	planned.	There	are	a	couple	reasons	for	this.	First,	as	you	are	
now	aware,	a	great	deal	of	effort	goes	into	creating	an	intervention	for	the	specific		priority	
population,	possibly	even	tailoring	the	intervention;	that	effort	should	not	be	wasted.	And	
second,	appropriate	 implementation	 is	necessary	 to	be	able	 to	evaluate	and	document	 
the	effectiveness	of	an	intervention.	To	ensure	that	a	program	is	implemented	as	planned,	
the	program	facilitators	need	to	be	familiar	with	the	intervention.	This	familiarity	may	come	
about	by	participating	in	the	planning	of	the	intervention	or	through	a	training	session.	
If	those	who	implement	the	intervention	are	also	the	ones	who	planned	the	intervention,	
then	a	brief	review	of	the	steps	in	the	intervention	may	be	all	that	is	needed.	If	those	who	 



 Chapter 12   ImplementatIon 365

Box 12.6  Guidelines, Criteria, and Issues to Consider When 
Implementing Programs for Individuals with Disabilities

Operational Guidelines for Health Promotion Programs for People with Disabilities

Criterion 1. Health promotion programs for people with disabilities should have an underlying 
conceptual or theoretical framework.

Issues:

 1. Does the program use theories and concepts drawn from a wide variety of disciplines 
such as health promotion, disability studies, and/or education?

 2. Does the program integrate appropriate theories and concepts into all aspects of the 
health promotion program (i.e., in planning, implementation, and evaluation)?

Criterion 2. Health promotion programs should implement process evaluation.

Issues:

 1. Does the program include process evaluation measures for people with disabilities and 
their families or caregivers, including rating their satisfaction with the program?

 2. Does the program make changes based on participant feedback?

 3. Does the program have mechanisms for obtaining process feedback using appropriate 
methods such as the use of readers or interpreters?

 4. Does the program record intervention-related expenses such as cost of materials,  
recruitment, equipment, space, and personnel?

Criterion 3. Health promotion programs should collect outcomes data using  
disability-appropriate outcomes measures.

Issues:

 1. Does the program collect data on outcomes of health promotion activities?

 2. are the outcomes measures appropriate for people with disabilities (e.g., not penalizing 
for functional limitations)?

Participation Guidelines for Health Promotion Programs for People with Disabilities

Criterion 4. people with disabilities and their families or caregivers should be involved in 
the development and implementation of health promotion programs for people with 
disabilities.

Issues:

 1. Did people with disabilities and their families or caregivers participate in the 
 development of the program by identifying program outcomes or reviewing program 
content before implementation?

 2. are people with disabilities and their families or caregivers involved in implementing the 
program?

Criterion 5. Health promotion programs for people with disabilities should consider the 
beliefs, practices, and values of its target groups, including support for personal choice.

(Box 12.6 continues)
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Box 12.6  (Continued)

Issues:

 1. are the beliefs, practices, and values of people with disabilities reflected in the program’s 
mode of delivery, training materials, and written materials?

 2. Does the program support participants in identifying and achieving personal health 
goals?

Accessibility Guidelines for Health Promotion Programs for People with Disabilities

Criterion 6. Health promotion programs should be socially, behaviorally, programmatically, 
and environmentally accessible.

Issues:

 1. Does the program consider social and behavioral and programmatic barriers that reduce 
participation among people with disabilities?

 2. Does the program consider environmental barriers that reduce participation among 
 people with disabilities, including environmental accessibility of the program site  
(e.g., physical and signage)?

 3. Is the program site available via accessible public transportation?

 4. Do the program materials (training materials and handouts) lend themselves to being 
translated into alternative formats?

 5. are process and outcomes measures produced in a variety of other formats, including 
but not limited to Braille, large print, and computer disk?

 6. are such accommodations provided when requested?

Criterion 7. Health promotion programs should be affordable to people with disabilities 
and their families or caregivers.

Issues:

 1. Does the program maintain reasonable participant fees?

 2. Does the program ensure low-cost transportation for participants?

Source: “Guidelines and Criteria for the Implementation of Community-Based Health promotion programs for Individuals 
With Disabilities” by C. e. Drum, J. J. peterson, C. Culley, G. Krahn, t. Heller, t. Kimptron, J. mcCubbin, J. Rimmer, t. 
Seekins, R. Suzuki, and G. W. White from American Journal of Health Promotion. Copyright © 2009 by the American 
 Journal of Health Promotion. Reprinted with permission.

will	be	facilitating	the	intervention	are	brought	in	specifically	for	that	task	and	are	not	
familiar	with	the	intervention	more	in-depth	training	will	be	needed.	Also,	regardless	of	
how		familiar	the	intended	facilitators	are	with	an	intervention,	if	multiple	facilitators	
are	going	to	be	used	for	implementation	(e.g.,	the	same	program	being	implemented	
at	different	sites	at	the	same	time)	then	an	implementation	training	would	be	useful	to	
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ensure	there	is	a		standardized	delivery	of	the	program.	Without	standardization	of	the	
intervention	through	training,	the	actual	intervention	delivered	can	deviate	from	what	
was	intended	depending	on	the	personal	preferences	of	the	individuals	facilitating	the	
intervention	(Issel,	2009).	“This	has	serious	 implications	 for	achieving	 the	desired	
outcomes	and,	subsequently,	for	ensuring	the	long-term	sustainability	of	the	program”	
(Issel,	2009,	p.	251).

A	qualified	instructor	should	conduct	the	actual	training	sessions.	That	instructor	
may	be	internal	to	the	organization	offering	the	program	or	it	may	be	necessary	to	hire	
a	vendor	or	consultant	to	conduct	the	training.	It	may	also	mean	sending	the	people	to	
be	trained	to	other	training	classes	outside	the	organization	to	become	qualified	facili-
tators.	Finally,	if	the	intervention	being	implemented	needs	a	specially	qualified	person	
(e.g.,	certified	or	licensed)	to	facilitate	it,	such	a	person	must	be	used.	Do	not	assume	
some	knowledgeable	person	who	is	not	formally	qualified	to	facilitate	a	program	can	
do	it	because	that	places	those	who	appoint/hire	the	facilitators	in	a	high-liability	situ-
ation.	For	example,	if	you	are	planning	an	exercise	program	for	a	group	of	people	and	
someone	comes	to	you	and	indicates	he	wants	to	lead	the	classes	because	he	has	been	a	
participant	in	such	a	program	for	two	years	and	knows	just	as	much	as	past	instructors	
but	is	not	certified	or	licensed	to	facilitate	the	program,	he	should	not	be	permitted	to	
do	so.

Dealing with problems
With	the	program	up	and	running,	the	task	of	the	planners	is	to	anticipate	and	deal	
with	problems	that	might	arise	and	to	do	so	in	a	constructive	manner.	Even	if	a	program	
has	been	piloted,	problems	can	still	arise.	Astute	and	effective	planners	must	anticipate	
the	possibility	of	things	going	wrong	(Timmreck,	2003).	“If	problems	are	anticipated,	
they	can	be	 resolved	more	easily	 should	 they	occur	 in	 the	 implementation	process”	
(Timmreck,	2003,	pp.	182–183).	The	problems	that	could	be	encountered	can	range	
from	petty	concerns	to	matters	of	life	and	death.	Problems	might	involve	logistics	(room	
size,	meeting	time,	or	room		temperature),	participant	dissatisfaction,	or	a	personal	or	
medical	emergency.	Whatever	the	problem,	it	should	be	worked	out	as	much	as	possible	
to	the	satisfaction	of	all	concerned.	If	there	is	a	question	of	whether	to	accommodate	a	
program	participant	or	the	program	personnel,	99%	of	the	time	the	participants	should	
be	satisfied.	They	are	the	lifeblood	of	all	programs.	As	a	part	of	this	implementation	con-
cern,	it	might	be	a	good	idea	to	conduct	an	early	evaluation,	say	after	one	month,	asking	
questions	similar	to	the	ones	asked	in	the	piloting	evaluation.

reporting and Documenting
Planners	need	to	give	attention	to	reporting	or	documenting	the	ongoing	progress	of	the	
program	to	interested	others	(Ross	&	Mico,	1980).	Planners	should	keep	others	informed	
about	the	progress	of	the	program	for	several	different	reasons,	including:	(1)	account-
ability,	(2)	public	relations,	(3)	motivation	of	present	participants,	and	(4)	recruitment	of	
new	participants.	The	exact	nature	of	the	reporting	or	documenting	will	vary,	but	it	is	
important	for	planners	to	keep	all	stakeholders	informed.
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s u M M a r y

A	great	deal	of	work	goes	into	developing	a	program	before	it	is	ready	for	implementation.	
The	process	used	to	implement	a	program	may	have	much	to	say	about	its	success.	This	
chapter	presents	five	phases	planners	can	follow	in	implementing	a	program:	(1)	adoption	
of	the	program,	(2)	identifying	and	prioritizing	the	tasks	to	be	completed:	(3)	establishing	
a	system	of	management,	(4)	putting	the	plans	into	action,	and	(5)	ending	or	sustaining	
a	program.	Also	presented	in	this	chapter	are	matters	that	need	to	be	considered	and	
planned	for	prior	to	and	during	implementation.

r e v i e w  Q u e s t i O N s

 1. What	are	logic	models?	Why	are	they	used?	What	are	the	major	components	of	
logic	models?

 2. What	is	meant	by	the	term	implementation?

 3. Name	and	briefly	describe	the	five	phases	of	implementation	presented	in	this	chapter.

 4. Briefly	describe	how	each	of	the	following	planning	timetables	can	be	used:

a.	 Basic	time	line
b.	 Task	development	time	line
c.	 Gantt	chart
d.	 PERT	chart
e.	 Critical	path	method

 5. What	is	meant	by	management?

 6. What	are	the	three	major	categories	of	resources	that	need	to	be	managed	during	
implementation?

 7. What	are	three	strategies	from	the	modified	model	of	Parkinson	and	Associates	
(1982)	for	implementing	health	promotion	programs?

 8. What	are	some	techniques	planners	can	use	to	enhance	the	first	day	of	implementa-
tion?	What	does	it	mean	to	kick	off	a	program?

 9. What	is	meant	by	the	term	informed consent?

10. What	can	program	planners	do	to	ensure	the	health	and	safety	of	program	participants?

11. What	is	an	ethical	issue?	What	are	the	three	ethical	principles	associated	with	the	
Belmont Report?

12. Where	can	you	find	the	Code of Ethics for the Health Education Profession?

13. What	is	negligence?	What	is	the	difference	between	an	act	of	omission	and	an	act	
of	commission?

14. How	can	program	planners	reduce	their	risk	of	liability?
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15. What	implications	does	HIPAA	have	for	planners?

16. What	is	the	difference	between	anonymity	and	confidentiality?

17. What	are	procedural	and	participant	manuals?	When	should	they	be	used?

18. Why	is	it	important	that	those	who	implement	planned	interventions	be	trained	
well	to	do	so?

a C t i v i t i e s

1.	 Using	the	guidelines	presented	in	this	chapter,	create	a	logic	model	for	a	program	
you	are	planning.

2.	 Explain	how	you	would	implement	a	program	you	are	planning,	using	a	pilot	study,	
phasing	in,	and	total	implementation.	Also	explain	what	you	plan	to	do	to	kick	off	
the	program.

3.	 Develop	an	informed	consent	form	that	outlines	the	risks	inherent	in	a	program	you	
are	planning.	Make	sure	the	form	includes	a	place	for	signatures	of	the	participant	
and	a	witness	and	the	date.

4.	 In	a	one-page	paper,	identify	what	you	see	as	the	biggest	ethical	concern	of	health	
promotion	programming,	and	explain	your	choice.

5.	 Select	one	of	the	pieces	of	legislation	listed	in	Box	12.3	to	learn	more	about.	Once	
	selected,	locate	a	U.S.	government	Website	that	includes	information	about	the	
 legislation and then write a one-page paper that describes why the legislation is 
	important	to	human	resources	management.

w e b L i N K s

1. http://www.hhs.gov/ocr/privacy

U.S.	Department	of	Health	and	Human	Services	(USDHHS)

At	the	USDHHS	Website	you	can	get	more	information	about	the	National	
	Standards	to	Protect	the	Privacy	of	Personal	Health	Information.

2. http://www.history.com/this-day-in-history

This	Day	in	History

This	commercial	Webpage	allows	you	to	input	a	specific	date	to	find	out	what	
	historical	events	took	place	that	day.	It	can	be	of	use	to	planners	when	trying	to	
make	the	kick	off	of	the	program	newsworthy	by	linking	it	to	a	historical	event.

3. http://www.cnheo.org

Coalition	for	National	Health	Education	Organizations	(CNHEO)

You	can	find	both	the	short	and	long	versions	of	the	Code of Ethics for the Health 
Education Profession	at	the	CNHEO	Website.

http://www.hhs.gov/ocr/privacy
http://www.history.com/this-day-in-history
http://www.cnheo.org
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4. http://asq.org/learn-about-quality/project-planning-tools/overview/gantt-chart.html

American	Society	for	Quality	(ASQ)

The	ASQ	Webpage	provides	information	on	how	to	create	a	Gantt	chart.

5. http://www.cancer.gov/clinicaltrials/patientsafety/simplification- 
of-informed-consent-docs

National	Cancer	Institute	(NCI)

The	NCI	Website	provides	information	on	informed	consent	forms.	It	includes	a	
	consent	form	template	that	was	created	to	include	all	of	the	federally	required	
	elements	for	such	a	form	for	a	research	project.

6. http://www2a.cdc.gov/phlp/?source=govdelivery

Centers	for	Disease	Control	and	Prevention	(CDC)

This	page	at	the	CDC	Website	presents	the	Public	Health	Law	Program.	The	site	was	
created	in	2000	and	has	as	its	goals	to:	(1)	improve	the	understanding	and	use	of	
law	as	a	public	health	tool,	(2)	develop	CDC’s	capacity	to	apply	law	to	achievement	
of	its	Health	Protection	Goals,	and	(3)	develop	the	legal	preparedness	of	the	public	
health	system	to	address	all	public	health	priorities.

7. http://www.dol.gov/opa/aboutdol/lawsprog.htm

United	States	Department	of	Labor	(USDOL)

The	USDOL	Website	presents	a	summary	of	the	major	laws	associated	with	
labor.	You’ll	find	brief	descriptions	of	many	of	the	principal	statutes	most	
	commonly	applicable	to	businesses,	job	seekers,	workers,	retirees,	contractors,	
and	grantees.

http://asq.org/learn-about-quality/project-planning-tools/overview/gantt-chart.html
http://www.cancer.gov/clinicaltrials/patientsafety/simplification-of-informed-consent-docs
http://www.cancer.gov/clinicaltrials/patientsafety/simplification-of-informed-consent-docs
http://www2a.cdc.gov/phlp/?source=govdelivery
http://www.dol.gov/opa/aboutdol/lawsprog.htm


 Chapter 11   Marketing 371

pa r t  I I I

EvaluatIng a HEaltH 
promotIon program

The chapters in this section present an overview of the evaluation process, 
including how to plan an evaluation, how to analyze and interpret data, 

and how to report evaluation results. The chapters and topics presented in this 
section are:

C h a p t e r  1 3
Evaluation: An Overview

C h a p t e r  1 4
Evaluation Approaches and 
Designs

C h a p t e r  1 5
Data Analysis and Reporting
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C h a p t e r   13

C H a p t E r  o b j E C t I v E s

After reading this chapter and answering the questions at the end, you should be able to:

•	 Explain	the	two	basic	purposes	of	evaluation.

•	Distinguish	between	formative	and	summative	evaluation	as	well	as	between	formative	and	
process evaluation.

•	 Compare	and	contrast	the	various	types	of	evaluation.

•	Describe	the	process	of	conducting	an	evaluation.

•	 Identify	some	of	the	problems	that	may	obstruct	an	effective	evaluation.

•	 List	reasons	why	evaluation	should	be	included	in	all	programs.

•	 Explain	the	difference	between	internal	and	external	evaluations.

•	Describe	several	considerations	in	planning	and	conducting	an	evaluation.

baseline data

effectiveness

evaluation

evaluation consultant

external	evaluation

formative	evaluation

impact	evaluation

internal evaluation

institutional review boards

outcome	evaluation

process evaluation

quality

standards of acceptability

standards of evaluation

summative	evaluation

P erforming	adequate	and	appropriate	evaluation	is	necessary	for	any	program	regard-
less	of	size,	type,	or	duration.	While	it	is	true	that	program	resources,	namely	the	

proportion of the budget that can be devoted to evaluation, as well as the evaluation 
expertise	of	program	staff	and	partners,	will	influence	the	type	and	quality	of	the	evalu-
ation	performed,	every	effort	should	be	made	to	address	the	two	most	critical	and	basic	

Evaluation:
an overview

K e y  t e r m s
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purposes	of	program	evaluation:	(1)	assessing	and	improving	quality,	and	(2)	determin-
ing effectiveness.

As displayed in Box 13.1,	conducting	evaluation	and	research	is	a	major	area	of	
responsibility	for	health	education	specialists	who	must	demonstrate	both	knowledge	
of and the capacity to develop evaluation/research plans and collect and analyze related 
data	(NCHEC,	SOPHE,	&	AAHE,	2010).	Your	credibility	as	a	planner	and	health	pro-
fessional	will	often	be	directly	linked	to	your	ability	to	perform	these	important	tasks.	
Those	who	neglect	evaluation	do	so	at	the	peril	of	losing	all	or	part	of	their	program	
funding.

This	chapter	presents	an	overview	of	evaluation	and	introduces	evaluation	termi-
nology;	the	basic	purposes	of	evaluation,	including	distinctions	between	formative	and	
process	evaluation	as	well	as	summative,	impact,	and	outcome	evaluation;	the	process	of	
conducting	an	evaluation;	problems	or	barriers	in	program	evaluation;	and	other	issues	
to consider when conducting an evaluation.

basic terminology

In	general,	evaluation	can	be	defined	as	the	process	of	determining	the	value	or	worth	of	
a	health	promotion	program	or	any	of	its	components	based	on	predetermined	criteria	or	
standards	of	acceptability	identified	by	stakeholders.	Standards of acceptability are the 
minimum	levels	of	performance,	effectiveness,	or	benefits	used	to	judge	value	(Green	&	 
Lewis,	1986).	Box 13.2	lists	examples	of	standards	of	acceptability.

Two broad categories of evaluation correspond to the two basic purposes of evalu-
ation,	that	is,	assessing	and	improving	quality	and	determining	effectiveness.	Formative 
evaluation relates	to	quality	assessment	and	program	improvement,	whereas	summative 
evaluation pertains	to	determining	effectiveness.

Formative	evaluation	begins	when	programs	are	conceived	and	developed	(or	are	
forming).	Though	it	continues	through	the	implementation	phase	and	usually	ends	when	
the	program	is	concluded,	it	is	particularly	important	and	most	relevant	during	the	early	

Box 13.1  Responsibilities and Competencies  
for Health Education Specialists

responsibilities and competencies that are connected with the content in this chapter  
include:

responsibility iv: Conduct evaluation and research related to Health education

 Competency 4.1: Develop evaluation/research Plan

 Competency 4.3: Collect and analyze evaluation/research Data

 Competency 4.5: apply Findings from evaluation/research

Source: nCHeC, SoPHe, & aaHe (2010).
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stages	of	program	development	and	implementation.	The	purpose	of	formative	evalua-
tion	is	to	improve	the	overall	quality	of	a	program	or	any	of	its	components	before	it	is	
too	late	(i.e.,	the	program	concludes).

Another	type	of	evaluation	closely	associated	with	formative	evaluation	is	 process 
evaluation,	 which	 assesses	 the	 implementation	 process	 in	 general,	 and	 tracks	 and	
	measures	what	went	well	and	what	went	poorly	and	how	these	factors	contributed	to	the	
success	or	failure	of	a	particular	program.	For	example,	when	a	protocol	has	been	cre-
ated	for	the	implementation	of	a	program,	process	evaluation	will	determine	how	closely	
the	protocol	was	followed.	Process	evaluation	also	measures	how	many	products	were	
distributed	or	how	many	services	were	offered	as	well	as	how	many	people	participated	
in	the	program	(i.e.,	the	extent	of	a	program’s	reach).	An	occasional	criticism	leveled	at	
health	promotion	is	that	programs	sometimes	limit	their	assessment	to	process	evalu-
ation	(e.g.,	the	number	of	program	participants,	etc.)	and	do	not	adequately	address	
summative	evaluation	(the	degree	to	which	actual	changes	occurred	as	a	result	of	the	
program).	While	process	evaluation	is	important,	it	should	not	be	performed	in	isolation	
of	formative	or	summative	evaluation.

Box 13.2 Standards of Acceptability

Standard of acceptability examples

appropriate response to mandates 
(policies, statutes, laws) of 
regulating agencies

Percent of children immunized; percent 
of priority population wearing safety 
belts; degree to which tobacco 
retailer laws are enforced

enhanced health status among the 
priority population

Decreasing rates of mortality and 
morbidity compared with state or 
national data

Decreased risk factors among the 
priority population

values expressed in the local 
community

lowered rates of smoking, obesity, 
excessive alcohol use, etc.

Degree to which programs are 
developed in response to local values

Standards advocated by professional 
organizations

Passing scores on certification or 
registration examinations

norms established by research treadmill tests or body mass index values

norms established by evaluation of 
previous programs

Similar data that compare a program’s 
results to benchmarks established by 
other programs (e.g., smoking 
cessation or weight loss programs, etc.)

Program implementation protocols Degree to which programs implement 
protocols as per guidelines established 
previously by successful programs
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In	professional	practice,	formative	and	process	evaluations	are	often	used	interchange-
ably	and	have	become	somewhat	synonymous.	However,	commonly	accepted	features	serve	
to	distinguish	the	two,	at	least	in	theory.	For	example,	formative	evaluation	attempts	
to	enhance	program	components	before	and	during	implementation	so	that	the	very	best	
	products	and	services	are	offered	to	the	priority	population.	Formative	evaluation	includes	
pretesting	program	components	(e.g.,	curriculum,	video	clips,	public	service	announcements,	
language	for	potential	policy	change,	etc.)	as	well	as	pilot	testing	(testing	the	complete	pro-
gram	with	a	small	segment	of	the	priority	population	before	full-blown	implementation).	
Though	both	formative	and	process	evaluations	are	related	to	implementation,	formative	
evaluation	focuses	on	improving	the	quality	of	the	program	and	its	components	while	they	
are	being	implemented,	whereas	process	evaluation	measures	the	degree	to	which	the	pro-
gram	was	successfully	implemented	and	generally	applies	lessons	learned	in	subsequent	ver-
sions	or	implementations	of	the	program.	(Specific	examples	of	both	formative	and	process	
evaluation,	which	will	more	clearly	distinguish	the	two,	are	presented	in	Chapter	14.)

The	purpose	of	summative	evaluation	on	the	other	hand,	is	to	assess	the	effectiveness 
of	the	intervention	and	the	extent	to	which	awareness,	attitudes,	knowledge,	behavior,	the	
environment,	or	health	status	changed	as	a	result	of	a	particular	program.	Summative	evalu-
ation	requires	the	measurement	and	establishment	of	a	baseline	value	(the	starting	point	
or	status	of	a	health	indicator	prior	to	the	implementation	of	an	intervention)	as	well	as	
measurement	of	the	same	health	indicator	after	the	program	is	concluded	(i.e.,	a	posttest).

Closely	associated	with	summative	evaluation	are	both	impact and outcome evalu-
ations.	While	summative	evaluation	is	more	generally	an	umbrella	term	associated	with	
effectiveness,	 impact	evaluation tends	to	focus	on	intermediary	measures	such	as	be-
havior	change	or	changes	 in	attitudes,	knowledge,	and	awareness;	whereas	outcome	
 evaluation tends	to	measure	the	degree	to	which	end	points	such	as	diseases	or	injuries	
actually	decreased.	Collectively	speaking,	at	least	in	health	promotion	practice,	impact	
and	outcome	evaluations	together	constitute	summative	evaluation.

To	summarize,	in	formative	evaluation	the	quality	of	program	components	is	meas-
ured	and	improved	prior	to	or	during	program	implementation.	In	process	evaluation	
the	mechanics	of	program	implementation	are	assessed.	In	summative	evaluation	pro-
gram	outcomes	are	measured	including	impact	evaluation	(e.g.,	behavior	change)	and	
outcome	evaluation	(e.g.,	disease).	Without	evaluation,	claims	related	to	program	quality	
and	effectiveness	can	rarely,	if	ever,	be	made.

Supporting	definitions	for	formative, summative, process, impact, and outcome eval-
uation are presented below.

•	 Formative evaluation:	 “Any	combination	of	measurements	obtained	and	judgments	
made	before	or	during	the	implementation	of	materials,	methods,	activities	or	
	programs	to	control,	assure	or	improve	the	quality	of	performance	or	delivery”	
(Green	&	Lewis,	1986,	p.	362).	Examples	include,	but	are	not	limited	to,	pretesting,	
or	pilot-testing	a	program.	Data	derived	from	formative	evaluation	help	revise	
	intervention	components	(content,	methods,	and	materials)	as	well	as	instruments	
and	data	collection	procedures	(Windsor	et	al.,	2004).

•	 Summative evaluation:	 “Any	combination	of	measurements	and	judgments	that	
	permit	conclusions	to	be	drawn	about	impact,	outcome,	or	benefits	of	a	program	or	
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method”	(Green	&	Lewis,	1986,	p.	366).	“Summative	evaluations	in	the	strictest	
sense	are	done	at	the	conclusion	of	a	program	to	provide	a	conclusive	statement	
	regarding	program	effects”	(Issel,	2009,	p.	21).

•	 Process evaluation:	 “Is	used	to	monitor	and	document	program	implementation	and	
can	aid	in	understanding	the	relationship	between	specific	program	elements	and	
program	outcomes”	(Saunders,	Evans,	&	Joshi,	2005,	p.	134).	The	central	purposes	
for	process	evaluation	are	to	“identify	the	key	components	of	an	intervention	that	
are	effective,	to	identify	for	whom	the	intervention	is	effective,	and	to	identify	under	
what	conditions	the	intervention	is	effective”	(Steckler	&	Linnan,	2002,	p.	1).	It	also	
evaluates	the	“extent	to	which	a	program	is	being	implemented	as	planned”	(Harris,	
2010,	p.207).

•	 Impact evaluation:	 Focuses	on	“the	immediate	observable	effects	of	a	program,	lead-
ing	to	the	intended	outcomes	of	a	program;	intermediate	outcomes”	(Green	&	
Lewis,	1986,	p.	363).	Measures	of	awareness,	knowledge,	attitudes,	skills,	and	
	behaviors	yield	impact	evaluation	data.	Most	notably,	impact	evaluation	is	associated	
with	behavioral	impact	or	change	(Windsor	et	al.,	2004).

•	 Outcome evaluation:	 Focuses	on	“an	ultimate	goal	or	product	of	a	program	or	
treatment,	generally	measured	in	the	health	field	by	mortality	or	morbidity	data	in	a	
population,	vital	measures,	symptoms,	signs,	or	physiological	indicators	on	individu-
als”	(Green	&	Lewis,	1986,	p.	364).	Outcome	evaluation	is	long-term	in	nature	and	
generally	takes	more	time	and	resources	to	conduct	than	impact	evaluation.	Ulti-
mately,	it	makes	a	determination	of	the	effect	of	a	program	or	policy	on	its	benefi-
ciaries	(Harris,	2010).

purpose of Evaluation

Beyond	improving	the	quality	of	programs	and	their	components	and	measuring	effec-
tiveness,	stakeholders	will	determine	which	factors	will	be	measured	to	determine	the	
worth	or	value	of	the	program.	While	the	outcome	of	any	health	promotion	program	
should	relate	in	some	way	to	improved	health,	a	myriad	of	factors	leading	to	this	out-
come	can	be	measured	in	the	evaluation	process.	These	include	how	broadly	and	suc-
cessfully	a	program	was	implemented	and	the	degree	to	which	the	program	influenced	
knowledge,	attitudes,	confidence,	abilities,	and	behaviors.

An	evaluation	can	also	assess	less	tangible	benefits	deemed	important	by	stakehold-
ers.	These	benefits	may	include	outcomes	such	as	the	degree	of	good	will	or	organi-
zational	presence	produced	by	a	program,	the	amount	of	social	capital	or	community	
cohesiveness	created,	or	the	extent	to	which	consumers	are	satisfied	with	a	program	for	
reasons	other	than	improved	health	status.	Ultimately,	stakeholders	will	determine	the	
worth	of	a	program	based	on	criteria	unique	and	important	to	them.

In	the	most	basic	sense,	programs	are	evaluated	to	gain	information	and	make	deci-
sions.	The	information	gained	through	evaluation	may	be	used	by	planners	during	the	
implementation	of	a	program	to	make	immediate	improvements	(i.e.,	formative	evalu-
ation)	as	well	as	improvements	to	the	implementation	process	in	subsequent	versions	
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of	the	program	(i.e.,	process	evaluation).	In	other	words,	you	do	not	want	to	continue	
indefinitely	with	a	bad	program.	Evaluation	may	also	be	used	to	see	if	certain	immediate	
outcomes—such	as	knowledge,	attitude,	skills,	environment,	and	behavior	change—have	
occurred	(i.e.,	impact	evaluation).	It	may	also	be	used	over	time	to	determine	whether	
long-term	program	goals	and	objectives	associated	with	disease	outcomes	and	improved	
health	status	have	been	met	(i.e.,	outcome	evaluation).	Capwell,	Butterfoss,	and	Francisco	
(2000)	identified	six	general	reasons	why	stakeholders	may	want	programs	evaluated:

1. To determine achievement of objectives related to improved health status: Probably 
the	most	common	reason	for	program	evaluation	is	to	determine	the	degree	to	which	
	program	objectives	related	to	improved	health	conditions	were	met.	In	this	sense,	eval-
uation	may	also	be	used	to	determine	which	of	several	programs	was	most		effective	
in	achieving	a	given	objective.	You	should	always	attempt	to	link	and	limit	the	scope	
of	evaluation	(and	the	degree	to	which	your	personal	or	program	performance	is	
	assessed)	to	program	goals	and	objectives.	For	this	reason,	it	is	important	to		ensure	
that	goals	and	objectives	are	specific,	measurable,	attainable,	realistic	and	time-phased.

2. To improve program implementation: Planners should always be interested in 
	improving	a	program.	Program	evaluation	can	help	planners	understand	why	a	
particular	intervention	worked	(Valente,	2002)	or	did	not	work,	and	thus,	weak	
	elements	can	be	identified,	removed,	and	replaced	(Green	&	Lewis,	1986).	This	is	
most	closely	associated	with	process	evaluation.

3. To provide accountability to funders, the community, and other stakeholders:	Many	
stakeholders	are	interested	in	the	value	of	a	program	to	a	community,	or	if	the	
	program	is	worth	its	cost.	Thus,	an	evaluation	may	provide	decision	makers	with	the	
	information	to	determine	if	program	funding	should	continue,	discontinue,	or	increase.

4. To increase community support for initiatives: The results of an evaluation can 
increase	community	awareness	of	a	program.	Positive	evaluation	data	channeled	
through	proper	communication	channels	can	generate	backing	for	a	program,	which	
in	turn	may	lead	to	additional	funding.

5. To contribute to the scientific base for community public health interventions: 
	Program	evaluation	can	provide	findings	that	can	lead	to	new	hypotheses	about	
human	behavior	and	individual	or	community	change,	which	in	turn	may	lead	to	
new	and	better	programs.

6. To inform policy decisions:	Program	evaluation	data	can	be	used	to	impact	policy	
within	the	community.	For	example,	studies	on	passive	or	secondhand	smoke	have	
been	the	impetus	for	many	states	and	local	communities	to	pass	laws	or	ordinances	
prohibiting	indoor	smoking.

Framework for program Evaluation

In	1999,	the	Centers	for	Disease	Control	and	Prevention	(CDC,	1999a)	published	an	
evaluation	framework	for	public	health	programs.	The	framework	was	developed	by	a	
working	group	that	included	evaluation	experts,	public	health	program	managers	and	
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directors,	state	and	local	public	health	officials,	teachers,	researchers,	U.S.	Public	Health	
Service	agency	representatives,	and	CDC	staff	members.	This	framework	has	stood	the	
test	of	time	and	is	still	very	robust.

The	framework	(see	Figure 13.1)	comprises	six	steps	that	should	be	completed	for	
any	evaluation,	regardless	of	type	(formative,	summative,	etc.)	or	setting.	These	steps	are	
not a prescription; rather, they are starting points for tailoring the evaluation. The early 
steps	provide	the	foundation,	and	all	steps	should	be	finalized	before	moving	to	the	next	
step:

•	 Step 1—Engaging stakeholders:	 This	step	begins	the	evaluation	cycle.	Stakeholders	
must	be	engaged	to	ensure	that	their	perspectives	are	understood.	The	three	primary	
groups	of	stakeholders	are	(1)	those	involved	in	the	program	operations,	(2)	those	
served	or	affected	by	the	program,	and	(3)	the	primary	users	of	the	evaluation	
	results.	Because	stakeholders	will	decide	the	fate	of	the	program	based	on	the	evalua-
tion	results,	it	is	important	to	understand	their	expectations	up	front.	The	scope	and	
level	of	stakeholder	involvement	will	vary	with	each	program	being	evaluated.

STEPS

Engage
stakeholders

Describe
the program

Ensure use
and share

lessons learned

Focus the
evaluation

design

Justify
conclusions

Gather credible
evidence

STANDARDS
Utility
Feasibility
Propriety
Accuracy

Figure 13.1 Framework for Program evaluation
Source: CDC (1999c), p. 4.
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•	 Step 2—Describing the program:	 This	step	sets	the	frame	of	reference	for	all	
	subsequent	decisions	in	the	evaluation	process.	At	a	minimum,	the	program	should	
be		described	in	enough	detail	that	the	mission,	goals,	and	objectives	are	understood.	
Also,	the	program’s	capacity	to	effect	change,	its	stage	of	development,	and	how	it	
fits	into	the	larger	organization	and	community	should	be	known.	Usually,	a	logic	
model	is	used	in	this	step	to	display	a	sequence	of	program	events	(see	Chapter	12	
for	a	discussion	of	logic	models)	and	the	relationship	among	inputs,	activities,	and	
outputs	or	outcomes.

•	 Step 3—Focusing the evaluation design:	 This	step	involves	making	sure	that	the	
	interests	of	the	stakeholders	are	addressed	while	using	time	and	resources	efficiently.	
Among	the	items	to	consider	in	this	step	are:	stating	the	reason	for	the	evaluation	
(e.g.,	gain	insight,	change	practice,	assess	effects,	affect	participants’	behavior,	etc.),	
determining	the	uses	and	users	of	the	evaluation	results,	formulating	research	ques-
tions	and/or	hypotheses,	determining	the	specific	type	of	evaluation	design	that	will	
be used, deciding on the types of statistical analyses that will be used, and finalizing 
any	agreements	about	the	process.

•	 Step 4—Gathering credible evidence:	 During	this	step,	evaluators	decide	on	
	measurement	indicators,	sources	of	evidence,	quality	and	quantity	of	evidence,	and	
logistics for collecting the evidence. This step also involves organizing data including 
specific processes related to coding, filing, and cleaning.

•	 Step 5—Justifying conclusions:	 This	step	includes	the	comparison	of	the	evidence	
against	the	standards	of	acceptability	(i.e.,	analyzing	and	synthesizing	data);	inter-
preting	those	comparisons;	judging	the	worth,	merit,	or	significance	of	the	program;	
and	creating	recommendations	for	actions	based	on	the	results	of	the	evaluation.

•	 Step 6—Ensuring use and sharing lessons learned: This step focuses on the use and 
dissemination	of	the	evaluation	results.	When	carrying	out	this	final	step,	the	needs	
of	each	group	of	stakeholders	must	be	addressed.	This	is	sometimes	referred	to	as	
the	evaluation	feedback	loop.	And	in	order	for	evaluation	data	to	be	useful	it	must	
be	processed	by	stakeholders	who	can	approve	the	continuation	of	improved	pro-
grams	or	stop	the	perpetuation	of	ineffective	programs.

In	addition	to	these	six	steps,	 the	 framework	uses	 four	standards of evaluation, 
which	are	displayed	in	the	box	at	the	center	of	Figure 13.1. These standards provide 
practical	guidelines	for	the	evaluators	to	follow	when	having	to	decide	among	evalua-
tion	options.	For	example,	these	standards	help	evaluators	avoid	evaluations	that	may	be	
accurate and feasible but not useful or those that would be useful and accurate but not 
feasible	(CDC,	1999a).	The	four	standards	are:

1. “Utility	standards	ensure	that	information	needs	of	evaluation	users	are	satisfied”	
(CDC,	1999a,	p.	27).

2. “Feasibility	standards	ensure	that	the	evaluation	is	viable	and	pragmatic”	(CDC,	
1999a,	p.	27).	In	other	words,	the	evaluation	is	realistic	and	affordable.

3. “Propriety	standards	ensure	that	the	evaluation	is	ethical	(i.e.,	conducted	with	regard	
for	the	rights	and	interests	of	those	involved	and	effected)”	(CDC,	1999a,	p.	27).
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4. “Accuracy standards ensure that the evaluation produces findings that are  considered 
correct”	(CDC,	1999a,	p.	29).	This	means	findings	are	both	valid	and	reliable.

practical problems or barriers in Evaluation

Several	authors	 (Glasgow,	2002;	Glasgow	et	al.,	1999;	NCI,	2002;	Solomon,	1987;	
Timmreck,	2003;	Valente,	2002)	have	identified	practical	problems	or	barriers	to	effec-
tive	evaluation.	Some	of	the	more	common	problems	or	barriers	which	remain	consistent	
over	time	are	presented	below.

 1.	 Planners	either	fail	to	build	evaluation	in	the	program	planning	process	or	do	so	
too	late	(Solomon,	1987;	Timmreck,	2003;	Valente,	2002).

 2.	 Adequate	resources	(e.g.,	personnel,	time,	money)	may	not	be	available	to	conduct	
an	appropriate	evaluation	(NCI,	2002;	Solomon,	1987;	Valente,	2002).

 3.	 Organizational	restrictions	on	hiring	consultants	and	contractors	may	prohibit	
evaluation	efforts	(NCI,	2002).

 4.	 Effects	are	often	hard	to	detect	because	changes	are	sometimes	small,	come	slowly,	
or	do	not	last	(Glasgow,	2002;	Solomon,	1987;	Valente,	2002).

 5.	 Length	of	time	allotted	for	the	program	and	its	evaluation	is	not	realistic	given	the	
nature	of	behavior	change	or	the	interval	that	is	necessary	to	measure	mortality	or	
morbidity	(NCI,	2002).

 6.	 Restrictions	(i.e.,	policies,	ethics,	lack	of	trust	in	the	evaluators)	that	limit	the	
	collection	of	data	among	the	priority	population	(NCI,	2002).

 7.	 It	is	difficult	to	make	an	association	between	cause	and	effect	(Solomon,	1987).

 8.	 It	is	difficult	to	separate	the	effects	of	multiple	interventions	within	a	program	
(Glasgow	et	al.,	1999),	or	multiple	programs	within	a	community,	or	to	isolate	pro-
gram	effects	on	the	priority	population	since	evaluators/researchers	cannot	control	
all	the	influences	of	real-world	phenomena	(NCI,	2002).

 9.	 Discrepancies	arise	between	professional	standards	and	actual	practice	(Solomon,	
1987)	with	regard	to	appropriate	evaluation	design,	particularly	among	novice	
evaluators.

10.	 Sometimes	evaluators’	motives	to	demonstrate	success	introduce	bias	(Solomon,	
1987;	Valente,	2002).

11.	 Stakeholders’	perceptions	of	the	evaluation’s	value	may	vary	too	drastically	(NCI,	
2002).

12.	 Intervention	strategies	are	sometimes	not	delivered	as	intended	(i.e.,	Type	III	error)	
(Glasgow,	2002),	or	are	not	culturally	specific	(NCI,	2002;	Valente,	2002).

Examples	of	these	problems	in	health	promotion	programs	may	occur	by	not	col-
lecting	initial	information	from	participants	because	evaluation	plans	were	not	in	place,	
failing	to	budget	for	the	cost	of	the	evaluation	(e.g.,	printing	questionnaires,	additional	
staff,	postage),	or	conducting	the	evaluation	prematurely	before	a	change	can	occur	 
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(e.g.,	changes	in	cholesterol	level)	or	too	long	after	program	completion	(e.g.,	posttest	ef-
fects	of	a	smoking	cessation	program).	Those	without	evaluation	expertise	may	conduct	
an	evaluation	without	a	sound	design,	such	as	not	using	appropriate	sampling	techniques	
or	comparison	groups.	Program	managers	who	are	motivated	to	make	their	programs	cost	
effective	may	minimize	costs	and	unwittingly	jeopardize	the	integrity	of	an	evaluation.

Awareness	 of	 these	 problems	 and	development	 of	 strategies	 to	 deal	with	 them	
will	likely	improve	the	accuracy	of	program	evaluation.	The	remainder	of	this	chapter	
	discusses	strategies	that	can	help	minimize	problems	with	evaluation,	such	as	including	
evaluation	in	the	early	stages	of	program	planning,	accounting	for	ethical	considera-
tions,	determining	who	will	conduct	the	evaluation,	carefully	considering	the	evaluation	
	design,	increasing	objectivity,	and	developing	a	plan	to	use	the	evaluation	results.

Evaluation in the program planning stages

Evaluation	design	must	reflect	the	goals	and	objectives	of	the	program	(see	Chapter	6).	In	
turn,	the	results	of	the	evaluation	will	determine	whether	the	goals	and	objectives	were	
met.	To	be	most	effective,	the	evaluation	must	be	planned	in	the	early	stages	of	program	
development	and	should	be	in	place	before	the	program	begins.	Results	from	evaluations	
conducted	early	in	the	program	planning	process	can	assist	in	improving	the	program	
(i.e.,	formative	evaluation).	Having	a	plan	in	place	to	conduct	an	evaluation	before	the	
end	of	a	program	will	make	collecting	data	related	to	program	outcomes	much	easier	
and	more	reliable.

Discussion	on	how	evaluation	plans	can	be	included	in	program	planning	will	focus	
on	examples	of	formative	and	summative	evaluations.	The	formative	evaluation	should	
provide	feedback	to	the	program	administrator,	with	program	monitoring	beginning	
in	the	early	stages.	Collecting	information	and	communicating	it	to	the	administrator	
quickly	allows	for	the	program	to	be	modified	and	improved.

Data	reflecting	the	initial	status	or	interests	of	the	participants—baseline data—
or	something	like	qualitative	data	from	focus	groups	can	be	used	to	assess	participant	
satisfaction.	Additional	information	from	the	formative	evaluation	may	indicate	that	
the	necessary	number	of	staff	members	has	been	hired,	the	program	sites	are	available,	
brochures	have	been	printed,	participants	are	satisfied	with	the	times	the	programs	are	
offered,	and	classes	are	offered	with	the	needs	of	the	prospective	participants	in	mind.

Initial	data	regarding	the	program	should	be	analyzed	promptly	to	make	any	nec-
essary	adjustments	to	the	program.	This	type	of	evaluation	can	improve	both	new	and	
existing	programs.	 Information	 from	the	 formative	evaluation	can	also	be	useful	 in	
	answering	questions	such	as	whether	the	programs	are	provided	at	convenient	locations	for	
the	community	members,	whether	the	necessary	materials	arrived	on	time,	and	whether	
people	are	attending	the	workshops	at	all	the	various	times	they	are	offered.	If	the		answer	
to	these	questions	is	no,	specific	program	attributes	needing	quality	improvement	can	be	
identified and addressed.

By	developing	the	summative	evaluation	plan	at	the	beginning	of	the	program,	plan-
ners	can	ensure	that	the	results	will	be	less	biased.	Early	development	of	the	summative	
evaluation	plan	ensures	that	the	questions	answered	relate	to	the	original	objectives	and	
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goals	of	the	program.	This	type	of	evaluation	can	provide	answers	to	many	questions,	
such	as	whether	the	group	approach	or	the	individual	approach	was	more	effective	in	
reducing	tobacco	use	among	the	participants	in	a	smoking	cessation	program,	whether	
the	participants	in	a	weight	loss	program	actually	lost	weight	and/or	maintained	the	
weight	loss,	and	how	many	people	in	the	priority	population	increased	their	knowledge,	
changed	their	attitudes,	or	reduced	their	risks.

Ethical Considerations

Always	remember	that	evaluation	or	research	should	never	cause	mental,	emotional,	or	
physical	harm	to	those	in	the	priority	population.	Nor	should	it	cause	a	delay	in	products	
or	services	that	could	potentially	improve	health	among	those	being	evaluated/researched.	
Evaluation	participants	should	always	be	informed	of	the	purpose	and		potential	risks	
of	any	evaluation	and	should	always	give	their	consent	before	participating.	Generally,	
evaluators	assure	the	confidentiality	and	anonymity	of	evaluation	responses.	Although	
evaluation data are reported in the aggregate, no individual should ever have his or her 
personal	information	revealed	in	any	setting	or	circumstance.

Because	evaluations	may	have	ethical	considerations	for	the	individuals	involved,	
most	colleges,	universities,	school	systems,	and	large	health	organizations	have	boards	
to	review	the	evaluation	design	and	potential	risk	to	participants.	These	groups	are	most	
often referred to as institutional review boards	 (IRBs)	or	human	subjects	committees	
(Cottrell	&	McKenzie,	2011).	These	boards	serve	to	safeguard	the	rights,	privacy,	health,	
and well-being of those involved in the evaluation/research. Before conducting any eval-
uation	or	research	involving	human	subjects,	make	sure	to	get	IRB	approval.

Who Will Conduct the Evaluation?

At	the	beginning	of	the	program,	planners	must	determine	who	will	conduct	the	evalua-
tion.	The	program	evaluator	must	be	as	objective	as	possible	and	should	have	nothing	to	
gain	from	the	results	of	the	evaluation.	The	evaluator	may	be	someone	associated	with	
the	program	or	someone	from	outside.

If	an	individual	trained	in	evaluation	and	personally	involved	with	the	program	
conducts the evaluation, it is called an internal evaluation.	For	example,	a	local	health	
department	may	assign	one	of	its	own	employees	to	evaluate	its	programs.	An	internal	
evaluator	would	have	the	advantage	of:	(1)	being	more	familiar	with	the	organization	and	
the	program	history,	(2)	knowing	the	decision-making	style	of	those	in	the	organization,	
(3)	being	present	to	remind	others	of	results	now	and	in	the	future,	and	(4)	being	able	
to	communicate	technical	results	more	frequently	and	clearly	(Fitzpatrick,	Saunders,	&	 
Worthen,	2004).	Conducting	an	internal	evaluation	is	also	less	expensive	than	hiring	
additional	personnel	to	conduct	the	evaluation.	The	major	drawback,	however,	is	the	
possibility	of	evaluator	bias	or	conflict	of	interest.	Someone	closely	involved	with	the	
program	has	an	investment	in	the	outcome	of	the	evaluation	and	may	not	be	completely	
objective.	After	all,	a	positive	evaluation	of	the	program	may	result	in	future	funding	that	
would	enhance	the	positions	of	the	staff	members.
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An external evaluation	is	one	conducted	by	someone	who	is	not	connected	with	the	
program.	Often	an	external	evaluator	is	referred	to	as	an	evaluation consultant.	Having	a	
researcher	from	a	university	or	some	other	type	of	research	institute	conduct	evaluations	
for	the	local	health	department	would	be	an	example	of	an	external	evaluator.	External	
evaluators	are	somewhat	isolated,	often	lacking	knowledge	of	and	experience	with	the	
program	that	the	internal	evaluator	possesses.	Evaluation	of	this	nature	is	also	more	
expensive,	since	an	additional	person	must	be	hired	to	carry	out	the	work.	However,	an	
external	evaluator:	(1)	can	often	provide	a	more	objective	review	and	a	fresh	perspective,	
(2)	can	help	to	ensure	an	unbiased	evaluation	outcome,	(3)	brings	a	global	knowledge	of	
evaluation	having	worked	in	a	variety	of	settings,	and	(4)	“typically	brings	more	breadth	
and	depth	of	technical	expertise”	(Fitzpatrick	et	al.,	2004,	p.	23).	Box 13.3 presents a list 
of	characteristics	that	program	planners	can	use	when	selecting	an	external	evaluator.	In	
addition,	when	selecting	an	external	evaluator,	planners	should	look	for	someone	with	
formal	training	in	evaluation	methods.

Whether	an	internal	or	external	evaluator	conducts	the	program	evaluation,	the	main	
goal	is	to	choose	someone	with	credibility	and	objectivity.	The	evaluator	must	have	a	clear	
role in the evaluation design and accurately report the results regardless of the findings.

Box 13.3 Characteristics of a Suitable Evaluation Consultant

•	 Is	not	directly	involved	in	the	development	or	administration	of	the	program	
being evaluated

•	 Is	impartial	about	evaluation	results	(i.e.,	has	nothing	to	gain	by	skewing	the	re-
sults in one direction or another)

•	 Will	not	succumb	to	any	pressure	by	senior	staff	or	program	staff	to	produce	par-
ticular findings

•	 Will	give	the	staff	the	full	findings	(i.e.,	will	not	gloss	over	or	fail	to	report	certain	
findings for any reason)

•	 Has	experience	in	the	type	of	evaluation	needed

•	 Communicates	well	with	key	personnel

•	 Considers	programmatic	realities	(e.g.,	a	small	budget)	when	designing	an	
 evaluation

•	 Delivers	reports	and	protocols	on	time

•	 Past	professional	experience	relates	to	the	program	and	its	evaluation	needs

•	 Sees	beyond	the	evaluation	to	other	programmatic	activities

•	 Explains	both	the	benefits	and	risks	of	evaluation

•	 Educates	program	personnel	about	conducting	evaluation,	thus	allowing	future	
evaluations to be done in house

•	 Explains	material	clearly	and	patiently

•	 Respects	all	levels	of	personnel

Source: thompson & McClintock (1998), p. 13.
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Evaluation results

The	question	of	who	will	receive	the	evaluation	results	 is	also	an	important	consid-
eration.	The	evaluation	can	be	conducted	from	several	vantage	points,	depending	on	
whether	the	results	will	be	presented	to	the	program	administrator,	the	funding	source,	
the	organization,	or	the	public.	These	stakeholders	may	all	have	different	sets	of	ques-
tions	they	would	like	answered.	The	evaluation	results	must	be	disseminated	to	groups	
interested	in	the	program.	Different	aspects	of	the	evaluation	can	be	stressed,	depend-
ing	on	the	group’s	particular	needs	and	interests.	An	administrator	may	be	interested	in	
which	program	approach	was	more	successful,	the	funding	source	may	want	to	know	if	
all	objectives	were	reached,	and	a	community	member	may	want	to	know	if	participants	
felt	the	program	was	beneficial.

The	planning	process	associated	with	the	evaluation	should	include	a	determina-
tion	of	how	the	results	will	be	used.	It	is	especially	important	in	formative	evaluation	to	
implement	the	findings	rapidly	to	improve	the	program.	However,	a	feedback	loop	and	
action	plan	are	needed	in	summative,	 impact,	and	outcome	evaluation	to	ensure	that	
results	and	lessons	learned	are	not	filed	away,	but	are	used	to	determine	how	to	proceed	
with	health	promotion	programs.

s u m m a r y

Evaluation	can	be	thought	of	as	a	way	to	make	sound	decisions	regarding	the	value	and	
effectiveness	of	health	promotion	programs,	to	compare	different	types	of	programs,	to	
eliminate	weak	program	components,	to	meet	requirements	of	funding	sources,	or	to	
provide	information	about	programs.	The	evaluation	process	takes	place	before,	during,	
and	after	program	implementation.	If	the	evaluation	is	well	designed	and	conducted	
appropriately,	the	findings	can	be	very	beneficial	to	program	stakeholders.

r E v I E W  Q u E s t I o n s

 1. What	are	the	two	basic	purposes	of	program	evaluation?

 2. What are the two broad categories of evaluation and how do they relate to the two 
basic	purposes	of	program	evaluation?

 3. List	and	describe	the	six	steps	in	CDC’s	framework	for	program	evaluation.

 4. List	and	describe	the	four	standards	in	CDC’s	framework	for	program	evaluation.

 5. Give	an	example	of	a	question	that	could	be	answered	in	a	process	evaluation,	
	impact	evaluation,	and	outcome	evaluation.

 6. What	are	some	of	the	more	common	problems	associated	with	or	barriers	to	effec-
tive	evaluation?
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 7. What	different	types	of	information	could	an	evaluation	provide	for	the	various	
stakeholders	(planners,	funding	source,	administrators,	and	participants)?

 8. Why	is	it	important	to	begin	the	evaluation	process	in	the	program	planning	stages?

 9. Explain	how	feedback	from	an	evaluation	can	be	used	in	program	planning.

10. In	what	type	of	situation	would	an	internal	evaluation	be	more	appropriate	than	an	
external	evaluation?

11. What	are	the	desirable	characteristics	of	an	external	evaluator	(evaluation	consultant)?

a C t I v I t I E s

	 1.	 Describe	potential	roles	and	results	of	formative	and	summative	evaluations	in	a	
program	related	to	an	HIV	needle-exchange	program.

	 2.	 Describe	how	process,	impact,	and	outcome	evaluation	could	be	used	in	a	stress	
management	program	for	college	students.

	 3.	 Write	a	rationale	to	a	funding	source	for	hiring	an	external	evaluator	(evaluation	
consultant).

	 4.	 Review	the	evaluation	component	from	a	health	promotion	program	in	your	community	
and/or	discuss	an	evaluation	plan	with	a	planner	or	evaluator.	Look	for	the	planning	
process	used,	the	rationale	for	the	data	collection	method,	and	how	the	findings	were	
	reported.	To	what	extent	did	the	program	follow	CDC’s	framework	for	evaluation?

5.	 Assume	you	are	responsible	for	selecting	an	evaluator	for	a	health	promotion	
	program	you	are	planning.	Would	you	select	an	internal	or	an	external	evaluator?	
Explain	your	rationale.	If	you	select	an	external	evaluator	(evaluation	consultant),	
where	do	you	think	you	could	find	such	a	person?

W E b l I n k s

1. http://www.eval.org

American	Evaluation	Association	(AEA)

The	AEA	is	an	international	professional	association	of	evaluators	devoted	to	the	
	application	and	exploration	of	program	evaluation,	personnel	evaluation,	technology,	
and	many	other	forms	of	evaluation.

2. http://www.evaluationcanada.ca/site.cgi?s=1

Canadian	Evaluation	Society	(CES)

The	CES	is	a	professional	association	of	evaluators	dedicated	to	the	advancement	
of	evaluation	theory	and	practice.	Information	at	this	Website	is	available	in	both	
English	and	French.

http://www.eval.org
http://www.evaluationcanada.ca/site.cgi?s=1
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3. http://ctb.ku.edu/en/default.aspx

Community	Tool	Box

This Website has long provided technical assistance to health professionals on a 
number	of	tasks	related	to	planning	and	evaluation	in	health	promotion.	With	
	respect	to	evaluation,	a	general	search	for	evaluation	will	present	a	number	of	
	specific	links	including	introduction	to	evaluation,	developing	an	evaluation	plan,	
and selecting appropriate designs.

4. http://www.cdc.gov/mmwr/preview/mmwrhtml/rr4811a1.htm

CDC	Framework	for	Program	Evaluation	in	Public	Health

This	is	CDC’s	framework	described	earlier	in	this	chapter	published	in	Morbidity 
and Mortality Weekly Report.	This	document	describes	in	detail	the	six	steps	related	
to	the	framework.

5. http://www.phac-aspc.gc.ca/php-psp/toolkit-eng.php

Program	Evaluation	Tool	Kit	(Public	Health	Agency	of	Canada)

According	to	this	Website,	“the	Program	Evaluation	Tool	Kit	is	a	practical,	step-by-
step	guide	to	evaluating	programs.	It	is	presented	in	a	series	of	short	modules	with	
simple	explanations	and	specific	tools	for	planning,	conducting	and	using	evalua-
tion.”	This	tool	is	similar	to	CDC’s	framework	for	program	evaluation	in	public	
health.

6. http://www.rand.org/pubs/technical_reports/TR101.html

Getting	to	Outcomes:	Promoting	Accountability	through	Methods	and	Tools	for	
Planning,	Implementation,	and	Evaluation

An	excellent	evaluation	resource	related	to	establishing	and	measuring	evidence-
based	program	outcomes.

7. http://whqlibdoc.who.int/hq/2000/WHO_MSD_MSB_00.2e.pdf

Process	Evaluations

This	is	a	document	on	process	evaluations	from	the	World	Health	Organization.	It	is	
good resource for designing and conducting process evaluations.

http://ctb.ku.edu/en/default.aspx
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr4811a1.htm
http://www.phac-aspc.gc.ca/php-psp/toolkit-eng.php
http://www.rand.org/pubs/technical_reports/TR101.html
http://whqlibdoc.who.int/hq/2000/WHO_MSD_MSB_00.2e.pdf
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C h a p t e r  O b j e C t i v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Describe	the	difference	between	formative	and	summative	evaluations	as	well	as	their	
	relationship	to	process,	impact,	and	outcome	evaluations.

•	 Identify	elements	and	strategies	related	to	both	formative	and	process	evaluations.

•	 List	important	considerations	in	selecting	an	evaluation	design.

•	 Compare	and	contrast	quantitative	and	qualitative	methods	of	evaluation.

•	 List	the	various	qualitative	methods	that	can	be	used	in	evaluation	and	research.

•	Differentiate	between	experimental,	control,	and	comparison	groups.

•	 Compare	and	contrast	the	major	types	of	evaluation	designs.

•	 Identify	the	threats	to	internal	and	external	validity	and	explain	how	evaluation	design	can	
	increase	control.

accountability
adjustment
approaches
blind
capacity
comparison	group
confounding	variable
consumer	orientation
context
control group
cost-benefit analysis
cost-effectiveness	analysis

cost-identification analysis
deductive
designs
dose
double blind
evidence
experimental	design
experimental	group
external	validity
fidelity
generalizability
inclusion

inductive
interaction
internal	validity
justification
multiplicity
nonexperimental	design
pilot testing
posttest
pretest
pretesting
qualitative	method
quantitative	method

evaluation approaches and Designs

K e y  T e r m s

C h a p T e r   14 
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This	chapter	focuses	on	evaluation	approaches	and	designs.	The	term	approaches 
refers	 to	 formative,	process,	and	summative	evaluation	and	suggests	 these	 types	

of	evaluation	are	clearly	distinct.	Designs	relates	specifically	to	summative	evaluation.	
Whereas	formative	and	process	evaluations	are	typically	defined	with	descriptions	of	
associated	elements	and	strategies,	summative	evaluations	are	generally	associated	with	
experimental,	quasi-experimental,	and	nonexperimental	designs.	Box 14.1 identifies the 
responsibilities	and	competencies	for	health	education	specialists	that	pertain	to	the	
material	presented	in	this	chapter.

Formative evaluation

At	 its	 core,	 formative	 evaluation	 focuses	 on	 the	 quality	 of	 program	 content	 and	
	program	implementation.	Some	elements	of	formative	evaluation	occur	before	the	start	
of	the	implementation	phase	and	help	ensure	that	a	program	and	its	elements	have	been	

quasi-experimental	design
reach
recruitment

Key terms, continued

resources
response
satisfaction

support
triple blind

Box 14.1  Responsibilities and Competencies for  
Health Education Specialists

this chapter describes evaluation approaches including formative, process, and 
summative evaluations (including impact and outcome evaluations), elements of 
formative and process evaluations, and evaluation designs associated with sum
mative evaluation. responsibilities and competencies connected with this chapter 
include:

responsibility iv:  Conduct Evaluation and research related to Health  
Education

 Competency 4.1: Develop Evaluation/research Plan

  Competency 4.3: Collect and analyze Evaluation/research  
Data

Source: nCHEC, SoPHE, & aaHE (2010).
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	conceptualized	and	developed	appropriately.	Formative	evaluation	collects	data	and	
informs	stakeholders	of	important	findings	that	could	potentially	improve	a	program	or	
its	delivery,	and	allows	for	appropriate	changes	before	the	program	is	fully	implemented	
and	completed.	Although	a	formative	evaluation	can	be	used	to	 improve	a	program	
between	implementation	cycles	(i.e.,	an	evaluator	identifies	various	issues	that	need	to	
be	addressed	before	the	program	is	implemented	again),	it	is	usually	better	to	allow	a	
formative	evaluation	to	inform	and	guide	the	development	and	implementation	of	a	
program	as	it	actually	unfolds.	In	cases	where	a	program	implementation	is	ongoing,	
the	distinction	between	formative	and	process	evaluation	is	not	as	clear	or	relevant	as	
long	as	programs	are	being	improved	based	on	feedback	collected	in	the	evaluation	
process.

Table 14.1	displays	the	elements	of	a	comprehensive	formative	evaluation.	The	de-
gree	to	which	these	elements	are	used	will	be	determined	by	many	factors	including	the	
preferences	of	stakeholders.	However,	all	15	elements	are	important	and	have	a	bearing	
on	program	quality	which,	in	turn,	leads	to	program	effectiveness	as	measured	in	sum-
mative	evaluation.

Formative	evaluation	occurs	from	the	time	of	program	inception	through	imple-
mentation.	By	nature,	certain	elements	of	formative	evaluation	are	more	applicable	
at	 the	 time	of	program	inception.	This	 is	when	planners	either	begin	developing	a	
new	program	or	decide	 to	use	an	existing	program	and	adapt	 it	 for	 their	priority	
population.	For	example,	addressing	the	elements	termed	 justification and evidence 
	provides	assurance	that	programs	are	supported	by	key	stakeholders	and	are	evidence	
based.	It	 is	easy	to	make	assumptions	about	these	 issues	during	a	planning	process.	
But		addressing	these	key	matters	 initially	will	orient	and	influence	planners	to	make	
careful	assessments	about	other	program	and	evaluation	components.	In	this	regard,	
formative	evaluation	can	be	beneficial	before	much,	if	any,	time	and	effort	are	applied	
to	the	program.

Three	additional	elements	displayed	in	Table	14.1 relate to issues that should be 
addressed	early	in	the	formative	evaluation	process.	Assessing	capacity	requires	evalua-
tors	to	carefully	examine	the	competency	of	those	who	are	designing	and	implementing	
a	program.	This	can	be	somewhat	challenging	if	those	performing	the	evaluation	are	
the	same	professionals	designing	and	implementing	the	program.	Despite	this	potential	
challenge,	planners	and	evaluators	should	identify	the	strengths	and	weaknesses	of	the	
internal	staff	and	external	partners	and	either	invest	in	training	or	contract	for	external	
evaluation	as	necessary.

Resources	relate	to	adequate	internal	or	external	funding	and/or	assistance	from	
partner	organizations.	Although	it	 is	easy	to	underestimate	program	costs,	evaluators	
performing	a	 formative	 evaluation	 should	match	 the	projected	 costs	with	available	
	resources	to	determine	whether	the	program	can	be	realistically	implemented.	Closely	
related to the concept of resources are three types of cost analyses that can help guide 
planners	in	the	selection	of	specific	interventions.	Cost-identification analysis	(or	cost-
feasibility	analysis)	is	used	to	compare	different	interventions	available	for	a	program,	
often	to	determine	which	intervention	would	be	the	least	expensive.	With	this	type	of	
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Table 14.1 Elements of a Comprehensive Formative Evaluation

Justification Degree to which a program, service, or activity is mandated or approved by 
relevant stakeholders and justified by needs assessment data and analysis

Evidence Degree to which the program, service, or activity is evidence based (i.e., doc
umented evaluation results in the literature suggest the program is effective 
or at least promising)

Capacity Extent to which professionals have adequate knowledge, skills, and abilities to 
design and implement a program, service, or activity or the degree to which 
they can access or contract with other organizations and professionals to pro
vide the same program, service or activity

resources adequacy of resources (e.g., budget, community resources or assistance, assets, 
time, etc.)

Consumerorientation Degree to which the program, activity, or service is tailored to the priority 
population (i.e., culturally appropriate and based on consumer preferences)

multiplicity Degree to which multiple components (i.e., intervention strategies) are built 
into the program, service, or activity (e.g., education, communication, policy, 
environmental change, etc.)

Support Degree to which a support component is built into a program, service, or ac
tivity (e.g., a hot line/quit line for a tobacco media campaign, development 
of walking paths for a community physical activity campaign)

inclusion Extent to which an adequate range and number of appropriate partners or 
organizations are involved with the program, service, or activity

accountability Extent to which internal staff and external partners are fulfilling their respon
sibilities as planned and are communicating needs appropriately

adjustment Degree to which programs, services, or activities are modified based on feed
back received from participants, partners, or other stakeholders

recruitment* Degree to which members of the priority population are adequately recruited 
through appropriate channels and places consistent with cultural and other 
unique characteristics

reach* Proportion of the priority population given the opportunity to participate in 
the program, activity, or service

response* Proportion of the priority population actually participating in the program, 
activity, or service

interaction Quality of interactions (e.g., customer service; interpersonal, counseling, and 
presentation skills; clarity of instructions) between professionals (those pro
viding programs, services, and activities) and participants

Satisfaction Degree to which the needs of participants are being met, how satisfied they 
are with the program, service, or activity, and their belief that a positive impact 
is being made in their lives

* these items relate to formative evaluation as they help ensure that an adequate number of people are participating in the 
program. But they also relate to process evaluation as an evaluation of the implementation process itself would naturally 
measure not only how many people had the opportunity to participate in the program, but more importantly, how many 
people actually participated.
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analysis,	evaluators	identify	the	different	items	(e.g.,	personnel,	facilities,	curriculum,	
etc.)	associated	with	a	given	intervention,	determine	a	cost	for	each	item,	total	the	costs	
for	that	intervention,	and	then	compare	the	total	costs	associated	with	each	of	several	
interventions.	For	example,	if	a	health	department	is	interested	in	providing	a	tobacco	
prevention	and	control	program	for	a	school	district,	it	could	conduct	a	cost-identifica-
tion	analysis	on	three	different	interventions:	(1)	teacher	led,	(2)	peer-to-peer,	and	(3)	vol-
untary	agency	provided.	Costs	for	each	of	these	interventions—such	as	staff	time,	staff	
benefits,	curriculum	materials,	and	volunteer	training—would	be	identified,	compared,	
and	analyzed.

Cost-benefit analysis	looks	at	how	resources	can	best	be	used.	It	will	yield	the	dollar	
benefit	received	from	the	dollars	invested	in	the	program.	Cost-effectiveness analysis is 
used	to	quantify	the	effects	of	a	program	in	monetary	terms.	It	is	more	appropriate	for	
health	promotion	programs	than	cost-benefit	analysis,	because	a	dollar	value	does	not	
have	to	be	placed	on	the	outcomes	of	the	program.	Instead,	a	cost-effectiveness	analysis	
will	indicate	how	much	it	costs	to	produce	a	certain	effect.	For	example,	based	on	the	
cost	of	a	program,	the	effect	of	years	of	life	saved,	number	of	smokers	who	stop	smoking,	
or	morbidity	or	mortality	rates	can	be	determined.

Continuing	with	elements	displayed	in	Table	14.1,	evaluators	must	also	ensure	that	
consumer orientation,	or	the	degree	to	which	programs	are	adapted	to	the	needs	of	the	
priority	population,	is	adequately	addressed.	Professionals	commonly	assume	that	mem-
bers	of	the	priority	population	hold	the	same	understanding	and	value	for	programs	as	
those	who	design	and	implement	the	programs.	Data	from	social	marketing	studies	indi-
cate	this	is	not	the	case	(Neiger	&	Thackeray,	2002).	Assuring	that	programs	are	tailored	
to	the	values,	wants,	and	needs	of	the	priority	population	is	an	important	component	of	
a	formative	evaluation	and	helps	ensure	that	programs	are	more	readily	accepted	by	the	
priority	population	and	that	intended	outcomes	occur.

Two	elements	displayed	in	Table	14.1	relate	to	the	development	and	content	of	a	
program.	The	term	multiplicity	relates	to	a	concept	in	health	promotion	where,	compared	
with	single-component	programs	(i.e.,	one	intervention	strategy),		multiple-component	
programs	 cater	more	 effectively	 to	 the	 varied	 needs	 of	 consumers	 and	 tend	 to	 be	
	accepted	more	readily.	For	example,	the	Truth	Campaign	in	Utah	offers	a	multidimen-
sional		approach	to	preventing	and	controlling	tobacco	use	among	both	youth	and	adults.	
Program	components	involve	educational	materials	including	a	comprehensive	guide	for	
schools,	media	resources,	models	for	policy	and	legislation,	materials	for	healthcare	pro-
fessionals,	and	a	quit	line	to	assist	current	smokers	in	cessation	efforts	(Utah	Department	
of	Health,	2011).	Support,	a	closely	related	concept	to	multiplicity,	assures	that	pro-
grams	have	appropriate	built-in	reinforcement	components	to	assist	participants	with	
the		expected	level	of	 involvement	and/or	behavior	change.	For	example,	a	well-baby	
program	that	promotes	prenatal	care	through	a	media	campaign	cannot	responsibly	
broadcast	messages	without	an	infrastructure	that	can	actually	support	prenatal	care.	In	
addition,	a	well-baby	program	of	this	nature	should	also	be	prepared	to	make	referrals	
based	on	a	variety	of	demographic	variables	within	the	priority	population,	including	the	
ability	to	pay	for	services.

Certain	elements	 in	formative	evaluation	relate	to	key	components	of	program	
implementation	and	ensure	that:	the	right	people	and	organizations	are	participating	
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in	the	delivery	of	the	program;	partners	are	doing	what	they’re	assigned	to	do;	and	
necessary	 changes	are	being	made	based	on	 feedback	 from	both	participants	and	
partners.

Inclusion	ensures	that	the	right	partners	are	involved	with	the	program.	The	natural	
inclination	of	most	professionals	or	organizations	is	to	include	as	many	partners	as	pos-
sible	to	bear	the	burden	of	a	program’s	cost	and	implementation.	Care	should	be	taken,	
however,	to	ensure	that	only	those	organizations	that	share	the	same	values	and	commit-
ment	are	included	as	program	partners.	This	is	not	to	suggest	that	organizations	should	
not	seek	diverse	or	nontraditional	partners.	However,	ideally,	all	partners	should	bring	
a	similar	level	of	vision	and	energy	to	the	program	development	and	implementation	
process.

Accountability	 ensures	 that	 each	 partner	 organization	 performs	 its	 work	 as	
	previously	arranged.	For	this	reason,	 it	 is	 important	 for	partners	 to	meet	regularly,	
	report	on	progress	and	identify	ways	to	improve	performance.	Adjustment, perhaps 
the	most	critical	element	of	 formative	evaluation,	 is	 the	process	whereby	planners	
make	necessary	changes	 to	 the	program	or	 its	 implementation	based	on	 feedback	
from	participants	and	partners.	 In	 this	 regard,	 those	who	develop	and	 implement	
programs	must	 collect	 data	 (or	 information)	 on	what	 needs	 to	 change	 and	 then	
see	 to	 it	 that	appropriate	changes	are	made.	Recruitment, reach, and response per-
tain	 to	promoting	a	program	and	ensuring	 that	people	 in	 the	priority	population	
are	aware	of	 the	program,	have	the	opportunity	 to	engage	 in	 the	program,	and	an	
	adequate	number	actually	participate	in	the	program.	Obviously,	the	budget,	among	
other	factors,	influences	the	proportion	of	the	priority	population	that	has	access	to	
the	program.	Evaluators	must	develop	projections	 for	participation	early	and	then	
match	projections	with	actual	participation.	Furthermore,	evaluators	must	determine	
whether	methods	for	recruitment	or	promotion	are	appropriate	based	on	communica-
tion	capabilities	and	preferences	of	the	priority	population.	For	example,	social	media	
approaches	will	not	work	if	members	of	the	priority	population	do	not	subscribe	to	
the	right	(matching)	applications.	Similarly,	newspaper	advertisements	will	do	 	little	
good	 if	 	word-of-mouth	 communication	 is	a	preferred	channel	within	 the	priority	
population.

Interaction and satisfaction	address	the	degree	to	which	practitioners	effectively	
work	and	communicate	with	program	participants	and	how	satisfied	participants	are	
with	the	program	in	general	or	with	specific	components.	For	example,	an		evidence-based	
curriculum	for	weight	loss	among	adults	may	be	appealing	to	participants,	theoretically	
grounded	and	technically	sound	in	every	way	but	not	resonate	with	participants	because	
of	an	ineffective	instructor.	A	formative	evaluation	can	identify	this	problem	and	gener-
ate	the	necessary	recommendations	or	adjustments	(e.g.,	a	new	instructor).	Likewise,	
data	regarding	participant	satisfaction	may	produce	 important	modifications	during	
program	implementation	or	in	future	applications	of	the	program.

In	 contrast	 to	 formative	 evaluation,	 a	 process	 evaluation	 looks	 back	 on	 the	
	implementation	process	and	measures	what	went	well	and	what	went	poorly.	While	
data	from	process	evaluation	can	certainly	inform	subsequent	versions	of	a	program,	
its	main	objectives	are	to	describe	how	closely	the	program	implementation	followed	
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protocols;	how	successful	 it	was	in	recruiting	and	reaching	members	of	the	priority	
population;	how	many	people	participated	or	how	many	products	or	services	were	
distributed;	and	what	other	factors	may	have	competed	with	or	confounded	program	
results.

Elements	of	process	evaluation	are	displayed	in	Table 14.2.	Fidelity ensures that 
programs	are	implemented	either	as	intended	or	as	per	protocol.	Because	the	results	of	
effective	programs	should	be	published	in	scientific	journals	or	other	reporting	mecha-
nisms,	methods	sections	should	provide	a	sequential	order	or	step-by-step	description	
of	how	the	program	was	 implemented.	Other	practitioners	 should	 then	rely	on	 this	
information	to	replicate	the	program.	In	addition,	programs	should	routinely	include	
some	type	of	procedures	outline	or	protocol	that	guides	implementation.	In	this	regard,	
process	 evaluation	can	assure	 that	appropriate	procedures	are	 followed	 throughout	
implementation.

Dose	is	a	measurement	of	how	many	products,	services,	or	other	program	compo-
nents	were	actually	delivered	to	the	priority	population	(e.g.,	number	of	educational	
sessions	presented,	number	of	nicotine	devices	distributed,	number	of	car	seats	on	loan,	
number	of	times	a	public	service	announcement	was	aired).	Oftentimes,	process	evalu-
ation	is	associated	with	dose.	In	other	words,	the	practitioner	tracks	and	reports	how	
many	products	were	distributed	and	equates	this	with	the	quality	of	a	program.	Although	
dose	is	an	important	element	in	process	evaluation,	it	should	not	be	the	sole	focus	of	any	
evaluation.	As	an	independent	measurement,	it	cannot	fully	represent	process	evaluation	
nor	should	it	be	used	as	a	proxy	measure	to	describe	the	quality,	value	or	effectiveness	
of	a	program.

As	described	 in	 formative	evaluation,	 recruitment,	 reach,	and	response	are	also	
measured	in	process	evaluation	since	an	evaluation	of	the	implementation	process	 it-
self	would	naturally	measure	fairness	and	adequacy	of	recruiting	practices,	how	many	

Table 14.2 Elements of a Process Evaluation*

Fidelity Extent to which the program, activity, or service was delivered as planned or as per 
protocol including the use of gantt charts (i.e., time lines) and logic models

Dose number of program units delivered (e.g., presentations, products, services, 
 messages)

recruitment* Degree to which members of the priority population are adequately recruited through 
appropriate channels and places consistent with cultural and other unique characteris
tics Proportion of the priority population given the opportunity to participate in the 
program, activity, or service

reach* Proportion of the priority population given the opportunity to participate in the 
 program, activity, or service

response* Proportion of the priority population actually participating in the program, activity, or 
service

Context External factors that may influence program results (e.g., competing programs, 
 conflicting messages, other confounders)

*adapted from Steckler & linnan (2002); and Saunders, Evans, & Joshi (2005).
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members	of	the	priority	population	had	the	opportunity	to	participate	in	the	program,	
and	most	importantly,	how	many	people	actually	participated.

Finally,	context assesses the presence of any confounding factors, or naturally 
	occurring	events	in	the	same	environment	that	may	affect	program	participation	and	
	results.	 For	 	example,	 participation	 in	 a	 school-based	 alcohol/drug-free	 graduation	
	celebration	may	be	diminished	by	alternative	activities	that	appeal	more	directly	to	
the		intended	participants.	Negative	aspects	of	the	physical	environment	or	location	of	
a	program	may	have	a	harmful	effect	on	program	participation	or	retention.	A	televi-
sion	program	documenting	disabling	aspects	of	cancer	aired	at	the	same	time	a	cancer	
screening	program	is	 initiated	may	scare	potential	program	participants	and	impact	
their	involvement.

Strategies	for	conducting	formative	evaluations,	and	to	some	extent	process	evalu-
ations,	are	displayed	and	briefly	described	in	Table 14.3. Although no single strategy is 
inherently	superior	to	another,	the	element	being	evaluated	(see	Tables	14.1	and	14.2)	
will	 largely	influence	the	selection	of	the	appropriate	strategy.	For	example,	a	key	in-
formant	interview	would	generally	be	appropriate	if	an	evaluator	is	measuring	capacity	
or	resources.	In	this	scenario,	the	key	informant	would	probably	be	an	administrator	
with	adequate	information	about	the	skill	sets	of	his/her	staff	and	the	type	of	budget	that	
would	be	dedicated	to	the	program.	On	the	other	hand,	assessing	fidelity	in	a	process	
evaluation	can	be	accomplished	with	a	protocol	checklist.	Certain	elements	can	be	ad-
dressed	by	one	of	many	strategies	or	a	combination	of	strategies.	For	example,	assessing	
interaction	or	satisfaction	can	be	accomplished	by	focus	groups,	in-depth	interviews,	or	
surveys.

Each	of	the	strategies	listed	in	Table	14.3	has	a	specific	protocol	to	guide	its	use.	
Evaluators	must	ensure	that	these	strategies	are	used	appropriately	and	that	data	are	
not	extrapolated	or	projected	beyond	their	natural	or	appropriate	function.	(For	further	
explanation	on	specific	strategies,	see	Chapter	4	for	information	on	focus	groups,	survey	
methods,	interviews,	use	of	forms	(existing	records),	and	observations,	etc.)

Two	additional	strategies,	pretesting	and	pilot	testing,	commonly	associated	with	
formative	evaluation,	are	presented	here	as	ways	to	assess	the	quality	of	distinct	compo-
nents	associated	with	a	program	and	to	assess	the	overall	quality	of	a	program	before	
full	implementation	occurs.	Although	the	two	terms	are	often	used	interchangeably,	cer-
tain	distinctions	are	important	to	make	and	understand.

pretesting
Pretesting	can	be	defined	in	at	least	two	ways:	(1)	testing	components	of	a	program	(e.g.,	
strategies	and	materials),	services,	and	products	with	the	priority	population	prior	to	
implementation	(Grier	&	Bryan,	2005);	and	(2)	collecting	baseline	data	prior	to	pro-
gram	implementation	that	will	be	compared	with	posttest	data	to	measure	the	effective-
ness	of	programs.	The	type	of	pretesting	that	relates	to	formative	evaluation	pertains	to	
the	first	definition—testing	components	of	a	program	prior	to	program	implementation.	
This	type	of	pretesting	is	often	associated	with	social	marketing	and	health	communica-
tion.	When	applied	to	health	communication,	pretesting	has	been	defined	as	an	evalua-
tion	that	involves	systematically	collecting	intended-audience	reactions	to	messages	and	
materials	before	the	messages	and	materials	are	produced	in	final	form	(NCI,	2002).	
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Table 14.3 Procedures used in Formative Evaluation

Focus groups* Qualitative research wherein a trained moderator uses an interview or moderator’s guide 
to ask questions about new programs, products, services, ideas, or topics to determine 
the attitudes, opinions, and preferences of a group of 6–12 individuals from a subgroup 
of the priority population (see Chapter 4).

Surveys the collection of data, generally through questionnaires, from a representative sample of 
the priority population that allows evaluators to draw general conclusions about the  entire 
priority population. may involve facetoface interviews or written questionnaires, mailed 
questionnaires, telephone interviews, electronic questionnaires, and so on. an intercept 
survey attempts to approach consumers in their natural environments (e.g., grocery 
stores, malls, community events) for a brief facetoface interview (see Chapter 4).

inDepth  
interviews*

Formal interviews with program participants generally lasting a half hour or longer with 
the use of an interview guide and related probes. allows evaluators to observe body 
 language and facial expressions as prompts for additional questions and information.

informal  
interviews

Brief interviews with program participants that may take the form of a conversation rather 
than a formal interview.

Key informant 
interviews

Qualitative, indepth interviews with individuals who understand the priority population 
and can represent their attitudes, values, and opinions to evaluators. Key informants are 
often people of influence within the priority population (see Chapter 4).

Direct  
observation

a process wherein evaluators immerse themselves in the program and assess the 
 interactions between professionals and other participants, the general reactions and 
 behaviors of the participants, and any problems or issues associated with program 
 content and delivery. use of this procedure sometimes involves concealing the observer 
from the program participants (see Chapter 4).

Expert Panel 
reviews

a process wherein a small group of professionals, not associated with the program but 
who have expertise related to the program, volunteer or are contracted to collect data, 
analyze the program, draw conclusions about its strengths and weaknesses, and make 
recommendations.

Quality Circles a qualitative approach wherein internal staff from the same program or work area meet 
regularly to discuss the strengths and weaknesses of a product, program, service, or 
 activity and make recommendations for improvement. as an alternative to quality circles, 
evaluators may choose to interview program staff directly.

Protocol 
Checklist

a linear or sequential list of tasks or procedures that allows evaluators to compare how a 
program is being implemented and compared with how it was originally intended to be 
implemented, or compared with what has been done elsewhere and reported in pub
lished studies or reports. use of logic models may be used in lieu of the protocol checklist.

gantt Chart a type of bar or line chart that displays a program’s time line or project schedule.  Whereas 
protocol checklists or logic models are not usually time phased, gantt charts display the 
start and finish dates of key program elements (e.g., program objectives or key activities 
and tasks) (see Chapter 12).

Program and 
Evaluation 
Forms

Program forms collected prior to program implementation may provide relevant informa
tion to evaluators (e.g., factors that have motivated participation, identification of goals, 
previous participation). Data from forms compiled during the program may reveal infor
mation helpful to program improvement (e.g., strengths, barriers, risks). Evaluation forms 
are generally administered at the conclusion of a program to measure the awareness, 
knowledge, attitudes, skills and behaviors, and general levels of satisfaction as well as 
feedback on specific program components.

*responses are recorded, transcripted, coded, and analyzed to identify themes and draw conclusions. (note: see Chapter 4 
for types of data collection.)
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Pretesting,	however,	can	be	applied	to	any	component	of	a	program	(e.g.,	specific	ses-
sions	of	an	educational	curriculum,	a	participant	manual,	draft	language	for	a	legislative	
bill,	the	visual	presence	and	structural	layout	of	a	booth	that	will	be	used	in	a	health	fair,	
a	planned	location	and	structure	of	a	community	exercise	path,	etc.).

Pretesting	assumes	that	program	components	have	already	been	reviewed	for	evi-
dence.	That	 is,	the	component	 is	demonstrated	to	be	evidence-based	in	the	literature	
or	through	some	other	reporting	mechanism.	Pretesting	also	assumes	that	practitioners	
have	done	their	best	to	prepare	program	components	in	final	form.	In	other	words,	it	is	
not	appropriate	for	practitioners	to	take	short	cuts	and	present	materials	with	the	mind-
set	that	members	of	the	priority	population	will	correct	any	flaws.

Many	of	the	same	strategies	displayed	in	Table	14.3	are	used	to	pretest	program	
components.	The	most	common	strategies	 involve	focus	groups,	 in-depth	interviews,	
and	surveys	 (NCI,	2002).	Practitioners	would	be	well	advised	 to	 receive	 training	 in	
these	strategies	before	attempting	to	conduct	them.	Otherwise,	it	is	wise	to	contract	for	
	services	with	professionals	who	have	appropriate	experience	and	expertise.

pilot testing
Whereas	pretesting	focuses	on	specific	program	components,	pilot testing	(also	referred	to	
as	field	testing	or	alpha	testing)	generally	assesses	programs	in	limited	areas	and/or	time	pe-
riods	(NCI,	2002).	In	other	words,	pilot	testing	generally	presents	the	entire	program	to	a	
limited	and	manageable	number	of	members	of	the	priority	population	so		necessary	modi-
fications	can	be	made	before	the	program	is	implemented	to	a	larger	segment	of	the	priority	
population.

Pilot	testing	allows	for	“dry	runs”	to	assess	and	measure	the	overall	quality	of	a		program.	
Occasionally,	pilot	testing	may	be	associated	with	shorter	durations	of	time	compared	with	
actual	implementation	time,	but	this	is	generally	not	advisable.	Implementing	the	entire	
program	to	a	limited	number	of	people	in	the	actual	time	frame	is	helpful	for	evaluators	
to	discover	important	issues	related	to	timing,	spacing,	and		duration	of	interventions.	(See	
Chapter	12	for	more	information	on	this	application.)	Pilot	testing	offers	evaluators	a	wide	
angle	or	broad	view	of	the	program	to	assess	how	the	entire	program	impacts	participants.

Conducting	a	pilot	test	generally	involves	collecting	data	from	participants.	It	 is	
advisable	to	use	the	same	data	collection	instruments	that	will	be	used	in	the	actual	
	implementation	of	the	program	to	make	adjustments	to	the	instruments	and	program	
components	 simultaneously.	 (The	specific	methodologies	associated	with	 summative	
evaluation	are	addressed	later	in	this	chapter	and	in	Chapter	15.	Chapter	5	also	provides	
useful	information	on	measurement,	data	collection,	and	sampling.)

summative evaluation

If	a	program	accounts	for	the	elements	displayed	in	Table	14.1	and	adequately	monitors	
and	improves	quality	through	formative	evaluation,	practitioners	can	assume	that	the	
collective	efforts	of	stakeholders	in	designing	and	implementing	a	high-quality	program	
will	result	in	the	accomplishment	of	program	goals	and	objectives	related	to	changes	in	
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behaviors	and	disease	indicators.	These	expected	outcomes	are	the	focus	of	summative 
evaluation,	which	is	any	combination	of	measurements	that	permit	conclusions	to	be	
drawn	about	impact,	outcome,	or	benefits	of	a	program	(Green	&	Lewis,	1986).

By	way	of	review,	summative	evaluation	includes	both	impact	evaluation,	which	fo-
cuses	on	intermediate	indicators	such	as	awareness,	knowledge,	attitudes,	skills,	environ-
ment,	and	most	importantly,	behaviors,	as	well	as	outcome	evaluation,	which	focuses	on	
long-term	program	measures	such	as	mortality,	morbidity,	or	disability.	Indicators	used	
in	summative	evaluation	might	include	years	of	potential	life	lost	(or	saved),	prevalence	
of	tobacco	use,	reductions	in	diabetes	mortality,	a	decreased	incidence	of	HIV/AIDS,	
reduced	absenteeism,	number	of	pounds	lost,	and	health	care	costs	saved	due	to	health	
promotion	programs.	As	in	formative	and	process	evaluations,	the	list	of	potential	indi-
cators	in	summative	evaluation	is	nearly	endless.

Although	many	types	of	indicators	and	outcomes	may	be	related	to	summative	eval-
uation,	the	process	itself	is	usually	associated	with	the	development	of	designs.	This	is	
particularly	true	of	impact	evaluation	which	requires	a	thoughtful	design,	appropriate	
data	collection	procedures,	valid	and	reliable	questionnaires	or	other	instruments,	and	
proper	analysis	and	data	reporting.	Outcome	evaluation	related	to	communities	or	large	
populations	often	involves	analysis	of	vital	statistics	and	trend	data	with	the	evaluator	
trying	to	account	for	confounding,	when	the	relationship	between	a	risk	factor	or	some	
other	determinant	and	an	outcome	is	modified	by	an	additional	variable,	called	the	con-
founding variable	 (Sullivan,	2008).	In	other	words,	community-wide	programs	often	
have	great	difficulty	identifying	with	any	precision	the	degree	to	which	the	programs	
themselves	had	an	impact	when	the	priority	population	was	exposed	to	so	many	influ-
ences	at	the	same	time.	As	described	earlier,	confounding	variables	relate	to	the	element	
of	context	as	measured	in	process	evaluation.	In	more	controlled	environments	such	as	
clinical	or	worksite	settings,	many	of	the	same	procedures	related	to	designs	used	in	im-
pact	evaluation	can	be	applied	to	outcome	evaluation.

An	evaluation	design	is	used	to	organize	a	summative	evaluation	and	to	provide	for	
planned,	systematic	data	collection,	analysis,	and	reporting.	A	well-planned	evaluation	design	
helps	ensure	that	the	conclusions	drawn	about	the	program	will	be	as	accurate	as	possible.	
The	design	is	developed	during	the	early	stages	of	program	planning	and	has	program	goals	
and	objectives	as	its	focus.	CDC’s	Framework	for	Program	Evaluation	(discussed	in	Chapter	
13)	suggests	the	study	design	should	be	addressed	in	Step	3,	only	after	engaging	stakeholders	
and	describing	the	program.	As	designs	are	developed,	evaluators	must	consider	the	audience	
and/or	stakeholders	who	will	read	the	results	of	the	evaluation.	In	other	words,	the	design	
must	produce	information	that	will	answer	the	evaluation	questions	of	stakeholders.

selecting an evaluation Design

There	are	no	perfect	evaluation	designs,	because	no	situation	related	to	program	design	
and	implementation	is	ideal,	and	there	are	always	restraining	factors,	such	as	limited	re-
sources.	The	challenge	is	to	devise	an	optimal	evaluation—as	opposed	to	an	ideal	evalu-
ation	(CDC,	1999a).	Planners	should	give	much	thought	to	selecting	the	best	design	for	
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each	situation.	The	following	questions	may	be	helpful	in	the	selection	of	a	design	for	
summative	evaluation:

•	 How	much	time	do	you	have	to	conduct	the	evaluation?

•	 What	financial	resources	are	available?

•	 How	many	participants	can	be	included	in	the	evaluation?

•	 Are	you	more	interested	in	qualitative	or	quantitative	data?

•	 Do	you	have	data	analysis	skills	or	access	to	statistical	consultants?

•	 In	what	ways	can	validity	be	increased?

•	 Is	it	important	to	be	able	to	generalize	your	findings	to	other	populations?

•	 Are	the	stakeholders	concerned	with	validity	and	reliability?

•	 Do	you	have	the	ability	to	randomize	participants	into	experimental	and	control	
groups?

•	 Do	you	have	access	to	a	comparison	group?

Dignan	(1995)	presents	 four	steps	 in	choosing	an	evaluation	design.	These	 four	
steps are outlined in Figure 14.1.	The	first	step	is	to	orient	oneself	to	the	situation.	

Resources, constraints,
and hidden agendas

Orientation to
the situation

Step 1

Dependent variables
Independent variables
Confounding variables

Combination of
qualitative and
quantitative

Quantitative

Qualitative Measurement

Data collection

Data analysis

Reporting of results

Step 4
Plans for:

Defining
the problem

Step 2

Step 3
Basic
design
decision

Figure 14.1 Steps in Selecting an Evaluation Design
Source: Measurement and Evaluation of Health Education. m. B. Dignan. Copyright © 1995 by Charles C. thomas Publisher, ltd. 
reprinted with Permission.
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The	evaluator	must	identify	resources	(time,	personnel),	restraints,	and	hidden	agendas	
(unspoken	goals).	During	this	step,	the	evaluator	must	determine	what	is	to	be	expected	
from	the	program	and	what	can	be	observed.

The	second	step	involves	defining	the	problem—determining	what	is	to	be	evalu-
ated.	During	this	step,	definitions	are	needed	for	independent	variables	(what	the	spon-
sors	think	makes	the	difference),	dependent	variables	(what	will	indicate	a	difference,	
e.g.,	awareness,	knowledge,	attitudes,	skills,	environmental	change,	behaviors,	disease	
prevalence),	and	confounding	variables	(what	the	evaluator	thinks	could	be	impacting	
the	results	in	addition	to	or	in	place	of	the	program	under	investigation).

The	third	step	involves	making	a	decision	about	the	design—that	is,	whether	to	use	
qualitative	or	quantitative	methods	of	data	collection	or	both.	The	quantitative method 
is deductive	 in	nature	(applying	a	generally	accepted	principle	to	an	individual	case),	
so	that	the	evaluation	produces	numeric	(hard)	data,	such	as	counts,	ratings,	scores,	or	
classifications.	Examples	of	quantitative	data	include	the	posttest	scores	on	a	nutrition	
knowledge	test,	a	decrease	in	percent	of	body	weight	from	pretest	to	posttest,	and	reduc-
tion	of	mortality	rates	related	to	cancer.	This	method	is	suited	to	programs	that	are	well	
defined	and	compares	outcomes	of	programs	with	those	of	other	groups	or	the	general	
population.	It	is	the	method	most	often	used	in	evaluation	designs.

The qualitative method is an inductive	method	(individual	cases	are	studied	to	for-
mulate	a	general	principle)	and	produces	narrative	data,	such	as	words	and	descriptions.	
This	is	a	good	method	to	use	for	programs	that	emphasize	individual	outcomes	or	in	cases	
where	other	descriptive	information	from	participants	is	needed.	That	is,		qualitative	data	
provide	depth	of	understanding,	study	motivation,	enable	discovery,	are	exploratory	and	
interpretive,	and	allow	insights	into	behavior	and	trends.	Conversely,	quantitative	data	
measure	levels	of	occurrence,	provide	proof,	and	measure	levels	of	actions	and	trends	
(NCI,	2002).	Box 14.2	provides	a	summary	of	various	qualitative	methods.

Patton	(1988)	produced	a	checklist	to	determine	whether	qualitative	data	might	
be	appropriate	in	a	particular	program	evaluation.	Collecting	qualitative	data	may	be	
a	good	strategy	if	there	is	a	need	to	describe	individual	outcomes,	to	understand	the	
dynamics	and	process	of	the	programs,	to	obtain	in-depth	information	on	certain	clients	
or	sites,	to	focus	on	the	diversity	of	program	clients	or	sites,	or	to	gather	information	
to	improve	the	program	during	process	evaluation.	Many	of	the	strategies	displayed	in	
Table	14.2	use	qualitative	data.

Rather	than	choose	one	method,	it	may	be	advantageous	to	combine	quantitative	
and	qualitative	methods.	Steckler,	McLeroy,	and	colleagues	(1992)	described	the	advan-
tage	of	combining	qualitative	and	quantitative	methods,	because,	to	a	certain	extent,	the	
weaknesses	of	one	method	are	compensated	for	by	the	strengths	of	the	other.	Figure 14.2  
illustrates	four	ways	this	can	occur.	In	Model	1,	qualitative	methods	are	used	to	help	de-
velop	quantitative	methods	and	instruments.	For	example,	evaluators	could	use	a	focus	
group	with	stakeholders	to	determine	what	type	of	questions	should	be	included	on	
a	data	collection	instrument.	With	Model	2,	qualitative	results	are	used	to	help	inter-
pret	and	explain	findings	from	a	quantitative	evaluation.	For	example,	evaluators	could	
collect	quantitative	data	from	a	large	sample	of	people	and	more	in-depth	qualitative	
data	from	a	few	in	the	sample.	Supplementing	the	hard	data	with	anecdotal	informa-
tion	further	describes	the	findings.	Model	3	is	the	reverse	of	Model	2.	In	this	model,	 
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quantitative	results	are	used	to	help	interpret	predominately	qualitative	findings.	For	
example,	after	observing	a	group	of	people	for	a	period	of	time,	evaluators	may	want	to	
conduct	a	survey	of	the	group.	In	the	last	model,	Model	4,	qualitative	and	quantitative	
data	are	used	equally	with	cross-validation	of	findings.

The	fourth	step	in	selecting	an	evaluation	design	includes	choosing	how	to	measure	
the	dependent	variable,	deciding	how	to	collect	the	data	(these	components	were	dis-
cussed	in	Chapter	4)	and	how	the	data	will	be	analyzed,	and	determining	how	the	results	
will	be	reported.	(These	components	are	discussed	in	Chapter	15.)

Box 14.2 Qualitative Methods Used in Evaluation

•	 Case studies: indepth examinations of a social unit, such as an individual, family, 
household, worksite, community, or any type of institution as a whole.

•	 Content analysis: a systematic review identifying specific characteristics of  
messages.

•	 Delphi techniques: a process that generates consensus through a series of 
 questionnaires. (See Chapter 4 for an indepth discussion of the Delphi  technique.)

•	 Ethnographic studies: a variety of techniques (participantobserver, observation, 
 interviewing, and other interactions with people) used to study an individual or 
group.

•	 Films, photographs, and videotape recording (film ethnography): includes the data 
collection and study of visual images.

•	 Focus group interviewing: interviews used to obtain information about the 
 feelings, opinions, perceptions, insights, beliefs, misconceptions, attitudes, and 
receptivity of a group of people concerning an idea or issue. (See Chapter 4 for 
an indepth discussion of focus group interviewing.)

•	 Historical analysis: a review of historical accounts that may include an 
 interpretation of the impact on current events.

•	 In-depth interviewing: Formal interviews with program participants. allows 
 evaluators to observe body language and facial expressions as prompts for 
 additional questions and information. See also table 14.3.

•	 Nominal group process: a highly structured process in which a few knowledgeable 
representatives of the priority population are asked to qualify and quantify specific 
needs. (See Chapter 4 for an indepth discussion of the nominal group process).

•	 Participant-observer studies: those in which the observers (evaluators) also 
 participate in what they are observing.

•	 Quality circle: a group of internal program people who meet at regular intervals to 
discuss problems and to identify possible solutions. See also table 14.3.

•	 Unobtrusive techniques: Data collection techniques that do not require the direct  
participation or cooperation of human subjects and include such things as 
 unobtrusive observation, review of archival data, and study of physical traces.

Source: Health Education Evaluation and Measurement: A Practitioner’s Perspective. robert mcDermott and  Paul 
Sarvela. Copyright © 1999 by mcgrawHill. reprinted with permission.
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experimental, Control, and Comparison Groups

As	 in	 research	 studies,	when	 evaluating	 a	 health	 promotion	 program,	 the	 group	 of	
	individuals	who	receive	the	intervention	is	known	as	the experimental group	(or	treatment	
group).	The	evaluation	is	designed	to	determine	what	effects	the	program	has	on	these	

Model 1
Qualitative methods are used to help develop

quantitative measures and instruments.

Qualitative Quantitative Results

Model 4
Qualitative and quantitative methods are used equally and parallel.

Qualitative QuantitativeResults

Model 2
Qualitative methods are used to help explain quantitative findings.

Quantitative

Qualitative

Results

Model 3
Quantitative methods are used to embellish a primarily qualitative study.

Qualitative

Quantitative

Results

Figure 14.2  Four Possible Ways that Qualitative and Quantitative methods might  
Be integrated

Source: “toward integrating Qualitative and Quantitative methods: an introduction.” allan Steckler, Kenneth r. mcleroy, 
robert m. goodman, Sheryl t. Bird, lauri mcCormick, from Health Education & Behavior, 19(1). Copyright © 1992 by 
SagE Publications. reprinted with Permission.
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individuals.	To	make	sure	that	the	effects	are	caused	by	the	program	and	not	by	some	
other factor, a control group	should	be	used.	The	control	group	should	be	as	similar	to	
the		experimental	group	as	possible,	but	the	members	of	this	group	do	not	receive	the	
program	(intervention	or	treatment)	that	is	to	be	evaluated.

Without	the	use	of	a	properly	selected	control	group,	the	apparent	effect	of	the	program	
could	actually	be	due	to	a	variety	of	factors	(confounding	variables),	such	as	differences	
in	participants’	educational	background,	environment,	or	experience.	By	using	a	control	
group,	an	evaluator	can	show	that	the	results	or	outcomes	are	due	to	the	program	and	not	
to	confounding	variables.	Ideally,	participants	should	be	randomly	selected,	then	randomly	
assigned	to	one	of	two	groups,	and	finally	it	should	be	randomly	determined	which	group	
becomes	the	experimental	group	and	which	becomes	the	control	group.	Theoretically,	this	
would	evenly	distribute	the	characteristics	of	the	participants.	This	technique,	called	ran-
domizing or randomization,	increases	the	credibility	of	the	evaluation	by	controlling	for	
extraneous	events	and	factors.

It	 is	not	always	possible	or	ethical	to	assign	participants	to	a	control	group,	es-
pecially	in	population-based	programs	or	if	doing	so	would	mean	that	they	would	be	
denied	a	necessary	program	or	service.	For	example,	a	health	promotion	program	could	
be	designed	for	individuals	with	hypertension.	Individuals	diagnosed	with	hypertension	
could	be	referred	by	a	physician	into	a	health	promotion	class	focused	on	reducing	the	
risk	factors	associated	with	this	disease.	Denying	some	individuals	access	to	the	program	
in	order	to	form	a	control	group	would	clearly	be	unethical.

One	way	to	deal	with	this	problem	is	to	provide	the	control	group	with	an	alterna-
tive	program	or	to	offer	the	regular	program	to	the	group	at	a	later	time	(if	a	delay	is	not	
potentially	harmful).	Another	alternative	is	to	compare	two	programs:	Offer	an	innova-
tive	program	to	some	participants	and	continue	the	conventional	program	for	others.	
Wagner	and	Guild	(1989)	described	the	advantage	of	this	strategy	as	providing	service	
to	all	participants	(which	fulfills	a	moral	obligation)	and	still	providing	a	comparison	to	
assess	the	effectiveness	of	the	innovative	program.

Because	the	main	purpose	of	social	programs	is	to	help	individuals,	the	individuals’	
viewpoints	should	be	the	primary	concern.	It	 is	important	to	keep	this	in	mind	when	
considering	ethical	 issues	in	the	use	of	control	groups.	Conner	(1980)	identifies	four	
	underlying	premises	for	the	use	of	control	groups	in	social	program	evaluation:

1. All	individuals	have	a	right	to	status	quo	services.

2. All	individuals	involved	in	the	evaluation	are	informed	about	the	purpose	of	the	
study	and	the	use	of	a	control	group.

3. Individuals	have	a	right	to	new	services,	and	random	selection	gives	everyone	a	
chance	to	participate.

4. Individuals	should	not	be	subjected	to	ineffective	or	harmful	programs.

The	ethical	issues	that	must	be	considered	involve	the	potential	denial	of	a	service	
and	allocation	of	scarce	resources.	When	randomization	is	not	feasible,	planners	should	
consider	an	equitable	process	of	providing	services	for	individuals	while	maintaining	
control	over	the	evaluation	design.

When	participants	 cannot	be	 randomly	assigned	 to	an	 experimental	or	 control	
group,	a	nonequivalent	group	may	be	selected.	This	is	known	as	a	comparison group.	
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It	is	important	to	find	a	group	that	is	as	similar	as	possible	to	the	experimental	group,	
such	as	two	classrooms	of	students	with	similar	characteristics	or	a	group	of	residents	in	
two	comparable	cities.	Factors	to	consider	include	participants’	age,	gender,	education,	
location,	socioeconomic	status,	and	experience,	as	well	as	any	other	variable	that	might	
impact	program	results.	Comparison	groups	are	not	randomly	selected	or	assigned.

evaluation Designs

Measurements	used	in	evaluation	designs	can	be	collected	at	three	different	times:	after	
the	program;	both	before	and	after	the	program;	and	several	times	before,	during,	and	
after	 the	program.	Measurement	 is	defined	as	 the	process	of	applying	numerical	or	
	narrative	data	from	an	instrument	(i.e.,	questionnaire)	or	other	data	yielding	tools	to	
objects,	events	or	people	(Windsor	et	al.,	2004).

Figure 14.3	presents	evaluation	designs	commonly	used	in	health	promotion.	In	the	
figure, the letter O	refers	to	measurement	involving	data	derived	from	questionnaires,	
tests,	 interviews,	observations,	or	other	methods	of	gaining	information.	When	multi-
ple	measurements	are	taken,	the	subscript	number	beside	each	O indicates the order in 
which	the	measurements	are	made.	Measurement	before	the	program	begins	is	known	
as the pretest,	and	measurement	after	the	completion	of	the	program	is	known	as	the	
posttest.	The	letter	X	represents	the	program	(intervention,	or	independent	variable);	
the	relative	positions	of	the	two	letters	 in	the	table	 indicate	when	measurements	are	
made	in	relation	to	when	the	program	is	provided.	The	figure	also	shows	which	groups	
receive	the	program	and	when	participants	are	randomly	assigned	to	groups	[(R)].

Windsor	and	colleagues	(2004)	differentiate	among	three	types	of	evaluation	designs:	
	experimental,	quasi-experimental,	and	nonexperimental.	Experimental design offers the great-
est	control	over	the	various	factors	that	may	influence	the	results	(confounding	variables).	It	
involves	random	assignment	to	experimental	and	control	groups	with	measurement	of	both	
groups.	This	evaluation	design	produces	the	most	interpretable	and	defensible	evidence	of	
effectiveness.	Quasi-experimental design results	in	interpretable	and	supportive	evidence	of	
program	effectiveness,	but	usually	cannot	control	for	all	factors	that	affect	the	validity	of	the	
results.	There	is	no	random	assignment	to	the	groups,	and	comparisons	are	made	on	experi-
mental	and	comparison	groups.	Nonexperimental design,	without	the	use	of	a	comparison	or	
control	group,	has	little	control	over	the	factors	that	affect	the	validity	of	the	results.

The	most	powerful	design	is	the	experimental	design,	in	which	participants	are	ran-
domly	assigned	to	the	experimental	and	control	groups.	The	difference	between	designs	I.1	 
and	I.2	in	Figure	14.3	is	the	use	of	a	pretest	to	measure	the	participants	before	the	pro-
gram	begins.	Use	of	a	pretest	would	help	ensure	that	the	groups	are	similar	and	provide	
baseline	measurement.	Random	assignment	should	equally	distribute	any	of	the	vari-
ables	of	the	participants	(such	as	age,	gender,	and	race)	between	the	different	groups.	
Potential	disadvantages	of	the	experimental	design	are	that	it	requires	a	relatively	large	
group	of	participants	and	the	intervention	may	be	delayed	for	those	in	the	control	group.

A	design	more	commonly	found	in	evaluations	of	health	promotion	programs	is	the	
quasi-experimental	pretest-posttest	design	using	a	comparison	group	(II.1	in	Figure	14.3).	 
This	design	is	often	used	when	a	control	group	cannot	be	formed	by	random	assignment.	
In	such	a	case,	a	comparison	group	(a	nonequivalent	control	group)	is	identified,	and	both	
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groups	are	measured	before	and	after	the	program.	For	example,	a	program	on	healthy	
eating	for	two	ninth-grade	classrooms	could	be	evaluated	by	using	pre-	and	post–food	
inventory	 instruments.	Two	other	ninth-grade	classrooms	not	receiving	the	program	
could	serve	as	the	comparison	group.	Similar	pretest	scores	between	the	comparison	and	
experimental	groups	would	indicate	that	the	groups	were	equal	at	the	beginning	of	the	
program.	However,	without	random	assignment,	it	would	be	impossible	to	be	sure	that	
other	variables	(e.g.,	a	unit	on	meal	preparation	in	a	family	and	consumer	science	course,	
a	reality	television	show	related	to	weight	loss,	changes	made	by	the	primary	meal	pre-
parer	at	home,	etc.)	did	not	influence	the	results.

Sometimes	participants	cannot	be	assigned	to	a	control	group	and	no	comparison	
group	can	be	identified.	In	such	cases,	a	nonexperimental	pretest-posttest	design	(III.1	in	
Figure	14.3)	can	be	used,	but	the	results	are	of	 limited	significance,	because	changes	
could	be	due	to	the	program	or	to	some	other	event.	An	example	of	this	type	of	non-
experimental	design	would	be	the	measurement	of	safety	belt	use	after	a	community	
program	on	that	topic.	An	increase	in	use	might	mean	that	the	program	successfully	
motivated	individuals	to	use	safety	belts;	however,	 it	could	also	reveal	the	impact	of	
increased	enforcement	of	the	mandatory	safety	belt	law,	of	a	traffic	fatality	in	the	com-
munity,	or	a	safety	article	in	the	local	newspaper.

I. Experimental design
1. Pretest-posttest design

— Experimental group (R) O1 X O2

— Control group (R) O1 O2

2. Posttest-only design
— Experimental group (R) X O

O)R(puorg lortnoC —
3. Time series design

— Experimental group (R) O1 O2 O3 X O4 O5 O6

— Control group (R) O1 O2 O3 O4 O5 O6

II. Quasi-experimental design
1. Pretest-posttest design

— Experimental group O1 X O2

— Comparison group O1 O2

2. Time series design
— Experimental group O1 O2 O3 X O4 O5 O6

— Comparison group O1 O2 O3 O4 O5 O6

III. Nonexperimental design
1. Pretest-posttest design

— Experimental group O1 X O2

2. Time series design
— Experimental group O1 O2 O3 X O4 O5 O6

Key: (R) = Random assignment
O = Measurement/Observation
X  = Program/Intervention

Figure 14.3 Evaluation Designs
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A	time	series	evaluation	design	(I.3,	II.2,	III.2	in	Figure	14.3)	can	be	used	to	examine	
differences	in	program	effects	over	time.	Random	assignment	to	groups	(I.3)	offers	the	
most	control	over	factors	influencing	the	validity	of	the	results.	The	use	of	a	comparison	
group	(II.2)	offers	some	control;	without	a	control	group	or	comparison	group	(III.2),	
it	is	possible	to	determine	changes	in	the	participants	over	time,	but	one	cannot	be	sure	
that	the	changes	were	due	only	to	the	program.

In	the	time	series	design,	several	measurements	are	taken	over	time	both	before	and	
after	a	program	is	implemented.	This	process	helps	to	identify	other	factors	that	may	
account	for	a	change	between	the	pretest	and	posttest	measurements	and	is	especially	ap-
propriate	for	measuring	delayed	effects	of	a	program.	A	time	series	design	could	be	used	
in	a	weight	loss	program	to	indicate	the	amount	of	participants’	weight	loss	over	time	
and	their	ability	to	maintain	a	desired	weight.

Another	design	that	may	be	used	is	the	staggered	treatment	design	(see	Figure 14.4),	 
which	is	used	to	determine	the	effects	of	a	program	over	time	by	including	several	meas-
urements	after	the	end	of	the	program.	It	also	indicates	the	effects	of	testing,	since	not	all	
groups	in	this	design	receive	a	pretest.	The	staggered	treatment	design	can	also	be	used	
in	quasi-experimental	and	nonexperimental	designs,	although	with	the	limitations	of	not	
using	a	control	group	or	comparison	group. 

internal validity

The internal validity	of	evaluation	is	the	degree	to	which	change	that	was	measured	can	
be	attributed	to	the	program	and	allows	evaluators	to	speak	with	more	confidence	that	
the	program	itself	actually	made	a	difference	(Issel,	2009).	Many	factors	can	threaten	
internal	validity,	either	singly	or	in	combination,	making	it	difficult	to	determine	if	the	
outcome	was	brought	about	by	the	program	or	some	other	cause.	Cook	and	Campbell	
(1979)	identified	common	threats	to	internal	validity,	summarized	as	follows:

•	 History	occurs	when	an	event	happens	between	the	pretest	and	posttest	that	is	not	
part	of	the	health	promotion	program.	An	example	of	history	as	a	threat	to	internal	
validity	is	having	a	national	antismoking	campaign	coincide	with	a	local	smoking	
cessation	program.

•	 Maturation	occurs	when	the	participants	in	the	program	show	pretest-to-posttest	
differences	due	to	growing	older,	wiser,	or	stronger.	For	example,	in	tests	of	muscle	

Experimental group 1 (R) X O1 O2 O3 O4

Experimental group 2 (R) O1 X O2 O3 O4

O)R(3 puorg latnemirepxE 1 X O2 O3

OX)R(4 puorg latnemirepxE 1

Key: (R) = Random assignment
O   = Measurement/Observation
X   = Program/Intervention

Figure 14.4 Staggered treatment Design
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strength	in	an	exercise	program	for	junior	high	students,	an	increase	in	strength	
could	be	the	result	of	muscular	development	and	not	the	effect	of	the	program.

•	 Testing	occurs	when	the	participants	become	familiar	with	the	test	format	due	to	
	repeated	testing.	This	is	why	it	is	helpful	to	use	a	different	form	of	the	same	test	for	
pretest	and	posttest	comparisons.

•	 Instrumentation	occurs	when	there	is	a	change	in	measurement	between	pretest	and	
posttest,	such	as	the	observers	becoming	more	familiar	with	or	skilled	in	the	use	of	
the	testing	format	over	time.

•	 Statistical regression	is	when	extremely	high	or	low	scores	(which	are	not	necessarily	
accurate)	on	the	pretest	are	closer	to	the	mean	or	average	scores	on	the	posttest.

•	 Selection	reflects	differences	in	the	experimental	and	comparison	groups,	generally	due	
to	lack	of	randomization.	Selection	can	also	interact	with	other	threats	to		validity,	such	
as	history,	maturation,	or	instrumentation,	which	may	appear	to	be	program	effects.

•	 Mortality	refers	to	participants	who	drop	out	of	the	program	between	the	pretest	
and	posttest.	For	example,	if	most	of	the	participants	who	drop	out	of	a	weight	loss	
program	are	those	with	the	least	(or	the	most)	weight	to	lose,	the	group	composition	
is	different	at	the	posttest.

•	 Diffusion or imitation of treatments results when participants in the control or 
	comparison	group	interact	and	learn	from	the	experimental	group.	Students	
	randomly	assigned	to	an	innovative	drug	prevention	program	in	their	school	
	(experimental	group)	may	discuss	the	program	with	students	who	are	not	in	the	
	program	(control	or	comparison	group),	biasing	the	results.

•	 Compensatory equalization of treatments	occurs	when	the	program	or	services	are	
not	available	to	the	control	or	comparison	group	and	there	is	an	unwillingness	to	
tolerate	the		inequality.	For	instance,	the	control	or	comparison	group	from	the	
	previous	example	(students	not	enrolled	in	the	innovative	drug	prevention	program)	
may	complain,	since	they	are	not	able	to	participate.

•	 Compensatory rivalry	is	when	the	control	or	comparison	group	is	seen	as	the	
	underdog	and	is	motivated	to	work	harder.

•	 Resentful demoralization of respondents receiving less desirable treatments occurs 
among	participants	receiving	the	less	desirable	treatments	compared	to	other	groups,	
and	the	resentment	may	affect	the	outcome.	For	example,	an	evaluation	to	compare	
two	different	smoking	cessation	programs	may	assign	one	group	(control)	to	the	
regular	smoking	cessation	program	and	another	group	(experimental)	to	the	regular	
program	plus	an	exercise	class.	If	the	participants	in	the	control	group	become	aware	
that	they	are	not	receiving	the	additional	exercise	class,	they	may	resent	the	
	omission,	and	this	may	be	reflected	in	their	smoking	behavior	and	attitude	toward	
the	regular	program.

The	most	significant	way	in	which	threats	to	 internal	validity	can	be	controlled	
is through randomization.	By	random	selection	of	participants,	random	assignment	to	
groups,	and	random	assignment	of	types	of	intervention	or	no	intervention	to	groups,	
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any differences between pretest and posttest can be interpreted as a result of the pro-
gram.	When	random	assignment	to	groups	is	not	possible	and	quasi-experimental	or	
nonexperimental	designs	are	used,	the	evaluator	must	make	all	threats	to	internal	valid-
ity	explicit	and	then	rule	them	out	one	by	one.

external validity

The	other	type	of	validity	that	should	be	considered	is	external validity,	or	the	extent	
to	which	the	program	can	be	expected	to	produce	similar	effects	in	other	populations.	
This	is	also	known	as	generalizability	which	is	most	closely	associated	with	program	
evaluations	that	involve	large	sample	sizes	and	are	found	to	be	internally	valid	(Harris,	
2010).	However,	the	more	a	program	is	tailored	to	a	particular	population,	the	greater	
the	threat	to	external	validity,	and	the	less	likely	it	is	that	the	program	can	be	generalized	
to	another	group.

As	with	 internal	validity,	several	factors	can	threaten	external	validity.	They	are	
sometimes	known	as	reactive effects,	since	they	cause	individuals	to	react	in	a	certain	
way.	The	following	are	several	types	of	threats	to	external	validity:

•	 Social desirability	occurs	when	individuals	give	a	particular	response	to	try	to	please	
or	impress	the	evaluator.	An	example	would	be	children	who	tell	their	teacher	they	
brush	their	teeth	every	day,	regardless	of	their	actual	behavior.

•	 Expectancy effect	is	when	attitudes	projected	onto	individuals	cause	them	to	act	in	a	
certain	way.	For	example,	in	a	drug	abuse	treatment	program,	the	facilitator	may	feel	
that	a	certain	individual	will	not	benefit	from	the	treatment;	projecting	this	attitude	
may	cause	the	individual	to	behave	in	self-defeating	manners.

•	 Hawthorne effect	refers	to	a	behavior	change	because	of	the	special	status	of	those	
being	tested.	This	effect	was	first	identified	in	an	evaluation	of	lighting	conditions	at	
an	electric	plant;	workers	increased	their	productivity	when	the	level	of	lighting	was	
raised	as	well	as	when	it	was	lowered.	The	change	in	behavior	seemed	to	be	due	to	
the	attention	given	to	them	during	the	evaluation	process.

•	 Placebo effect	causes	a	change	in	behavior	due	to	the	participants’	belief	in	the	
treatment.

Cook	and	Campbell	(1979)	discussed	the	threats	to	external	validity	in	terms	of	
statistical	 interaction	effects.	These	include	interaction	of	selection	and	treatment	(the	
findings	from	a	program	requiring	a	large	time	commitment	may	not	be	generalizable	to	
individuals	who	do	not	have	much	free	time);	interaction	of	setting	and	treatment	(evalu-
ation	results	 from	a	program	conducted	on	campus	may	not	be	generalizable	to	the	
worksite);	and	interaction	of	history	and	treatment	(results	from	a	program	conducted	
on	a	historically	significant	day	may	not	be	generalizable	to	other	days).

Conducting	the	program	several	 times	 in	a	variety	of	settings,	with	a	variety	of	
participants	can	reduce	the	threats	to	external	validity.	Threats	to	external	validity	can	
also	be	counteracted	by	making	a	greater	effort	to	treat	all	subjects	identically.	In	a	blind 
study,	the	participants	do	not	know	to	what	group	(control	or	experimental)	they	have	
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been	assigned.	In	a	double blind	study,	the	type	of	group	participants	are	in	is	not	known	
by	either	the	participants	or	the	planners.	In	a	triple blind	study,	this	information	is	not	
available	to	the	participants,	planners,	or	evaluators.

It	is	important	to	select	an	evaluation	design	that	provides	both	internal	and		external	
validity.	This	may	be	difficult,	because	lowering	the	threat	to	one	type	of		validity	may	
increase	the	threat	to	the	other.	For	example,	tighter	evaluation		controls	make	it	more	
difficult	to	generalize	the	results	to	other	situations.	There	must	be	enough	control	over	
the	evaluation	to	allow	evaluators	to	interpret	the	findings	while	sufficient	flexibility	
in	the	program	is	maintained	to	permit	the	results	to	be	generalized	to	similar	settings.

s u m m a r y

This	 chapter	 focused	on	 evaluation	 approaches,	 design	 elements,	 and	 strategies	 for	
conducting	a	comprehensive	evaluation.	Distinctions	between	formative	and	process	
evaluation	were	made	and	key	issues	related	to	summative	evaluation	were	outlined.

The	steps	for	selecting	an	evaluation	design	were	also	presented	with	a	discussion	
about	quantitative	and	qualitative	methods.	Evaluation	design	should	be	considered	
early	in	the	planning	process.	Evaluators	need	to	identify	what	measurements	will	be	
taken	as	well	as	when	and	how.	In	doing	so,	a	design	should	be	selected	that	controls	for	
both	internal	and	external	validity.

r e v i e w  Q u e s t i O n s

1. List	the	elements	of	a	comprehensive	formative	evaluation	and	describe	when	in	the	
design	and	implementation	process	they	are	most	appropriately	applied.

2. What	are	the	fundamental	differences	between	formative	and	process	evaluations?

3. What	is	the	difference	between	cost-benefit	analysis	and	cost-effectiveness	analysis?	
Which	is	more	appropriate	for	use	in	health	promotion	programs?

4. What	is	the	difference	between	quantitative	and	qualitative	evaluations?	When	
would	one	method	be	more	appropriate	than	the	other?	How	could	they	be	
	combined	in	an	evaluation	design?

5. Name	at	least	five	different	qualitative	methods	of	evaluation	and	describe	each.

6. What	are	the	advantages	of	using	a	control	group?	What	types	of	evaluation	design	
do	not	use	control	groups?	What	is	the	difference	between	a	control	group	and	a	
comparison	group?

7. What	is	the	difference	between	experimental,	quasi-experimental,	and	
	nonexperimental	designs?	What	are	the	strengths	and	weaknesses	of	each?
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8. What	is	the	difference	between	internal	validity	and	external	validity?

9. What	are	some	considerations	in	the	selection	of	an	evaluation	design	presented	in	
this	chapter?	What	considerations	can	you	add	to	this	list?

a C t i v i t i e s

1.	 Interview	the	manager	of	a	health	promotion	program	of	your	choice	about	how	he	
or	she	measures	quality.	How	many	elements	of	formative	evaluation	can	you	
	detect?

2.	 Look	at	an	evaluation	of	a	health	promotion	program	that	has	been	conducted	in	
your	community.	Identify	the	evaluation	approach	that	it	most	closely	follows.	
	Discuss	your	view	with	the	program	evaluator.

3.	Develop	an	evaluation	design	for	a	program	you	are	planning.	Explain	why	you	
chose	this	design,	and	list	the	strengths	and	weaknesses	of	the	design.

4.	 If	you	were	hired	to	evaluate	a	weight	loss	program	in	a	community,	what		evaluation	
design	would	you	use	and	why?	Assume	you	have	all	the	resources	you	need	to	
	conduct	the	evaluation.

5.	 Explain	what	evaluation	design	you	would	use	in	evaluating	the	difference	between	
two	teaching	techniques.	Why	would	you	choose	this	design?

w e b l i n K s

1. http://www.wmich.edu/evalctr/checklists/

Evaluation	Center	at	Western	Michigan	University	(WMU)

The	Evaluation	Center	at	WMU	Website	provides	evaluation	specialists	and	users	
with	refereed	checklists.	The	site’s	purpose	is	to	improve	the	quality	and	consistency	
of	evaluations	and	enhance	evaluation	capacity	through	the	promotion	and	use	of	
high-quality	checklists	targeted	to	specific	evaluation	tasks	and	approaches.	Visitors	
to	this	site	can	download	a	number	of	checklists	and	information	on	how	to	create	
them.

2. http://oerl.sri.com/

Online	Evaluation	Resource	Library	(OERL)

Funded	by	the	National	Science	Foundation	(NSF),	OERL	was	developed	for	
	professionals	seeking	to	design,	conduct,	document,	or	review	project	evaluations.	
OERL’s		resources	include	instruments,	plans,	and	reports	from	evaluations	that	have	
proven	to	be	sound	and	representative	of	current	evaluation	practices.

http://www.wmich.edu/evalctr/checklists/
http://oerl.sri.com/
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3. http://www.eric.ed.gov/

Educational	Resources	Information	Center	(ERIC)

The	ERIC	Clearinghouse	on	Assessment	and	Evaluation	Website	offers	a	variety	of	
resources	and	seeks	to	provide	balanced	information	concerning	educational	
	assessment,	and	resources	to	encourage	responsible	test	use.

4.  http://www.nationalserviceresources.org/filemanager/download/ProgramMgmt/
Outcome_Measurement_Showing_Results_Nonprofit_Sector.pdf

United	Way	of	America	(UWA)

UWA’s	Outcome	Measurement	Resource	Network	offers	information,	downloadable	
documents,	and	links	to	resources	related	to	the	identification	and	measurement	of	
program-	and	community-level	outcomes.

5. http://whqlibdoc.who.int/hq/2000/WHO_MSD_MSB_00.2e.pdf

World	Health	Organization

This	is	a	link	to	WHO’s	helpful	document	on	process	evaluation	that	supplements	
material	in	this	chapter.	It	describes	why	a	process	evaluation	should	be	performed	
and	how	to	do	a	process	evaluation.

6. http://www.rand.org/pubs/technical_reports/TR101/

Rand	Organization—Getting	to	Outcomes

This	document,	which	focuses	on	substance	abuse,	provides	an	excellent	explanation	
of	promoting	accountability	through	methods	and	tools	for	planning,		implementation,	
and	evaluation.	One	focus	of	the	document	is	how	to	get	to	outcomes	that	justify	
	prevention	programs	in	general.

http://www.eric.ed.gov/
http://www.nationalserviceresources.org/filemanager/download/ProgramMgmt/Outcome_Measurement_Showing_Results_Nonprofit_Sector.pdf
http://www.nationalserviceresources.org/filemanager/download/ProgramMgmt/Outcome_Measurement_Showing_Results_Nonprofit_Sector.pdf
http://whqlibdoc.who.int/hq/2000/WHO_MSD_MSB_00.2e.pdf
http://www.rand.org/pubs/technical_reports/TR101/
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C h a p t e r  O b j e C t i v e s

After reading this chapter and answering the questions at the end, you should be able to:

•	Define	data management.

•	 List	examples	of	univariate,	bivariate,	and	multivariate	analyses	and	explain	how	they	can	be	
used	in	evaluation.

•	Differentiate	between	descriptive	and	inferential	statistics.

•	 Explain	the	difference	between	the	null	hypothesis	and	the	alternative	hypothesis	in	signifi-
cance testing.

•	Define	level of significance, Type I error, and Type II error.

•	Define	independent variable and dependent variable.

•	Describe	the	format	for	the	evaluation	report,	guidelines	for	presenting	data,	and	ways	to	en-
hance the report.

•	Discuss	ways	to	increase	the	utilization	of	the	evaluation	findings.

alpha	level
alternative	hypothesis
analysis	of	variance	

(ANOVA)
bivariate	data	analysis
chi-square
correlations
data	management
dependent	variables
descriptive	statistics

independent	variables
inferential statistics
level	of	significance
mean
measures	of	central	tendency
measures	of	spread	or	

variation
median
mode
multiple	regression

multivariate	data	analysis
null hypothesis
program	significance
range
statistical	significance
t-tests
Type I error
Type II error
univariate	data	analysis
variable

Data analysis and reporting

K e y  T e r m s

C h a p T e r  15 
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L ike	all	other	aspects	of	evaluation,	the	types	of	data	analysis	used	in	an	evaluation	should	be	determined	in	the	pre-planning	stage.	Basically,	the	analysis	determines	
what	if	any	impact	was	made	by	the	program.	The	evaluator	then	draws	conclusions	and	
prepares	reports	and/or	presentations.	The	types	of	analyses	used	and	how	the	informa-
tion	is	presented	are	determined	by	the	evaluation	questions	as	well	as	the	needs	and	
requests of the stakeholders.

This	chapter	describes	different	types	of	analyses	commonly	used	 in	evaluating	
health	promotion	programs.	To	present	them	in	detail	or	to	include	all	possible	tech-
niques	is	beyond	the	scope	of	this	text.	If	you	need	more	information,	refer	to	statistics	
textbooks,	research	methods	and	statistics	courses,	or	statistical	consultants.	Box 15.1 
identifies	the	responsibilities	and	competencies	 for	health	education	specialists	 that	
pertain	to	the	material	presented	in	this	chapter.

Evaluations	affected	by	major	methodological	problems	are	not	 likely	 to	 inspire	
	confidence.	A	common	problem	in	this	regard	is	inadequate	documentation	of		methods,	re-
sults,	and	data	analysis.	The	evaluation	should	be	well	designed	and	the	report	itself	should	
contain	a	complete	background	and	description	of	the	program,	a	thorough		explanation	of	
methodology	including	information	about	the	instrumentation,	the	program	participants	
and	their	selection,	evaluation	design	and	statistical	analysis,	as	well	as	an	objective	inter-
pretation	of	facts,	and	a	discussion	of	features	of	the	study	that	may	have	influenced	the	
findings.	Attention	to	these	details	will	help	ensure	a	more	accurate	assessment	of	program	
effectiveness	as	well	as	enhance	the	credibility	of		planners/evaluators	among	stakeholders.	
In	addition,	this	level	of	professionalism	will	also	increase	the	likelihood	that	evaluation	
reports	can	be	translated	to	peer	reviewed	publications	and	contribute	to	the	research	and	
knowledge	base	of	health	promotion	in	general.

Box 15.1  Responsibilities and Competencies for Health 
Education Specialists

this chapter describes managing data collected in evaluations or other research; 
types of data analyses; applications of data analyses; interpreting data; reporting the 
results of evaluation, including designing written reports and how and when to 
 present evaluation reports; and increasing the use of evaluation results. responsibilities 
and competencies related to the content in this chapter include:

responsibility iv: Conduct Evaluation and research related to Health Education

Competency 4.1: Develop Evaluation/research Plan

Competency 4.2: Design instruments to Collect Evaluation/
research Data

Competency 4.3: Collect and analyze Evaluation/research Data

Competency 4.4: interpret results of the Evaluation/research

Competency 4.5: apply Findings from Evaluation/research

Source: nCHEC, SoPHE, & aaHE (2010).
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Data Management

Once	data	have	been	collected	(see	Chapter	4	for	data	collection	methods),	they	must	be	
organized	in	such	a	manner	that	they	can	be	analyzed	in	order	to	interpret	the	findings.	
To	do	this,	the	data,	whether	quantitative	or	qualitative,	must	be	coded,	cleaned,	and	or-
ganized	into	a	usable	format.	These	steps	are	collectively	referred	to	as	data management. 
By	coded,	we	mean	that	the	data	are	assigned	labels	so	they	can	be	read	and	processed	
by	a	computer.	The	coding	system	outlines	the	process	“through	which	raw	data	become	
translated	for	various	forms	of	analysis	(such	as	frequency	counts,	descriptive	statistics,	
cross	tabulations	and	other	statistical	procedures)”	(McDermott	&	Sarvela,	1999,	p.	77).	
For	example,	if	the	answer	to	a	question	on	an	instrument	is	yes,	yes	answers	may	be	
coded	as	the	number	1	when	entered	into	the	computer,	while	no	answers	may	be	coded	
as	a	number	2.	In	addition	to	creating	the	coding	scheme	for	raw	data,	a	coding	system	
also	establishes	rules	for	dealing	with	coding	problems	such	as	when	respondents	circle	
both yes and no for their answer to a question, or when neither yes nor no is circled but 
rather the space between the yes and no is circled.

Once	the	data	have	been	coded,	they	must	be	cleaned	before	being	entered	into	a	
computer	system.	“Data	cleaning	entails	checking	that	the	values	are	valid	and	consist-
ent;	i.e.,	all	values	correspond	to	valid	question	responses”	(Valente,	2002,	p.	136).	For	
example,	if	the	possible	range	of	answers	for	a	particular	question	is	1	to	3	and	the	fre-
quency	distribution	identifies	some	4s,	those	response	forms	with	the	4s	must	be	identi-
fied	and	checked	to	determine	if	the	person	completing	the	instrument	made	an	error	or	
if	there	was	an	error	made	by	the	person	coding	the	data.	If	it	was	a	data	coding	error,	
it	should	be	corrected.	If	the	person	completing	the	data	collection	instrument	made	an	
error,	it	would	be	treated	as	no	response	to	that	question	or	as	missing	data	(Cottrell	&	
McKenzie,	2011).	Once	data	have	been	cleaned,	the	appropriate	data	analysis	can	begin.

Data analysis

The	goal	of	data	analysis	is	to	reduce,	organize,	synthesize,	and	summarize	information	
in	order	to	make	sense	of	it	and	to	be	able	to	make	inferences	about	the	priority	popu-
lation	(Fitzpatrick	et	al.,	2004;	McDermott	&	Sarvela,	1999).	Regardless	of	the	type	
of	data	analysis	to	be	used,	the	analysis	begins	with	the	identification	of	the	variables	
of interest. A variable	is	a	characteristic	or	attribute	that	can	be	measured	or	observed	
(Creswell,	2002).	In	program	evaluation,	the	variables	are	divided	into	independent	and	
dependent	variables.	Independent variables are those that are either controlled by the 
evaluator	or	cause	or	exert	some	influence,	whereas	the	dependent variables are the out-
come	variables	being	studied.	In	other	words	“independent	variables	influence	dependent	
variables”	(Valente,	2002,	p.	165).	Examples	of	independent	variables	include	exposure	
to	an	intervention,	gender,	race,	age,	education,	and	income,	and	so	on,	while	dependent	
variables	may	include	awareness,	knowledge,	attitudes,	skills,	and	behaviors.

Statistics	are	used	to	analyze	variables.	Descriptive statistics	are	used	to	organize,	summa-
rize,	and	describe	characteristics	of	a	group,	while	inferential statistics are concerned with re-
lationships	and	causality	in	order	to	make	generalizations	(or	inferences)	about	a	population	
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based	upon	findings	from	a	sample.	Statistical	analyses	also	allow	evaluators	to	measure	the	
association	and	relationships	between	and	among	variables.	When	one	variable	is	analyzed,	
it is called univariate data analysis.	Analysis	of	two	variables	is	called	bivariate data analysis 
and	analysis	of	more	than	two	variables	is	referred	to	as	multivariate data analysis.

The	choice	of	a	type	of	analysis	is	based	on	the	evaluation	questions,	the	type	of	data	
collected,	and	the	audience	that	will	receive	the	results	(Newcomer	&	Wirtz,	2004).	For	
some	types	of	evaluation,	descriptive	data	are	all	that	are	needed,	and	techniques	are	chosen	
to	determine	frequencies,	counts,	or	other	univariate	procedures.	Other	evaluation	ques-
tions	focus	on	testing	a	hypothesis	about	relationships	between	variables;	in	such	cases,	
more	elaborate	statistical	techniques	are	needed.	Box 15.2	contains	examples	of	the	types	
of	evaluation	questions	that	can	be	answered	by	using	different	types	of	data	analyses.

The	 level	 of	measurement	 (i.e.,	 nominal,	 ordinal,	 interval,	 or	 ratio)	 (discussed	 in	
Chapter	5)	is	an	important	factor	in	selecting	the	type	of	analysis	to	be	used.	For	the	most	
part,	analytical	techniques	have	been	developed	for	use	with	selected	levels	of	measurement.	
In	other	words,	not	all	analytical	techniques	can	be	used	with	all	levels	of	measurement.	
For	example,	multiple	regression	analysis	is	a	technique	that	has	been	reserved	for	use	with	
interval	and	ratio	data.	Newcomer	and	Wirtz	(1994)	created	a	particularly	useful	summary	
(see Table 15.1)	to	assist	evaluators	in	selecting	appropriate	statistical	techniques.

Box 15.2  Examples of Evaluation Questions Answered Using 
Univariate, Bivariate, and Multivariate Data Analysis

Univariate analysis Bivariate analysis Multivariate analysis

What was the average 
score on the cholesterol 
knowledge test?

is there a difference in 
smoking behavior 
between the individuals in 
the experimental and 
control groups after the 
healthy lifestyle program?

Can the risk of heart 
disease be predicted 
using smoking, 
exercise, diet, and 
heredity?

How many participants 
at the worksite attended 
the healthy lifestyle 
presentation?

is peer education or 
classroom instruction 
more effective in 
increasing knowledge 
about the effects of drug 
abuse?

Can mortality risk 
among motorcycle 
riders be predicted 
from helmet use, time 
of day, weather 
conditions, and speed?

What percentage of the 
participants in the 
corporate fitness 
program met their 
target goal?

Do students’ attitudes 
about bicycle helmets 
differ in rural and urban 
settings?

Which of the following 
most accurately predict 
successful management 
of stress among 
program participants: 
physical activity, diet, 
meditation, anger 
management, yoga, or 
deep breathing?
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Table 15.1 Selecting Statistical techniques

 
 
Purpose of the Analysis

 
How the Variables  
Are Measured

 
 
Appropriate Technique

Appropriate Test  
for Statistical  
Significance

 
Appropriate Measure 
of Magnitude

to compare a sample distribu-
tion to a  population distribution

nominal/ordinal Frequency counts Chi-square na

interval means and medians Standard  
deviations/interquartile  
range

Chi-square na

to analyze the  relationship  
between two variables

nominal/ordinal Contingency tables Chi-square Difference in column 
percentages

interval Contingency tables/test of  
differences of means or  
proportions

Chi-square or  
t-test

Difference in column 
percentages or in 
means

to reduce the number of varia-
bles by identifying factors that  
explain variation in a larger set  
of variables

interval Factor analysis na Pearson’s correlations; 
Eigenvalues

to sort units into  similar clusters  
or groupings

nominal/ordinal/ 
interval

Cluster analysis; discriminant  
functions analysis

F; Wilk’s lambda Cannonical/correlation 
coefficient2

to predict or estimate program  
impact

nominal/ordinal 
 dependent variable

log linear regression t and F odds estimates

interval dependent  
variable

regression t and F r2, beta weights

to describe or predict a trend in  
a series of data collected over  
time

nominal, ordinal, or  
interval  independent 
 variables but  interval  
dependent variable

regression t and F r2, beta weights

Note: na = not applicable.

Source: Handbook of Practical Program Evaluation. Joseph S. Wholey, Harry P. Hatry, and Kathryn E. newcomer. Copyright © 1994 by John Wiley & Sons, inc. reproduced 
with permission.
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The	issue	of	who	will	receive	the	final	evaluation	report	should	also	be	considered	
when	selecting	the	type	of	analysis.	Evaluators	want	to	be	able	to	present	the	evaluation	
results	in	a	form	that	can	be	understood	by	the	stakeholders.	With	regard	to	this	issue,	
it	is	probably	best	to	err	on	the	side	of	too	simple	an	analysis	rather	than	one	that	is	too	
complex.	Finally,	regardless	of	the	type	of	analysis	selected	for	an	evaluation,	the	method	
should	be	chosen	early	in	the	evaluation	process	and	in	place	before	the	data	are	collected.

Univariate Data analyses
Univariate	data	analyses	examine	one	variable	at	a	time.	It	 is	common	for	univariate	
analyses	to	be	descriptive	in	nature.	As	noted	earlier,	descriptive	statistics	are	used	to	
describe,	classify,	and	summarize	data.	Summary	counts	(frequencies)	are	totals,	and	they	
are	the	easiest	type	of	data	to	collect	and	report.	Summary	counts	can	be	used	in	process	
evaluation—for	example,	to	count	the	number	of	participants	in	blood	pressure	screen-
ing	programs	at	various	sites.	The	information	would	assist	the	planners	in	publicizing	
sites	with	low	attendance	or	adding	additional	personnel	to	busy	sites.	Other	examples	
of	frequencies,	or	summary	counts,	are	the	number	of	participants	in	a	workshop,	those	
who	scored	above	80%	on	a	knowledge	posttest,	or	the	number	of	individuals	wearing	
a safety belt.

Measures of central tendency	are	other	forms	of	univariate	data	analyses.	The	mean 
is	the	arithmetic	average	of	all	the	scores.	The	median	is	the	midpoint	of	all	the	scores,	
dividing	scores	ranked	by	size	into	equal	halves.	The	mode	is	the	score	that	occurs	most	
frequently.	These	are	all	useful	in	describing	the	results,	and	reporting	all	three	measures	
of	central	tendency	will	be	especially	helpful	if	extreme	scores	are	found.

Measures of spread or variation refer to how spread out the scores are in the data set. 
Range	is	the	difference	between	the	highest	and	lowest	scores.	For	example,	if	the	high	
score	is	100	and	the	low	score	is	60,	the	range	is	40.	Measures	of	spread	or	variation—
such	as	range,	standard	deviation,	or	variance—can	be	used	to	determine	whether	scores	
from	groups	are	similar	or	spread	apart.

bivariate Data analyses
Bivariate	data	analyses	are	used	to	study	two	variables	simultaneously.	Such	analyses	
“are	usually	used	 to	determine	 the	presence	of	 relationships	or	differences	between	
groups”	(McDermott	&	Sarvela,	1999,	p.	300).	When	using	bivariate	analyses,	it	is	com-
mon	to	state	evaluation	questions	in	the	form	of	hypotheses.	The	null hypothesis holds 
that	there	is	no	observed	difference	between	groups.	The	alternative hypothesis states 
there	is	a	difference	between	groups.	For	example,	a	null	hypothesis	might	state	there	
is	no	difference	between	two	groups,	for	example	men	and	women,	in	knowledge	about	
cancer	risk	factors,	while	the	alternative	hypothesis	states	there	is	a	difference.

Statistical	 tests	are	used	to	determine	if	 the	relationships	or	differences	between	
groups	are	statistically	significant.	Statistical significance	“refers	to	whether	the	observed	
differences	between	the	two	or	more	groups	are	real	or	not	or	whether	they	are	chance	
occurrences”	(McDermott	&	Sarvela,	1999,	p.	300).	In	other	words,	statistical	tests	are	
used	to	determine	whether	the	null	hypothesis	 is	rejected	(meaning	a	relationship	be-
tween	the	groups	probably	does	exist)	or	whether	it	fails	to	be	rejected	(indicating	that	
any apparent relationship between groups is due to chance).
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There	is	the	possibility	that	the	null	hypothesis	can	be	rejected	when	it	is,	in	fact,	
true; this is known as Type I error.	There	is	also	the	possibility	of	failing	to	reject	the	null	
hypothesis when it is, in fact, not true; this is a Type II error.	The	probability	of	making	a	
Type	I	error	is	reflected	in	the	alpha	level.	The	alpha level, or level of significance, is estab-
lished	before	the	statistical	tests	are	run	and	is	generally	set	at	.05	or	.01.	This	indicates	
that	the	decision	to	reject	the	null	hypothesis	is	incorrect	5%	(or	1%)	of	the	time;	that	is,	
there	is	a	5%	probability	(or	1%	probability)	that	the	outcome	occurred	by	chance	alone.

When	a	smaller	alpha	level	is	used	(.01	or	.001),	the	possibility	of	making	a	Type	I	
error	is	reduced;	at	the	same	time,	however,	the	possibility	of	a	Type	II	error	increases.	
An	example	of	a	Type	I	error	is	the	adoption	of	a	new	program	due	to	higher	scores	on	a	
knowledge test, when, in reality, increases in knowledge occurred by chance and the new 
program	is	not	more	effective	than	the	existing	program.	An	example	of	a	Type	II	error	
is	not	adopting	the	new	program	when	it	is,	in	reality,	more	effective.

Bivariate	 analyses	 that	 are	 commonly	used	 in	 program	 evaluation	 include	 chi-
square, t-tests,	analysis	of	variance,	and	correlations.	Chi-square	is	a	statistical	test	“that	
measures	the	association	between	two	nominal	and/or	ordinal	variables”	(Valente,	2002,	
p.	170).	An	example	of	this	type	of	analysis	would	be	measuring	the	association	of	grade	
levels	(e.g.,	third	and	fifth	grades)	with	the	attitudes	of	children	toward	the	use	of	bicycle	
helmets	(i.e.,	strongly	agree,	agree,	disagree,	and	strongly	disagree).

While	chi-square	is	used	to	study	nominal	and/or	ordinal	variables,	t-tests and analysis 
of variance (ANOVA) are statistical tests used to study group differences when the depend-
ent	variables	involve	interval	or	ratio	data	(e.g.,	scores	on	a	test).	There	are	several	situations	
in which a t-test	could	be	used.	The	most	common	use	of	a	t-test	is	to	determine	whether	a	
variable	changed	significantly	in	one	group	at	two	different	points	in	time,	such	as	between	
baseline	before	the	intervention	(pretest)	and	at	follow-up	after	the	intervention	(posttest).	
This type of t-test is called a dependent t-test.	A	second	common	use	of	a	t-test is to study 
the	differences	between	two	groups	at	a	single	point	in	time.	An	example	of	such	a	situation	
is	the	comparison	of	scores	on	nutrition	practices	after	two	groups	have	been	exposed	to	
different	nutrition	education	interventions.	This	type	of	t-test is called an independent t-test.

ANOVA	is	a	statistical	test	that	can	be	used	to	study	differences	between	two	groups	just	
like a t-test,	but	is	more	commonly	used	to	study	differences	between	more	than	two	groups.	
For	example,	an	ANOVA	could	be	used	to	determine	if	there	was	a	difference	in	the	test	
scores	of	three	groups	(i.e.,	different	age	groups	like	15–24,	25–45,	and	46–65	year	olds)	on	
a	physical	activity	assessment	following	exposure	to	a	single	health	promotion	intervention.

While	the	bivariate	analyses	discussed	so	far	are	used	to	determine	if	differences	
exist	between	groups,	correlations are used to study the strength and direction of re-
lationships	between	two	variables	(McDermott	&	Sarvela,	1999).	Correlations	are	ex-
pressed	as	values	between	+1	(a	positive	correlation)	and	-1	(a	negative	correlation),	
with	a	0	indicating	no	relationship	between	the	variables.	“The	higher	the	value	of	the	
correlation	coefficient	(regardless	of	direction)	the	stronger	the	relationship	between	the	
two	variables”	(McDermott	&	Sarvela,	1999,	p.	304).

Correlation	between	variables	 indicates	only	a	relationship;	 this	 technique	does	
not	establish	cause	and	effect.	An	example	of	the	use	of	correlation	would	be	to	deter-
mine	the	relationship	between	safety	belt	use	and	age	of	the	driver.	If	older	people	were	
found	to	wear	their	safety	belts	more	often	than	younger	people,	that	would	constitute	a	
positive	correlation	between	age	and	safety	belt	use.	If	younger	people	wore	their	safety	
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belts	more	often,	it	would	be	a	negative	correlation.	If	age	made	no	difference	in	who	
wore	safety	belts	more	frequently,	the	correlation	would	be	0.

Multivariate Data analyses
Multivariate	data	analyses	are	used	to	study	three	or	more	variables	simultaneously.	Examples	
of	multivariate	analyses	include	multiple	regression,	discriminant	analysis,	and	factor	analy-
sis.	Of	these,	the	one	that	tends	to	be	used	most	commonly	in	health	promotion	evaluation	is	
multiple regression.	“There	are	many	different	types	of	multiple	regression,	including	stepwise	
regression,	logistic	regression,	and	general	linear	regression”	(McDermott	&	Sarvela,	1999,	p.	
305).	Though	the	procedures	and	applications	for	various	types	of	regression	differ,	they	are	
“useful	in	exploring	relationships	among	variables	or	in	exploring	the	independent	effects	of	
many	variables	on	one	dependent	variable”	(Fitzpatrick	et	al.,	2004,	p.	359).	An	example	of	
the	latter	would	be	trying	to	predict	the	risk	of	heart	disease	(the	dependent	variable)	using	
the	independent	variables	of	smoking,	exercise,	diet,	and	family	history.

applications of Data analyses
Many	evaluation	concepts	have	been	presented.	Therefore,	a	few	examples	here	will	help	
you	see	how	to	move	from	a	program	goal	to	an	intervention	to	an	evaluation	design	
to	data	analysis.	To	illustrate	these	concepts,	a	few	statistics	have	been	selected	that	are	
commonly	used	with	health	promotion	programs:	chi-square	and	t-tests.

Case	#1

Program goal:	Reduce	the	prevalence	of	smoking	in	the	priority	population
Priority population:	The	140	employees	of	Company	X	who	smoke
Intervention	(independent	variable):	Two	different	smoking	cessation	programs
Variable of interest	(dependent	variable):	Smoking	cessation	after	six	months
Evaluation design: R	 A	 X1 O1

	 	 	 	 R	 B	 X2 O1

where:
	 R	 =	 random	assignment

 A = group A

	 B	 =	 group	B

	 X1 =	 method	1

	 X2 =	 method	2

 O1 =	 self-reported	smoking	behavior

Data collected:	Nominal	data;	quit	yes	or	no

Smoking Employees

 Group A 
Method 1

 Group B 
Method 2

Quit 24% 33%
Did not quit 76%  67%
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Data analysis:	A	chi-square	test	of	statistical	significance	can	be	used	to	test	the	null	
 hypothesis that there is no difference in the success of the two groups.

Case	#2

Program goal:	Increase	knowledge	of	HIV/AIDS	within	the	priority	population
Priority population:	The	3,200	incoming	freshmen	at	University	X
Intervention	(independent	variable):	A	two-hour	lecture-discussion	program	presented	

during	the	freshmen	orientation	program
Variable of interest	(dependent	variable):	Knowledge	of	HIV/AIDS
Evaluation design: O1	 X	 O2

where:

 O1 = pretest scores

	 X	 =	 two-hour	program	at	freshman	orientation

 O2 = posttest scores

Data collection:	Ratio	data;	scores	on	100-point-scale	test

 Test Results

Pretest  Posttest

number of students 3,200 3,200
mean score 69.0  78.5

Data analysis: A dependent t-test	of	statistical	significance	can	be	used	to	test	the	null	
hypothesis	that	there	is	no	difference	between	the	pre-	and	posttest	means	on	the	
knowledge test.

Case	#3

Program goal:	To	improve	the	testicular	self-examination	skills	of	the	priority	population
Priority population:	All	boys	enrolled	in	the	eighth	grade	at	Junior	High	School	X
Intervention	(independent	variable):	Two-week	unit	on	testicular	cancer
Variable of interest	(dependent	variable):	Score	on	testicular	self-exam	skills	test
Evaluation design: A O1	 X	 O2

	 	 	 	 B O1  O2

where:

 A =	 eighth-grade	boys	at	Junior	High	School	X

	 B	 =	 eighth-grade	boys	at	Junior	High	School	Y

 O1 = pretest scores

	 X	 = two-week unit on testicular cancer

 O2 = posttest scores

Data collected:	Ratio	data;	scores	on	100-point	skills	test
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Test Results

 Junior High X  
(n = 142)

  Junior High Y  
(n = 131)

Pre 62 63
Post 79  65

Data analysis: An independent t-test	of	statistical	significance	can	be	used	to	(1)	test	
the null hypothesis that there is no difference in the pretest scores of the two groups 
because	the	groups	were	not	randomly	assigned,	and	(2)	test	the	null	hypothesis	that	
there is no difference in the posttest scores of the two groups.

interpreting the Data

With	the	data	analyses	completed,	attention	turns	to	 interpreting	the	data.	By	 inter-
pretation	we	mean	attaching	meaning	to	the	analyzed	data	and	drawing	conclusions.	
“Interpretation	 should	 be	 characterized	 by	 careful,	 fair,	 open	methods	 of	 inquiry.”	
(Fitzpatrick	et	al.,	2004,	p.	364.)

To	ensure	that	the	interpretation	is	fair	and	as	objective	as	possible,	 it	 is	recom-
mended	that	the	interpretation	not	be	the	sole	responsibility	of	the	evaluator	or,	for	that	
matter,	any	other	single	person.	Earlier,	when	we	began	our	discussion	of	evaluation,	we	
spoke	of	the	importance	of	making	sure	that	the	evaluation	process	is	a	collaborative	
process	that	includes	representation	from	all	of	the	stakeholders	(see	Chapter	13).	That	
principle	applies	not	only	to	the	planning	of	the	evaluation	but	also	to	the	interpretation	
of	the	data.	Over	time,	several	authors	(Fitzpatrick	et	al.,	2004;	Patton,	1986;	Solomon,	
1987;	Weiss,	1984)	have	recommended	bringing	the	stakeholders	and	evaluator	together	
in	one	or	more	meetings	to	systematically	review	the	findings.	Such	meetings	take	advan-
tage	of	the	diverse	perspectives	of	the	stakeholders,	as	well	as	allowing	for	a	discussion	
of	the	implications	of	various	interpretative	conclusions.

There	 is	no	single	method	used	to	 interpret	data.	 In	 fact,	a	number	of	different	
methods	could	be	used.	Fitzpatrick	and	colleagues	(2004)	have	identified	eight	methods:

1. “Determining	whether	objectives	have	been	achieved;

2. Determining	whether	laws,	democratic	ideals,	regulations,	or	ethical	principles	have	
been	violated;

3. Determining	whether	assessed	needs	have	been	reduced;

4. Determining	the	value	of	accomplishments;

5. Asking	critical	reference	groups	to	review	the	data	and	to	provide	their	judgments	of	
successes and failures, strengths, and weaknesses;

6. Comparing	results	with	those	reported	by	similar	entities	or	endeavors;

7. Comparing	assessed	performance	levels	on	critical	variables	to	expectations	of	
	performance	or	standards;

8. Interpreting	results	in	light	of	evaluation	procedures	that	generated	them”	(p.	364).

Given	this	 list,	 it	becomes	clear	that	there	 is	a	difference	between	what	 is	termed	
statistical	 significance	 and	 program significance.	 Program	 significance	measures	 the	
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meaningfulness	of	a	program	(based	on	stakeholder	preferences)	regardless	of	statistical	
significance.	Statistical	significance	is	determined	by	statistical	testing.	It	is	possible—espe-
cially	when	a	large	number	of	people	are	included	in	the	data	collection—to	have	statisti-
cally	significant	results	that	indicate	gains	in	performance	but	are	not	meaningful	in	terms	
of	program	goals.	For	example,	if	the	mean	scores	on	a	knowledge	test	of	two	groups	are	
70	and	69	(out	of	100	points)	and	the	groups	are	large	enough,	it	would	be	possible	that	
the	difference	in	the	scores	(i.e.,	1	point)	could	be	statistically	significant.	But	in	practical	
terms,	the	group	with	a	mean	score	of	70	compared	with	69	will	likely	not	have	more	
knowledge	that	will	translate	to	more	informed	consumers.	Thus,	spending	extra	dollars	
on	the	program	that	generated	the	mean	score	of	70	versus	the	less	expensive	program	
that	generated	a	mean	score	of	69	would	not	be	cost-effective.	Statistical	significance	is	
similar	to	reliability	in	that	they	are	both	measures	of	precision.	It	is	important	to	consider	
whether	statistical	significance	justifies	the	development,	implementation,	and	costs	of	a	
program	(Fink	&	Kosecoff,	1978).	On	the	other	hand,	while	program	results	may	not	be	
considered	statistically	significant,	stakeholders	may	feel	the	program	should	be	continued	
for	various	reasons	(e.g.,	goodwill	is	being	developed	in	the	community	or	the	organization	
is	receiving	a	lot	of	positive	attention	that	is	drawing	more	clients	to	other	programs,	etc.).

evaluation reporting

The	results	and	interpretation	of	the	data	analyses,	as	well	as	a	description	of	the	evalu-
ation	process,	are	incorporated	into	a	final	report	that	is	presented	to	stakeholders.	The	
report	itself	generally	follows	the	format	of	a	research	report,	including	an	introduction,	
methodology,	results,	conclusions,	and	discussion.

Some	may	see	the	creation	of	an	evaluation	report	as	a	nonessential	step	 in	the	
larger	process	of	evaluation;	however,	an	evaluation	report	is	essential	for	several	rea-
sons	(Wurzbach,	2002).	An	evaluation	report	can	provide:

•	 The	impetus	“to	help	you	critically	analyze	the	results	of	the	evaluation	and	think	
about	any	changes	you	should	make	as	a	result

•	 A	tangible	product	for	your	agency

•	 Evidence	that	your	program	or	materials	have	been	carefully	developed—to	be	used	
as	a	sales	tool	with	gatekeepers	(e.g.,	television	station	public	service	directors)

•	 A	record	of	your	activities	for	use	in	planning	future	programs

•	 Assistance	to	others	who	may	be	interested	in	developing	similar	programs	or	materials

•	 A	foundation	for	evaluation	activities	in	the	future	(e.g.,	it	is	easier	to	design	a	new	
questionnaire	based	on	one	you	have	previously	used	than	to	start	anew)”	(p.	590).

The	number	and	type	of	reports	required	are	determined	at	the	beginning	of	the	
evaluation	based	on	the	needs	of	the	stakeholders.	For	a	formative	evaluation,	reports	
are	needed	early	and	may	be	provided	on	a	weekly	or	monthly	basis.	Related	feedback	
may	be	formal	or	informal,	ranging	from	scheduled	presentations	to	informal	telephone	
calls	but	must	be	submitted	in	a	timely	manner	in	order	to	provide	immediate	feedback	
so	that	program	modifications	can	be	made	before	program	implementation	has	pro-
gressed	too	far.	For	a	summative	evaluation,	the	report	is	generally	more	formal	and	
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may	resemble	a	scientific	paper	that	can	be	submitted	to	a	journal	for	publication.	In	
fact,	it	is	advisable	in	many	circumstances	to	recommend	to	stakeholders	that	the	evalu-
ation	report	take	the	form	of	such	a	paper	so	that	publication	is	an	option.	In	this	re-
gard,	successful	programs	can	be	shared	with	the	larger	profession	of	health	promotion.	
Ultimately,	stakeholders	will	determine	the	format	of	the	report	(technical	report,	journal	
article,	news	release,	meeting,	presentation,	press	conference,	letter,	or	workshop,	etc.)	as	
well	as	the	criteria	that	will	define	program	success.	Often,	an	oral	presentation	will	ac-
company	the	submission	of	a	final	evaluation	report	and	at	times,	more	than	one	method	
is	selected	in	order	to	meet	the	needs	of	all	stakeholders.	For	example,	following	an	inno-
vative	worksite	health	promotion	program,	the	evaluator	might	prepare	a	story	for	the	
worksite	newsletter,	a	letter	of	findings	to	all	staff	who	participated,	a	technical	report	
for	the	funding	source,	and	an	executive	summary	for	the	administrators.

Evaluators	must	be	able	to	communicate	to	all	audiences	when	presenting	the	results	
of	the	evaluation.	The	reaction	of	each	audience—participants,	media,		administrators,	
funding	sources—must	be	anticipated	in	order	to	prepare	the	necessary	information.	In	
some	cases,	technical	information	must	be	included;	in	other	cases,	anecdotal	information	
may	be	appropriate.	The	evaluator	must	fit	the	report	to	the	audience	as	well	as	prepare	
for	a	negative	response	if	the	results	of	the	evaluation	are	not	favorable.	This	involves	
looking	critically	at	the	results	and	developing	responses	to	anticipated	reactions.

Designing the Written report
As	previously	mentioned,	the	evaluation	report	follows	a	similar	format	to	that	used	in	a	
scientific	or	research	report.	The	evaluation	report	generally	includes	the	following	sections:

•	 Abstract or executive summary:	 This	is	a	summary	of	the	total	evaluation	including	
goals	and	objectives,	methods,	results,	conclusions,	and	recommendations.	It	is	a	
concise	presentation	of	the	evaluation	because	it	may	be	the	only	portion	of	the	
	report	that	some	of	the	stakeholders	read.	Most	abstracts/executive	summaries	 
range	in	length	from	200	to	500	words.

•	 Introduction:	 This	section	of	the	report	contains	a	complete	description	of	the	
	program	including	background	information	as	well	as	rationale	or	justification	for	
the	program	and	its	evaluation.	Goals	and	objectives	of	the	program	are	listed,	as	
well	as	the	evaluation	questions	to	be	answered.

•	 Methods/procedures:	 This	section	includes	information	on	the	evaluation	design,	
	priority	populations,	instruments	used,	and	how	the	data	were	collected	and	analyzed.

•	 Results:	 This	section	is	the	most	critical	component	of	the	report.	It	includes	the	
findings	from	the	evaluation,	summarizing	and	simplifying	the	data	and	presenting	
them	in	a	clear,	concise	format.	Data	are	presented	for	each	evaluation	or	research	
question.	If	null	and	alternative	hypotheses	were	developed	as	part	of	the	evaluation	
or	research,	they	are	also	explained	and	answered	as	part	of	this	section.

•	 Conclusions/recommendations: This section interprets the results (presented in the 
	previous	section)	to	determine	significance	and	provide	explanations	for	what	was	found.	
Judgments	and	recommendations	are	included	in	this	section	and	may	be	based	on	
	findings	from	other	studies,	other	literature	previously	published,	or	related	theories.

Box 15.3	summarizes	what	is	included	in	the	evaluation	report.
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presenting Data
The	data	that	have	been	collected	and	analyzed	are	presented	in	the	evaluation	report.	
Data	presentation	should	be	simple	and	straightforward.	Graphic	displays	and	tables	
may	be	used	to	illustrate	certain	findings;	in	fact,	they	are	often	a	central	part	of	the	re-
port.	They	also	often	make	it	easier	for	the	readers	of	a	written	report	or	the	audience	of	
an	oral	report	to	understand	the	findings	of	the	evaluation.	Graphic	displays	should	be	
self-explanatory.	In	fact,	it	is	usually	ill-advised	to	describe	in	the	text	too	much	of	what	
is	already	displayed	in	a	table	or	figure.	When	presenting	the	data	in	graphic	form	it	is	

Box 15.3  What to Include in the Evaluation Report

Abstract/executive summary overview of the program and evaluation

general results, conclusions, and  
recommendations

Introduction Purpose of the evaluation

rationale or justification for the evaluation

Program and participant description (including staff, 
materials, activities, procedures, etc.)

goals and objectives

Evaluation questions

Methods/procedures Design of the evaluation

Priority population

instrumentation, including information on validity 
and reliability

Sampling procedures

Data collection procedures

Pilot study results

Data analyses procedures

Results Description of findings from data analyses

answers to evaluation questions

addresses any special concerns

Explanation of findings

Charts and graphs of findings

Conclusions/ 
recommendations

interpretation of results 

Conclusions about program effectiveness

limitations

Program recommendations

Determining if additional information is  
needed
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often	helpful	to	include	a	frame	of	reference—such	as	a	comparison	with	national,	state,	
local,	or	other	data—and	explain	any	limitations	of	the	data.	If	graphic	displays	are	used	
in	a	report,	it	is	recommended	(USDHHS,	CDC,	n.	d.)	that	such	displays	are	appropriate	
for the results:

•	 Use	horizontal	bar	charts	to	focus	attention	on	how	one	category	differs	from	
 another.

•	 Use	vertical	bar	charts	to	focus	attention	on	a	change	in	a	variable	over	time.

Box 15.4  Guidelines for Presenting Data

 1. use graphic methods of presenting numerical data whenever possible.

 2. Build the results and discussion section of the evaluation report—and perhaps 
other sections as well—around tables and figures. Prepare the tables and 
graphs first; then write text to explain them.

 3. make each table and figure self-explanatory. use a clear, complete title, a key, 
labels, footnotes, and so forth.

 4. Discuss in the text the major information to be found in each table and figure.

 5. Experiment with, and consider using, as many graphs as you have the time and 
ingenuity to prepare. not only do they communicate clearly to your audiences, 
they also help you see what is happening.

 6. Because graphs tend to convey fewer details than numerical tables, consider 
providing both tables and graphs for the same data, where appropriate.

 7. if you have used a mixed evaluation design with both quantitative and 
 qualitative data collection procedures, use the direct quotations and descriptions 
from the qualitative results to add depth and clarity to information reported 
graphically.

 8. When presenting complicated graphs to a live audience, give some instruction 
about how to read the graph and a few sample interpretations of simpler 
 versions, then present the real data.

 9. When a complete draft of the report has been completed, ask yourself the 
 following questions:

 a. Do the figure titles give a comprehensive description of the figures? Could 
someone browsing through the report understand the graphs?

 b. are both axes of every graph clearly labeled with a name?
  c. is the interval size marked on all axes of graphs?
 d. is the number of cases on which each summary statistic has been based 

 indicated in each table or on each graph?
 e. are the tables and figures labeled and numbered throughout the report?
 f. if the report is a lengthy one, does it include a list of tables and figures at the 

front following the table of contents?

Source: How to Communicate Evaluation Findings. lynn lyons morris. Copyright © 1987 by Sage Publications inc.. 
reprinted with permission.
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•	 Use	cluster	bar	charts	to	contrast	one	variable	among	multiple	subgroups.

•	 Use	line	graphs	to	plot	data	for	several	periods	and	show	a	trend	over	time.

•	 Use	pie	charts	to	show	the	distribution	of	a	set	of	events	or	a	total	quantity.

If	many	tables	or	graphs	are	included,	only	the	most	relevant	should	be	inserted	in	
the	text	of	the	report	with	the	remainder	placed	in	an	appendix.	Box 15.4 lists guidelines 
to	follow	when	presenting	data	in	the	evaluation	report	and/or	presentation.

how and When to present the report
Evaluators	must	carefully	consider	the	logistics	of	presenting	the	evaluation	findings	and	
should	discuss	this	with	the	stakeholders	involved	in	the	evaluation.	An	evaluator	may	
be	in	the	position	of	presenting	negative	results,	encountering	distrust	among	staff	mem-
bers,	or	submitting	a	report	that	will	never	be	read.	Following	are	several	suggestions	for	
enhancing	the	evaluation	report:

•	 Give	key	stakeholders	advance	information	on	the	findings;	this	increases	the	like-
lihood	that	the	information	will	be	processed	most	appropriately.	Avoid	releasing	
any	information	to	media	outlets	until	all	stakeholders	have	had	an	opportunity	to	
read	and	discuss	findings.

•	 Maintain	anonymity	of	individuals,	institutions,	and	organizations;	use	sensitivity	to	
avoid	judging	or	labeling	people	in	negative	ways;	maintain	confidentiality	of	the	
final	report	according	to	the	wishes	of	administrators;	and	maintain	objectivity	
throughout	the	report	(Windsor	et	al.,	2004).

•	 Choose	ways	to	report	the	evaluation	findings	so	as	to	meet	the	needs	of	diverse	
stakeholders,	and	include	information	that	is	relevant	to	each	group.

increasing Utilization of the results

Far	too	often	an	evaluation	will	be	conducted	and	a	report	submitted	to	the	stakeholders	
without	the	recommendations	being	implemented.	This	occurs	for	a	variety	of	reasons.	
Evaluators	may	not	use	findings	because	they	are	conducting	the	evaluation	only	to	
fulfill	the	requirements	of	the	funding	source,	to	serve	their	own	self-interest,	or	to	gain	
recognition	for	a	successful	program.	If	decision	makers	do	not	press	those	responsible	
for	the	program	to	make	improvements,	those	implementing	the	program	may	not	feel	
inclined	to	go	to	the	trouble	of	making	the	necessary	changes.	Those	who	are	given	the	
evaluation	results	for	their	program	may	find	that	they	are	unable	to	make	sense	of	the	
report	due	to	language	and	concepts	that	are	unfamiliar	to	them.	Weiss	(1984)	developed	
the	following	guidelines	to	increase	the	chances	that	evaluation	results	will	actually	be	
used:

1. Plan	the	study	with	program	stakeholders	in	mind	and	involve	them	in	the		planning	
process.
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2. Continue	to	gather	information	about	the	program	after	the	planning	stage;	
a	change	in	the	program	should	result	in	a	change	in	the	evaluation.

3. Focus	the	evaluation	on	conditions	about	the	program	that	the	decision	makers	can	
change.

4. Write	reports	in	a	clear,	simple	manner	and	submit	them	on	time.	Use	graphs	and	
charts	within	the	text	and	include	complicated	statistical	information	in	an	appendix.

5. Base	the	decision	on	whether	to	make	recommendations	on	how	specific	and	clear	
the	data	are,	how	much	is	known	about	the	program,	and	whether		differences	
	between	programs	are	obvious.	A	joint	interpretation	between	evaluator	and	
	stakeholders	may	be	best.

6. Disseminate	the	results	to	all	stakeholders,	using	a	variety	of	methods.

7. Integrate	evaluation	findings	with	other	research	and	evaluation	as	they	relate	to	the	
program	focus.

8. Provide	high-quality	research.

s U M M a r y

Evaluation	questions	developed	in	the	early	program	planning	stages	can	be	answered	once	
the	data	have	been	analyzed.	Descriptive	statistics	can	be	used	to	summarize	or	describe	
the data, and inferential statistics can be used to generate or test hypotheses and infer and 
transfer	findings	to	the	broader	population.	These	statistics	are	generated	by	applying	the	
appropriate	univariate,	bivariate,	and/or	multivariate	analyses.	Evaluators	then	interpret	
the	data	and	present	the	results	to	the	stakeholders	via	a	formal	or	informal	report.

r e v i e W  Q U e s t i O n s

 1. What	are	some	common	problems	with	evaluations,	and	how	can	these	problems	
be	reduced	or	overcome?

 2. What	is	meant	by	the	term	data management?

 3. What	is	the	difference	between	descriptive	statistics	and	inferential	statistics?

 4. What	are	some	types	of	univariate	data	analyses	used	in	evaluation?	When	would	
these	be	used?

 5. How	are	bivariate	and	multivariate	data	analyses	used	in	evaluation?

 6. Explain	the	concepts	of	hypothesis	testing,	level	of	significance,	Type	I	error,	and	
Type II error.

 7. What	are	the	roles	of	evaluators	and	stakeholders	in	interpreting	program	results	
and	making	recommendations?
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 8. What	is	the	difference	between	statistical	significance	and	program	significance?

 9. What	information	is	included	in	the	written	evaluation	report?	How	is	the	
	information	modified	for	various	audiences?

10. What	are	some	guidelines	for	presenting	data	in	an	evaluation	report?

11. How	can	the	evaluation	report	be	enhanced?

12. How	can	the	evaluator	increase	the	likelihood	of	utilization	of	the	evaluation	
	findings?

a C t i v i t i e s

1.	 Obtain	an	actual	report	from	a	program	evaluation	(perhaps	in	a	data-based	article	
in	a	scientific	journal	pertaining	to	health	promotion).	Look	for	the	type	of	
	statistical	tests	used,	level	of	significance,	independent	and	dependent	variables,	
	interpretation	of	the	findings,	recommendations,	and	format	for	the	report.

2.	 Discuss	evaluation	with	a	decision	maker	from	a	health	agency.	Find	out	what	types	
of	evaluation	the	agency	conducted,	who	has	conducted	them,	what	the		findings	
have	been,	whether	the	findings	were	implemented,	and	how	the		information	was	re-
ported.

3.	 Compare	an	evaluation	report	with	a	research	report	(e.g.,	perhaps	a	peer-reviewed	
journal	article).	What	are	the	similarities	and	differences?	How	could	you	improve	
the	report?

4.	 Using	data	that	you	have	generated	or	data	presented	by	your	instructor,	create	one	
table and one graph.

W e b l i n k s

1. http://www.astho.org/

Association	of	State	and	Territorial	Health	Officials	(ASTHO)

ASTHO	is	the	national	nonprofit	organization	representing	the	state	and	territorial	
public	health	agencies	of	the	United	States,	the	U.S.	territories,	and	the	District	of	
Columbia.	ASTHO’s	members	are	the	chief	health	officials	of	these	jurisdictions.	At	
this site you can link to all the state and territorial public health agencies where you 
can	find	various	examples	of	the	presentation	of	health	data	using	charts,	graphs,	
and tables.

http://www.astho.org/
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2. http://www.cancercontrol.cancer.gov/index.html

National	Cancer	Institute	(NCI)

NCI’s	Website	provides	information	on	cancer	control	and	population	sciences,	
	including	evaluation/research	reports	on	a	number	of	cancer-related	programs.

3. http://www.adb.org/Evaluation/reports/

Asian	Development	Bank	(ADB)

The	ADB,	established	1966,	is	a	multilateral	development	finance	institution	
	dedicated	to	reducing	poverty	in	Asia	and	the	Pacific.	At	this	Website	you	can	find	a	
number	of	the	final	evaluation	reports	created	by	the	ADB	related	to	health	
	programs	implemented	outside	the	United	States.	These	reports	provide	good	
	examples	of	how	final	evaluation	reports	are	formatted.	Some	of	the	reports	deal	
with health-related topics.

4. http://www.cdc.gov/Learning/

Centers	for	Disease	Control	and	Prevention	(CDC	Learning	Connection)

This	is	a	CDC	Webpage	where	you	can	access	information	related	to	concepts	
 described in this chapter.

5. http://www.cdc.gov/nchs/

National	Center	for	Health	Statistics	(NCHS)

This	Website	is	a	rich	source	of	information	about	America’s	health	and	provides	
many	examples	of	the	presentation	of	health	data.

6. http://www.nhtsa.gov/

State	Traffic	Safety	Information	(STSI)

This	is	NHTSA’s	National	Center	for	Statistical	Analysis	Website.	STSI	presents	
a state-by-state	profile	of	traffic	safety	data	and	information	including	crash	statis-
tics,	economic	costs,	legislation	status,	funding	programs,	and	more.	You’ll	find	lots	
of	examples	of	the	presentation	of	health	data	using	charts,	graphs,	and	tables.

http://www.cancercontrol.cancer.gov/index.html
http://www.adb.org/Evaluation/reports/
http://www.cdc.gov/Learning/
http://www.cdc.gov/nchs/
http://www.nhtsa.gov/
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Preamble

The Health Education profession is dedicated 
to excellence in the practice of promoting in-
dividual, family, group, organizational, and 
community health. Guided by common goals 
to improve the human condition, Health 
Educators are responsible for upholding the 
integrity and ethics of the profession as they 
face the daily challenges of making decisions. 
Health Educators value diversity in society 
and embrace a multiplicity of approaches 
in their work to support the worth, dignity, 
 potential, and uniqueness of all people.

The Code of Ethics provides a framework 
of shared values within the professions in 
which Health Education is practiced. The Code 
of Ethics is grounded in fundamental ethical 
principles including: promoting justice, doing 
good, and avoidance of harm. The responsibil-
ity of each health educator is to aspire to the 
highest possible standards of conduct and to 
encourage the ethical behavior of all those with 
whom they work.

Regardless of job title, professional 
 affiliation, work setting, or population served, 
Health Educators should promote and abide 
by these guidelines when making professional 
decisions.

Article I: Responsibility  
to the Public
A Health Educator’s responsibilities are to 
 educate, promote, maintain, and improve the 
health of individuals, families, groups and com-
munities. 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 
the health and well‐being of individuals and the 
public while respecting both the principles of 
 individual autonomy, human rights and equality.

Section 1
Health Educators support the right of indi-
viduals to make informed decisions regarding 
their health, as long as such decisions pose no 
risk to the health of others.

Section 2
Health Educators encourage actions and  social 
policies that promote maximizing health bene-
fits and eliminating or minimizing preventable 
risks and disparities for all  affected parties.

Section 3
Health Educators accurately communicate the 
potential benefits, risks and/or consequences 

Code of Ethics for the Health  
Education Profession

APPEndIx 

Source: The Coalition of National Health Education Organizations, Ethics Task Force, February 8, 2011. www.

cnheo.org/. Reprinted by permission.

www.cnheo.org/
www.cnheo.org/
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associated with the services and programs that 
they provide.

Section 4
Health Educators accept the responsibility 
to act on issues that can affect the health of 
 individuals, families, groups and communities.

Section 5
Health Educators are truthful about their 
qualifications and the limitations of their edu-
cation, expertise and experience in providing 
services consistent with their respective level 
of professional competence.

Section 6
Health Educators are ethically bound to re-
spect, assure, and protect the privacy, confi-
dentiality, and dignity of individuals.

Section 7
Health Educators actively involve individuals, 
groups, and communities in the entire edu-
cational process in an effort to maximize the 
understanding and personal responsibilities of 
those who may be affected.

Section 8
Health Educators respect and acknowledge 
the rights of others to hold diverse values, 
 attitudes, and opinions.

Article II: Responsibility to  
the Profession
Health Educators are responsible for their 
professional behavior, for the reputation of 
their profession, and for promoting ethical 
conduct among their colleagues.

Section 1
Health Educators maintain, improve, and 
 expand their professional competence through 

continued study and education; membership, 
participation, and leadership in professional 
organizations; and involvement in issues 
 related to the health of the public.

Section 2
Health Educators model and encourage non-
discriminatory standards of behavior in their 
interactions with others.

Section 3
Health Educators encourage and accept re-
sponsible critical discourse to protect and en-
hance the profession.

Section 4
Health Educators contribute to the profession 
by refining existing and developing new prac-
tices, and by sharing the outcomes of their 
work.

Section 5
Health Educators are aware of real and per-
ceived professional conflicts of interest, and 
promote transparency of conflicts.

Section 6
Health Educators give appropriate recognition 
to others for their professional contributions 
and achievements.

Section 7
Health educators openly communicate to col-
leagues, employers and professional organiza-
tions when they suspect unethical practice that 
violates the profession’s Code of Ethics.

Article III: Responsibility to 
Employers
Health Educators recognize the boundaries 
of their professional competence and are 
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 accountable for their professional activities 
and actions.

Section 1
Health Educators accurately represent their 
qualifications and the qualifications of others 
whom they recommend.

Section 2
Health Educators use and apply current evi-
dence‐based standards, theories, and guide-
lines as criteria when carrying out their profes-
sional responsibilities.

Section 3
Health Educators accurately represent poten-
tial and actual service and program outcomes 
to employers.

Section 4
Health Educators anticipate and disclose com-
peting commitments, conflicts of interest, and 
endorsement of products.

Section 5
Health Educators acknowledge and openly 
communicate to employers, expectations of 
job‐related assignments that conflict with their 
professional ethics.

Section 6
Health Educators maintain competence in 
their areas of professional practice.

Section 7
Health Educators exercise fiduciary responsi-
bility and transparency in allocating resources 
associated with their work.

Article IV: Responsibility in the 
delivery of Health Education
Health Educators deliver health educa-
tion with integrity. 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 remain informed of the latest 
advances in health education theory, research, 
and practice.

Section 3
Health educators use strategies and methods 
that are grounded in and contribute to the 
 development of professional standards, theo-
ries, guidelines, data and experience.

Section 4
Health Educators are committed to rigorous 
evaluation of both program effectiveness and 
the methods used to achieve results.

Section 5
Health Educators promote the adoption of 
healthy lifestyles through informed choice 
rather than by coercion or intimidation.

Section 6
Health Educators communicate the potential 
outcomes of proposed services, strategies, and 
pending decisions to all individuals who will 
be affected.

Section 7
Health educators actively collaborate and 
communicate with professionals of various 
educational backgrounds and acknowledge 
and respect the skills and contributions of 
such groups.
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Article V: Responsibility in 
Research and Evaluation
Health Educators contribute to the health of 
the population and to the profession through 
research and evaluation activities. When 
 planning and conducting research or evalu-
ation, health educators do so in accordance 
with federal and state laws and regulations, 
organizational and institutional policies, and 
professional standards.

Section 1
Health Educators adhere to principles and 
practices of research and evaluation that do 
no harm to individuals, groups, society, or the 
environment.

Section 2
Health Educators ensure that participation in 
research is voluntary and is based upon the 
 informed consent of the participants.

Section 3
Health Educators respect and protect the  privacy, 
rights, and dignity of research participants, and 
honor commitments made to those participants.

Section 4
Health Educators treat all information 
 obtained from participants as confidential 
 unless otherwise required by law. Participants 
are fully informed of the  disclosure procedures.

Section 5
Health Educators take credit, including 
 authorship, only for work they have actually 
performed and give appropriate credit to the 
contributions of others.

Section 6
Health Educators who serve as research or eval-
uation consultants maintain confidentiality of 

results unless permission is granted or in order 
to protect the health and safety of others.

Section 7
Health Educators report the results of their re-
search and evaluation objectively, accurately, 
and in a timely fashion to effectively foster the 
translation of research into practice.

Section 8
Health Educators openly share conflicts of in-
terest in the research, evaluation, and dissemi-
nation process.

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 treat-
ment given other groups by providing quality 
education that benefits the profession and the 
public.

Section 1
Health Educators select students for profes-
sional 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 educa-
tional environment and culture conducive to 
the health of all involved, and free from all 
forms of discrimination and harassment.

Section 3
Health Educators involved in professional 
preparation and development engage in  careful 
planning; present material that is  accurate, 
 developmentally and culturally appropriate; 
provide reasonable and prompt feedback; state 
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clear and reasonable expectations; and con-
duct fair assessments and prompt evaluations 
of learners.

Section 4
Health Educators provide objective, compre-
hensive, and accurate counseling to learners 
about career opportunities, development, and 

advancement, and assist learners in securing 
professional employment or further educa-
tional opportunities.

Section 5
Health Educators provide adequate supervi-
sion and meaningful opportunities for the 
 professional development of learners.
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accountability in a partnership arrangement, when 
each organization performs its work as previ
ously arranged.

accounting the process of recording and summari
zing transactions and interpreting their affects on 
the program budget (Fallon & Zgodzinski, 2012).

accuracy standards “ensure that the evaluation 
produces findings that are considered correct” 
(CDC, 1999c, p. 29); a standard of evaluation.

action research see participatory research.
action stage a stage of change in which a person 

has changed overt behavior for less than  
six months.

active participants those who take part in most 
group activities.

act of commission doing something you should 
not be doing.

act of omission not doing something you should 
be doing.

adjourning last stage of team development “in 
which teams complete their work and disband, 
if designed to do so” (GomezMejia & Balkin, 
2012, p. 391).

Administrative and Policy Assessment part of the 
fourth phase of PRECEDEPROCEED, “an 
analysis of the policies, resources, and circum
stances prevailing in an organizational situation 
to facilitate or hinder the development of the 
health program” (Green & Kreuter, 2005, 
p. G–1).

Advanced level 1 health educator “the level of a 
health educator with a baccalaureate or mas
ter’s degree and five years’ experience or more 
in the field of health education” (NCHEC, 
SOPHE, & AAHE, 2006, p. 56).

Advanced level 2 health educator “the level of a 
health educator with a doctoral degree and five 
years’ experience or more in the field of health 

education” (NCHEC, SOPHE, & AAHE, 2006, 
p. 56).

advisory board see planning committee.
alpha level the level of statistical significance (usu

ally set at .01 or .05).
alternative hypothesis the hypothesis that holds 

there is a difference between groups, treatments, 
or interventions.

analysis of variance (ANOVA) a statistical test used 
to study group differences when the dependent 
variables involved represent interval or ratio 
data.

anonymity exists when there is no link between 
personal information and the person’s identity.

APEX-PH Assessment Protocol for Excellence in 
Public Health—a planning model developed by 
the National Association of County and City 
Health Officials in 1991 for city and county 
health departments.

approaches refers to formative, process, and sum
mative evaluation and suggests these types of 
evaluation are clearly distinct.

attitude objective those that describe the desired 
attitude of those in the priority population.

attitude toward the behavior “the degree to which 
performance of the behavior is positively or 
negatively valued” (Ajzen, 2006).

audit “review and confirmation that financial re
ports are accurate and that standard accounting 
procedures were used to prepare the reports” 
(Johnson & Breckon, 2007, p. 288).

aversive stimulus unpleasant consequence of a 
behavior.

awareness objective those that describe of what 
those in the priority population will become 
aware.

barriers things that keep people from obtaining the 
product or adopting a behavior.

Glossary
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canned program one that has been developed by 
an outside group and includes the basic compo
nents and materials necessary to implement it.

capacity the individual, organizational, and com
munity resources that enable a community to 
take action.

capacity building activities that enhance the re
sources of individuals, organizations, and com
munities to improve their effectiveness in taking 
action.

categorical funding funds that are earmarked or 
dedicated to support programs aimed at a spe
cific health problem or determinant (i.e., risk 
factor).

census everyone in a population.
chi-square a statistical test that measures the asso

ciation between two nominal and/or ordinal 
variables.

citizen initiated see grassroots.
cluster sampling a probability sample that selects 

participants from a sampling frame as groups 
not individuals.

coalition “a formal alliance of organizations that 
come together to work for a common goal” 
(Butterfoss, 2007, p. 30).

codes of practice guidelines or criteria for offering 
a certain type of program.

communication channel route through which a 
message is delivered to a priority population.

community a “group of people who have common 
characteristics” (Turnock, 2009, p. 502).

community advocacy a process in which the peo
ple of a community become involved in the in
stitutions and decisions that will impact their 
lives.

community building an “orientation to community 
that is strength based rather than need based 
and stresses the identification, nurturing, and 
celebration of community assets” (Minkler, 
2005b, p. 4).

community capacity the “characteristics of com
munities that affect their ability to identify,  
mobilize, and address social and public health 
problems” (Goodman et al., 1998, p. 259).

community development a “process designed to 
create conditions of economic and social pro
gress for the whole community with its active 
participation and fullest possible reliance on the 
community’s initiative” (United Nations,  
1955, p. 6).

baseline data data collected prior to program im
plementation to serve as a comparison with 
data collected during the program, or more typ
ically, with data collected at the completion of a 
program.

basic priority rating (BPR) a model used to prior
itize needs assessment data.

behavior change theories “specify the relationships 
among causal processes operating both within 
and across levels of analysis” (McLeroy,  
Steckler et al., 1992, p. 3).

behavioral capability the knowledge and skills nec
essary to perform a behavior.

behavioral objective an impact objective that  
describes the action or behavior in which the 
priority population will engage.

beneficence doing good.
benefits value or outcome the priority population 

receives as a result of obtaining the product.
best experiences interventions from prior or existing 

programs of others that have not gone through 
the critical research and evaluation studies and 
thus fall short of best practice criteria but 
 nonetheless show promise in being effective.

best practices “recommendations for an interven
tion, based on critical review of multiple re
search and evaluation studies that substantiate 
the efficacy of the intervention in the popula
tions and circumstances in which the studies 
were done, if not its effectiveness in other popu
lations and situations where it might be imple
mented” (Green & Kreuter, 2005, p. G–1).

best processes original intervention strategies that 
the planners create on their own based on their 
knowledge and skills of good planning processes.

bias a preference that inhibits impartiality.
bivariate data analysis analysis of two variables.
blind an evaluation wherein participants do not 

know if they belong to the experimental group 
or control group.

bottom up see grassroots.
BPR model 2.0 an updated version of the basic 

priority rating (see basic priority rating).
brand “name, term, design, symbol, or any other 

feature that identifies one seller’s good or ser
vice as distinct from those of other sellers.” 
(American Marketing Association, 2007)

budget a “formal statement of the estimated reve
nues and expenditures” (Johnson & Breckon, 
2007, p. 170).
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expected to correlate with” (Valente, 2002, 
p. 161).

consumer orientation a dedicated effort to under
stand a priority population prior to developing 
an intervention and then keeping this knowl
edge at the center of all program planning 
 decisions.

consumer-based planning a planning process that 
incorporates the wants, needs, and preferences 
of the priority population directly into interven
tions and implementation.

contemplation stage a stage of change in which a 
person intends to take action in the next 
six months.

content validity the “assessment of the correspond
ence between the items composing the instru
ment and the content domain from which the 
items were selected” (DiIorio, 2005, p. 213).

contest a challenge between two individuals/
groups in which the object is to try to outper
form the competitor.

context assesses the presence of any confounding 
factors.

contingencies what happens if the objectives in 
a behavior change contract are either met or 
not met.

continuum theories those that identify variables 
that influence action and combine them into a 
prediction equation (Weinstein et al., 1998).

contract an agreement between two or more par
ties that outlines the future behavior of those 
parties.

control group as part of a summative evaluation 
or research study, a randomly selected group of 
individuals, similar to the experimental group 
that does not receive the treatment or program 
but is compared with the experimental group.

convergent validity “the extent to which two meas
ures that purport to be measuring the same 
topic correlate (that is, converge)” (Bowling, 
2005, p. 12).

correlation represents the strength and direction of 
relationships between two variables.

cost-benefit analysis (CBA) measures dollars spent 
on a program versus dollars saved or gained.

cost-effectiveness analysis (CEA) measures dollars  
spent on a program versus the impact achieved.

cost-identification analysis compares interventions 
to determine which is least expensive in the con
text of impact achieved.

community empowerment when community mem
bers control decision making.

community forum a process that brings people 
from the priority population to discuss prob
lems and needs.

community organization the “process by which 
community groups are helped to identify com
mon problems or goals, mobilize resources, and 
in other ways develop and implement strategies 
for reaching the goals they have collectively set” 
(Minkler et al., 2008, p. 288).

community organizing the process of community 
organization.

comparison group as part of a summative evalua
tion or research study, a nonequivalent group 
(not randomly selected) that does not receive 
the treatment or program but is compared with 
the experimental group.

Competency Update Project (CUP) a sixyear, 
 multiphase process carried out by the health ed
ucation profession in order to reverify the role 
of the entrylevel health educator and to distin
guish it from the role of the advancedlevel 
health educator.

competition alternative choices for filling a need; 
programs or products that send messages that 
conflict with the behaviors program planners 
are promoting.

concepts primary elements or the building blocks 
of a theory (Glanz et al., 2008b).

concurrent validity a form of criterion validity in 
which a new instrument and an established 
valid instrument that measure the same 
 characteristics are given to the same population 
and the new instrument correlates positively 
with the established instrument.

conditions a major component of an objective that 
describes when or how the outcome will be 
 observed.

confidentiality exists when there is a link between 
personal information and the person’s identity 
but that information is protected from others.

confounding variable “one that has an unpredicta
ble or unexpected impact on the dependent var
iable” (Cottrell & McKenzie, 2011, p. 324).

construct a concept developed, created, or adopt
ed for use with a specific theory (Kerlinger, 
1986).

construct validity “the degree to which a measure 
correlates with other measures it is theoretically 
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criterion a major component of an objective that 
describes how much change will occur.

criterion-related validity the “extent to which  
data generated from a measurement instrument 
are correlated with the data generated from a 
measure (criterion) of the phenomenon being 
studied, usually an individual’s behavior or  
performance” (Cottrell & McKenzie, 2011,  
p. 322).

critical path method (CPM) similar to PERT (see 
PERT) but focuses on total time to complete the 
tasks and the critical dependent tasks.

cultural audit an evaluation of the assumptions, 
values, normative philosophies, and cultural 
characteristics of an organization in order to 
determine whether they support or hinder  
that organization’s central mission (Business 
 Dictionary, 2011).

cultural competence “a developmental process 
defined as a set of values, principles, behaviors, 
attitudes, and policies that enable health pro
fessionals to work effectively across racial, 
ethnic and linguistically diverse  populations” 
(Joint Committee, 2012).

culturally competent see cultural competence.
culturally sensitive relevant and acceptable within 

the cultural framework.
culture the “patterned ways of thought and behav

ior that characterize a social group, which are 
learned through socialization processes and  
persist through time” (Coreil, Bryant, & 
Henderson, 2001, p. 29).

curriculum “a planned set of lessons or courses de
signed to lead to competence in an area of 
study” (Gilbert et al., 2011, p. 412).

data management the process of organizing, cod
ing, and cleaning data in a useable format for 
the purpose of analysis and reporting.

decision makers those who have the authority to 
approve a plan (e.g., administrator of an organi
zation, governing board, chief executive officer).

decisional balance refers to the pros and cons of 
behavioral change.

deductive applying a generally accepted principle 
to an individual case.

Delphi technique a “group process that generates a 
consensus through a series of questionnaires” 
(Gilmore 2012, p. 82).

dependent variable an outcome variable or end re
sult indicator in an evaluation or study.

descriptive statistics data used to organize, summa
rize, and describe characteristics of a group.

designs forms of different types of summative 
evaluation.

diffusion theory explains a pattern for how inno
vations (e.g., products) are adopted in a 
population.

direct reinforcement consequence given in a specific 
situation to increase a behavior.

disability “often defined on the basis of specific 
 activities of daily living, work and other func
tions essential to full participation in community
based living” (USDHHS, 2005, p. 4).

discriminant validity “requires that the construct 
should not correlate with dissimilar (discrimi
nant) variables” (Bowling, 2005, p. 12).

disincentive consequence for not acting in a certain 
way; also used as a means to discourage the 
consumer from purchasing a product or behav
ing in a certain way.

doers those who are willing to take on work to 
complete a task.

dose the number of program units delivered.
double blind study an evaluation wherein neither 

participants nor those implementing the pro
gram know which group is experimental and 
which group is the control.

early adopters in diffusion theory, the second 
group of people to adopt the innovation; often 
comprised of opinion leaders.

early majority in diffusion theory, the people who 
are interested in the innovation, but will need 
external motivation to become involved.

ecological framework see socio-ecological 
 approach.

educational and ecological assessment the third 
phase of PRECEDEPROCEED wherein plan
ners identify predisposing, reinforcing, and ena
bling factors that contribute to problems 
identified in earlier phases of the model.

effectiveness in evaluation, a measure usually asso
ciated with the outcomes of a program—that is, 
did the program result in changes in awareness, 
knowledge, attitudes, skills, or especially behav
ior, and did the program result in improved 
health status (e.g., less mortality, morbidity, and 
disability).

efficacy expectations people’s competency feelings.
elaboration amount of cognitive processing people 

put into receiving messages.
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exchange process of the marketer providing a 
product and its benefits to the consumer in 
trade for the consumer paying a price.

executive participants core group who are commit
ted to resolution of the concern.

expectancies values people place on an expected 
outcome.

expenditure a cost incurred while planning, imple
menting, or evaluating a program.

expectations anticipation of certain outcomes from 
a certain behavior.

experimental design random assignment to experi
mental and control groups with measurement of 
both groups.

experimental group as part of a summative evalua
tion or research study, a group of individuals 
that receives the treatment or intervention.

external audit one conducted by an independent 
qualified accountant usually just once a year 
(Businessdictionary.com, 2011a).

external evaluation evaluation conducted by an in
dividual or organization not affiliated with the 
organization conducting the program.

external personnel individuals from outside the 
planning agency/organization or people from 
within the priority population.

external validity extent to which the program can 
be expected to produce similar effects in other 
populations.

face validity if, on the face, a measure appears to 
measure what it is supposed to measure  
(McDermott & Sarvela, 1999).

fairness whether a measure is “appropriate for the 
individuals of various ethnic groups with differ
ent backgrounds, gender, educational levels, 
etc.” (Torabi, 1994, p. 56).

feasibility standards “ensure that the evaluation is 
viable and pragmatic” (CDC, 1999c, p. 27); a 
standard of evaluation.

fidelity ensures that programs are implemented 
 either as intended or as per protocol.

field study the most strenuous form of pilot testing 
in which people from the priority population 
assess the process being tested in a setting that 
is just like or closely represents the setting in 
which the program will be implemented.

financial management “the process of developing 
and using systems to ensure that funds are spent 
for the purposes for which they have been 
 appropriated” (Klingner et al., 2010, p. 88).

emotional-coping responses dealing with sources 
of anxiety that surround a behavior.

enabling factor “any characteristic of the environ
ment that facilitates action and any skill or re
source required to attain a specific behavior” 
(Green & Kreuter, 2005, p. G–3).

entry-level health educator those who are taking 
their first professional position in health educa
tion and possess a baccalaureate or master’s de
gree and less than five years’ experience.

environmental objective an impact objective that 
describes how the environments (e.g., economic, 
emotional, physical, political, service, social) 
around the priority population will change.

epidemiological assessment the second phase of 
PRECEDEPROCEED, wherein planners identify 
specific health goals or problems that contribute 
to the social goals or problems identified in 
Phase 1; and “the identification of etiological fac
tors, or determinants of health in the genetics, 
behavioral patterns, and environment of the pop
ulation” (Green & Kreuter, 2005, pp. 11–12).

epidemiology “the study of the distribution and 
determinants of healthrelated states or events 
in specific populations, and the application of 
this study to control health problems” (Last, 
2007, p. 111).

ethical issues situations where competing values 
are at play and program planners need to make 
a judgment about what is the most appropriate 
course of action.

evaluation the “comparison of an object of interest 
against a standard of acceptability” (Green & 
Lewis, 1986, p. 362)—may be formative (in
cluding process evaluation) or summative in 
 nature.

evaluation approach refers to the use of process, 
formative, or summative evaluation and suggests 
these types of evaluation are  clearly distinct.

evaluation consultant an external evaluator.
evaluation design used to organize the summative 

evaluation and to provide for planned, system
atic data collection, analysis, and reporting.

evidence a body of data that can be used to make 
decisions about planning.

evidence-based practice process of systematically 
finding, appraising, and using evidence as the 
basis for decision making when planning a 
health promotion program (Cottrell & 
 McKenzie, 2011).
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fiscal accountability “the extent to which resources 
are managed according to the budget” (Issel, 
2009, p. 323).

fiscal year (or funding year) 12 months of financial 
transactions typically running from either 
 January 1st to December 31st or July 1st 
to June 30th.

flex time a system in which employees can vary 
their work schedule to meet their personal needs.

flexibility in terms of program planning, a process 
that is adapted to the needs of stakeholders.

fluidity in terms of program planning, a process 
that is sequential and logical in nature.

focus group an “exploratory process that is used 
for generating hypotheses, uncovering attitudes 
and opinions, and acquiring and testing new 
ideas” (Gilmore 2012, p. 118).

formative evaluation “any combination of meas
urements obtained and judgments made before 
or during the implementation of materials, 
methods, activities, or programs to control, as
sure or improve the quality of performance or 
delivery” (Green & Lewis, 1986, p. 362).

formative research a process that identifies differ
ences among subgroups within a population, 
identifies a subgroup, determines the wants and 
needs of the subgroup, and identifies factors 
that influence its behavior, including benefits, 
barriers, and readiness to change (Bryant, 1998).

forming first stage of team development “which 
brings the team members together so they can 
get acquainted and discuss their expectations” 
(GomezMejia & Balkin, 2012, p. 390).

Framework a shortened name for the A Competen-
cy-Based Framework for Health Education Spe-
cialists—2010 (NCHEC, SOPHE, & AAHE, 
2010).

full-time equivalent a unit of measurement that is 
calculated by dividing the average number of 
hours a person works by the average number of 
hours worked by a fulltime employee.

functionality in terms of program planning, an as
surance that the outcome of planning is im
proved health conditions, not just the 
production of a program plan.

Gantt chart a program management charting 
method that provides a graphical illustration of 
the time frame for tasks to be completed and 
what has been completed to date.

gatekeepers those who control, both formally  
and informally, the political climate of a 
community.

generalizability extent to which a program can be 
expected to produce similar effects in other 
populations.

Genetic Information Nondiscrimination Act of 
2008 (GINA) (Public Law 110–233) amends 
portions of HIPAA by treating genetic informa
tion as protected health information, prohibits 
discrimination in health coverage and employ
ment based on genetic information.

gifts sums of money or nonmonetary items that 
are given voluntarily without compensation.

goal general statement of intent (Neiger & Thack
eray, 1998).

grant an award of financial assistance, the princi
pal purpose of which is to transfer a thing of 
value from the grantor to a recipient to carry 
out a specific purpose (USDHHS, 2011a).

grantsmanship the ability to write grant proposals 
that are funded.

grassroots the creation of political “movement” in 
which those within the community are responsi
ble for the organizing

Guide to Community Preventive Services (Commu
nity Guide) the “body of evidence and recom
mendations approved by the Task Force on 
Community Preventive Services” (Zara et al., 
2005, p. 479).

hard money an ongoing source of funding that is 
part of the operating budget.

health advocacy “the processes by which the ac
tions of individuals or groups attempt to bring 
about social and/or organizational change on 
behalf of a particular health goal, program, in
terest, or population” (Joint Committee on  
Terminology, 2012).

health assessments (HAs) include instruments 
known as health risk appraisals/assessments 
(HRAs), health status assessments (HSAs), vari
ous lifestylespecific assessment instruments, 
and wellness and behavioral/habit inventories 
(SPMBoD, 1999).

health behavior behaviors that impact a person’s 
health.

health communication the use of strategies to in
form and influence individual and community 
decisions to enhance health (NCI, 2002).
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the health of individuals, groups, and communi
ties” (Joint Committee on Terminology, 2012).

Healthy Communities a movement that began in 
the 1980s with assistance from the World 
Health Organization to mobilize and empower 
partnerships within cities and communities to 
enhance health and wellbeing.

Healthy People U.S. government publication that 
brought together much of what was known 
about the relationship of personal health behav
ior and health status.

Healthy Plan-It a sixphase planning model devel
oped by the Centers for Disease Control and 
Prevention in 2000 to strengthen incountry 
management training capacity in the health sec
tor of developing countries.

impact evaluation evaluation that focuses on the 
immediate observable effects of a program (e.g., 
awareness, knowledge, attitudes, skills, environ
ment, and behaviors) leading to the intended 
outcomes of a program (Green & Lewis, 1986).

impact objectives a category of objectives com
prised of learning (i.e., awareness, knowledge, 
attitudes, and skills),  behavioral, and environ
mental objectives.

implementation the “act of converting planning, 
goals, and objectives into action through adminis
trative structure, management activities, policies, 
procedures, regulations, and organizational actions 
of new programs” (Timmreck, 1997, p. 328).

incentives reward for achieving a goal; also used as 
a means to entice the consumer to purchase the 
product or adopt a behavior.

inclusion ensures that the right partners are in
volved with a program.

independent variable a variable that is manipulat
ed, selected, or measured by the evaluator that 
causes or exerts some influence on the depend
ent variable.

inductive individual cases are studied to formulate 
a general principle.

inferential statistics data used to determine rela
tionships and causality in order to make gener
alizations or inferences about a population 
based on findings from a sample.

influencers those who control resources to facilitate 
the planning and implementation of a  program.

informed consent requires: “(1) Disclosure of rele
vant information to prospective subjects about 

health communication model a fourphase pro
gram planning model for health communication 
developed by the National Cancer Institute.

health education “any combination of planned 
learning experiences based on sound theories that 
provide individuals, groups, and commu nities the 
opportunity to acquire knowledge and the skills 
needed to make quality health  decisions” ( Joint 
Committee on Terminology, 2012).

health education specialist “someone having com
pleted the education and/or training requirements 
currently associated with professionally prepared” 
(Hezel, 2007, p. 8).

health educator a “professionally prepared individ
ual who serves in a variety of roles and is specif
ically trained to use appropriate educational 
strategies and methods to facilitate the develop
ment of policies, procedures, interventions, and 
systems conducive to the health of individuals, 
groups, and communities” (Joint Committee on 
Terminology, 2001, p. 100).

health impact assessment “a combination of proce
dures, methods, and tools by which a policy, 
program, or project may be judged as to its po
tential effects on the health of a population, and 
the distribution of those effects within the pop
ulation” (ECHP,1999).

Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) (Public Law 104–191)  
sets national standards that health plans, health 
care clearinghouses, and health care providers 
who conduct certain health care transactions 
electronically must implement to protect and 
guard against the misuse of individually identifi
able health information.

health literacy the capacity to obtain, process, and 
understand basic health information and servic
es to make appropriate health decisions (USD
HHS, 2000).

health numeracy “the degree to which individuals 
have the capacity to access, process, interpret, 
communicate, and act on numerical, quantita
tive, graphical, biostatistical, and probabilistic 
health information needed to make effective 
health decisions” (Golbeck et al., 2005, p. 375).

health promotion “any planned combination of 
educational, political, environmental, regulato
ry, or organizational mechanisms that support 
actions and conditions of living conducive to 
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inter-rater reliability rater reliability using two or 
more raters.

interval level measures measurement form that 
puts data into categories that are mutually 
 exclusive, exhaustive, and rank ordered; 
 furthermore, the distance between categories 
can be measured and there is no absolute zero.

intervention “to come or occur between two 
things, events, or points in time; to come in or 
between so as to hinder or alter an action”  
(Anderson et al., 2002, p. 447).

intervention alignment part of the fourth phase of 
PRECEDEPROCEDE wherein planners match 
appropriate strategies and interventions with 
projected changes and outcomes identified in 
earlier phases (Green & Kreuter, 2005).

intervention mapping a sixphase program plan
ning model guided by diagrams and matrices 
that incorporate outputs of the assessment pro
cess with relevant theory to help develop appro
priate interventions for priority populations.

intra-rater reliability rater reliability that is estab
lished by a single rater.

justification provides assurance that programs are 
supported by key stakeholders.

key informants strategically placed individuals in a 
community who have the knowledge and ability 
to report on the needs of those in the priority 
population.

knowledge objective an impact objective that de
scribes the information those in the priority 
population will learn.

laggards in diffusion theory, people who are not 
very interested in innovation and would be the 
last to adopt it.

lapse a single slip back to an old behavior while 
attempting a behavior change.

late majority in diffusion theory, the people who 
are interested in the innovation but are more 
skeptical and need external motivation to be
come involved.

learning objectives a category of objectives com
posed of four levels: awareness, knowledge, atti
tudes, and skills.

lesson the amount of material that can be present
ed during a single educational encounter.

lesson plan the written outline of a lesson.
level of significance see alpha level.
levels of measurement a hierarchy of four measure

ment levels: nominal, ordinal, interval, and ratio.

the research [program]; (2) their comprehension 
of the information; and (3) their voluntary 
agreement, free of coercion and undue influence, 
to research [program] participation” (NIH, 
2006, para. 1).

in-house materials educational materials developed 
by the program planners.

in-kind contributions nonmonetary gifts.
innovators in diffusion theory, the very first people 

to adopt the innovation.
inputs in a logic model, the resources that are used 

to plan, implement, and evaluate a program.
institutional review board (IRB) group of individu

als with authority to grant or deny permission to 
conduct evaluation or research; it serves to safe
guard the rights, privacy, health, and wellbeing 
of those involved in the research.

institutionalized imbedded in the organization so 
that it becomes sustained and durable.

instrumentation a “collective term that describes 
all measurement instruments used” (Cottrell & 
McKenzie, 2011, p. 326).

intention an “indication of a person’s readiness to 
perform a given behavior, and it is considered to 
be the immediate antecedent of behavior” 
(Ajzen, 2006).

interactive contact methods data collection methods 
wherein those collecting the data interact with 
those from whom the data are being collected.

interaction the degree to which practitioners effec
tively work and communicate with program 
participants.

internal audit a frequent and ongoing audit con
ducted by an employee of the organization not 
responsible for the accounting practices (Busi
nessDictionary.com, 2011a).

internal consistency reliability the intercorrelations 
among individual items on the instrument, that 
is, whether all items on the instrument are 
measuring part of the total area.

internal evaluation evaluation conducted by one or 
more individuals employed by, or in some other 
way affiliated with, the organization conducting 
the program.

internal personnel individuals from within the 
planning agency/organization or from within 
the priority population.

internal validity degree to which change that was 
measured can be attributed to the program 
under investigation.
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marketing mix combination of the product, price, 
place, and promotion.

mean the arithmetic average of all scores in data 
analysis.

measurement the method or procedure of assign
ing numbers to objects, events, and people 
(Green & Lewis, 1986).

measurement instrument the item used to measure 
the variables.

measures of central tendency forms of univariate 
data analysis involving the mean, median, and 
mode.

measures of spread or variation how spread out 
the scores are in the data set.

median the midpoint of all scores in data analysis.
memorandum of understanding (MOU) (or memo

randum of agreement [MOA]) “a document 
that describes the general principles of an agree
ment between parties, but does not amount to a 
substantive contract” (Dictionary.com, 2011).

mission statement a short narrative that describes 
the general focus or purpose of a program.

mode the score or response that occurs most fre
quently in data analysis.

model “is a composite, a mixture of ideas or con
cepts taken from any number of theories and 
used together” (Hayden, 2009, p. 1).

multiple regression a statistical test that explores 
the relationships between multiple independent 
variables and one dependent variable.

multiplicity refers to the number of components or 
activities that make up an intervention.

multivariate data analysis analysis of more than 
two variables.

need the “difference between the present situation 
and a more desirable one” (Gilmore 2012, p. 8).

needs assessment the process of identifying, ana
lyzing, and prioritizing the needs of a priority 
population.

negative punishment removing a positive reinfo rcer 
to decrease a behavior.

negative reinforcement removing a negative 
 reinforcer or aversive stimulus to increase a 
 behavior.

negligence failing to act as a reasonable (prudent) 
person would.

networking interaction among professionals in 
order to share information.

news hook event that the media would want to 
cover.

likelihood of taking recommended preventive health 
action weighing the threat of disease against the 
difference between benefits and  barriers.

literacy “the ability to use printed and written in
formation to function in society, to achieve 
one’s goals, and to develop one’s knowledge and 
potential” (White & Dillow, 2005, p. 4).

literature the articles, books, and other documents 
that explain the past and current knowledge 
about a particular topic.

locality development a form of community organ
izing that is “heavily process oriented, stressing 
consensus, and cooperation and aimed at build
ing group identity and a sense of community” 
(Minkler & Wallerstein, 2005, p. 30).

locus of control perception of the center of control 
over reinforcement.

logic model “a systematic and visual way to pre
sent and share your understanding of the rela
tionships among the resources you have to 
operate your program, the activities you plan, 
and the changes or results you hope to achieve” 
(WKKF, 2004, p. 1).

macro practice methods of professional change 
that deal with issues beyond the individual, 
family, and small group level.

maintenance stage a stage of change in which a 
person has changed overt behavior for more 
than six months.

management “the process of assembling and using 
sets of resources in a goaldirected manner to 
accomplish tasks in an organizational setting” 
(Hitt, Black, & Porter, 2012, p. 483).

MAP-IT a planning guide or model used to assist 
communities in adapting Healthy People 2020.

MAPP Mobilizing for Action through Planning and 
Partnerships—a sixphase program planning 
model developed by the National Association of 
County and City Health Officials in 2001.

mapping the visual representation of data by geog
raphy or location, linking information to a 
place (Kirschenbaum & Russ, 2005).

mapping community capacity a process of identi
fying community assets.

market “the set of all people who have an actual 
or potential interest in a product or service” 
(Kotler & Clarke, 1987, p. 108).

marketing a “set of processes for creating, commu
nicating, and delivering value to customers” 
(American Marketing Association, 2007).
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program; also the intended results in a logic 
model.

outcome evaluation evaluation that focuses on the 
end result of a program generally measured by 
improvements in mortality, morbidity, or vital 
measures of symptoms, signs, or physiological 
indicators (Green & Lewis, 1986).

outcome expectations value placed on expected 
outcomes.

outcome objective an objective that describes the 
change in health status, social benefits, risk fac
tors, or quality of life of the priority population.

outputs the program activities or interventions in a 
logic model.

ownership a feeling that is derived from participat
ing in the development of a program.

parallel (or equivalent or alternate) forms reliability  
focuses on whether different forms of the same 
instrument when measuring the same partici
pants will produce similar results.

participation and relevance “community organiz
ing that ‘starts where the people are’ and engag
es community members as equals” (Minkler & 
Wallerstein, 2005, p. 35).

participatory data collection members of the prior
ity population participate in data collection.

participatory research has been “defined as 
 systematic inquiry, with the collaboration of 
those affected by the issue being studied, for 
the purposes of education and of taking action 
or effecting change” (Mercer et al., 2008, 
p. 409).

PATCH an acronym for a planning process called 
Planned Approach to Community Health.

peer education a process wherein individuals are 
educated by others who have similar character
istics or standing as themselves.

penetration rate number in the priority population 
exposed or reached.

perceived barriers costs that must be overcome in 
order to follow a health recommendation.

perceived behavioral control perceived ease or dif
ficulty of performing the behavior.

perceived benefits belief that a certain action could 
improve one’s health.

perceived seriousness/severity belief that if a dis
ease or condition were contracted it could be 
serious.

perceived susceptibility belief that one is vulnera
ble to a certain disease or condition.

no contact methods data collection methods where
in those collecting the data have no  contact with 
those from whom the data are  collected.

nominal group process a highly structured process 
in which a few knowledgeable representatives 
(five to seven) are asked to qualify and quantify 
specific needs.

nominal level measures measurement form that 
puts data into categories that are mutually ex
clusive and exhaustive.

nonexperimental design use of pretest and posttest 
comparisons, or posttest analysis only, without 
a control group or comparison group.

nonmaleficence not causing harm.
nonprobability sample a sample in which all mem

bers of a survey population do not have an 
equal and known probability of being selected.

nonproportional stratified random sample a strati
fied random sample in which the sampling units 
are selected so that there is equal representation 
from the strata.

norming third stage of team development “charac
terized by resolution of conflict and agreement 
over team goals and values” (GomezMejia & 
Balkin, 2012, p. 390).

null hypothesis the hypothesis that holds there is 
no difference between two groups, treatments, 
or interventions.

numeracy the ability to understand and work with 
numbers; quantitative literacy.

objectives statements that specify intermediate ac
complishments or benchmarks.

observation “notice taken of an indicator” (Green &  
Lewis, 1986, p. 363).

obtrusive observation when people are aware they 
are being measured, assessed, or tested.

occasional participants those who become involved 
on an irregular basis and usually only when 
major decisions are made.

opinion leaders those who are well respected in a 
community and can accurately represent the 
views of the priority population.

ordinal level measures measurement form that put 
data into categories that are mutually exclusive, 
exhaustive, and rank ordered.

organizational culture the formal and informal 
policies of an organization that express the 
 organization’s values.

outcome a major component of an objective that 
describes what will change as a result of the 
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practical significance refers to how those actually 
participating in a program will benefit from it.

PRECEDE-PROCEED (Predisposing, Reinforc
ing, Enabling Constructs in Ecological Diagno
sis and Evaluation—Policy, Regulatory, and 
Organizational Constructs in Educational and 
Environmental Development) a widely known 
and robust eightphase program planning 
model.

precontemplation stage a stage of change in which 
a person has no intentions to take action in the 
next six months.

predictive validity a form of criterion validity in 
which the measurement used will be correlated 
with another measurement of the same phe
nomenon at another time.

predisposing factor “any characteristic of a person 
or population that motivates behavior prior to 
the occurrence of the behavior” (Green & Kreu
ter, 2005, p. G–6).

preliminary review a form of pilot testing in which 
colleagues of planners review a process being 
tested.

preparation a stage of change in which a person 
intends to take action in the next 30 days and 
has taken some behavioral steps in this decision.

pre-pilot a form of pilot testing in which five or 
six people from the priority population assess 
the process being tested.

pre-planning a process carried out prior to the for
mal planning process that allows a core group 
of people to gather answers to key planning 
questions.

pretest testing components of a program, service, 
or product with the priority population prior to 
implementation.

pretesting can be defined in one of two ways: 
(1) getting feedback from the priority population 
on products, messages, and materials before 
launching a social marketing campaign, and 
(2) collecting baseline data prior to program im
plementation that will be compared with posttest 
data to measure the effectiveness of programs.

price what the priority population gives up to ob
tain the product and its associated benefits.

primary building blocks assets located in the 
neighborhood and largely under the control of 
those who live in the neighborhood.

primary data original data collected by the 
 planners.

perceived threat belief that one is vulnerable to a 
serious health problem or to the sequelae of 
that illness or condition.

performing fourth stage of team development “char
acterized by a focus on the performance of the 
tasks delegated to the team” (GomezMejia &  
Balkin, 2012, p. 391).

PERT acronym for Program Evaluation and Re
view Technique; a program management chart
ing method that provides a graphical illustration 
of the time frame for tasks to be completed that 
includes three estimates of time—optimistic, pes
simistic, and  probabilistic.

phased in implementation of a program by limit
ing the number of people able to start the pro
gram at any given time.

photovoice those in the priority population are 
provided with cameras and skills training, then 
use the cameras to convey their own images of 
the community’s problems and strengths.

pilot testing a set of procedures used to try out 
various processes during program development 
using a small group of participants prior to 
implementation.

place where the priority population has access to 
the product or where they may engage in the 
desired behavior.

planning committee group of individuals who are 
responsible for creating a program and then 
overseeing its implementation and  evaluation.

planning models those used for planning, imple
menting, and evaluating programs.

planning parameters the boundaries in which the 
planning committee must work when planning, 
implementing, and evaluating the program.

planning team see planning committee.
population as it relates to sampling, those in the 

universe specified by time or place.
population-based approach planning processes 

used with large populations.
positive punishment adding something to a situa

tion that decreases a behavior.
positive reinforcement a consequence of a behavior 

that is enjoyable or makes a person feel good.
posttest testing components of a program, service, 

or product with the priority population after 
the completion of a program.

potential building blocks located resources origi
nating outside the neighborhood and controlled 
by people outside.



446 Glossary

prudent acting as a reasonable person would act in 
a given situation.

psychometric qualities an instrument’s validity, re
liability, and fairness.

public domain available for anyone to use without 
permission.

punishment any event that follows a behavior 
which decreases the probability that the same 
behavior will be repeated in the future.

qualitative data information presented in narrative 
form used in evaluation to provide detailed 
summaries or descriptions of observations, in
teractions, or verbal accounts (e.g., data from 
focus groups, indepth interviews).

qualitative measure “tend to produce data in the 
language of the subjects, rarely with numerical 
values attached to observations” (Green & 
Lewis, 1986, p. 151).

qualitative method an inductive method that pro
duces narrative data.

quality in evaluation, a measure usually associated 
with how a program is implemented and what 
can be done to improve program  delivery.

quantitative data information expressed in numeri
cal terms that can be compared on scales.

quantitative measure “rely on more standardized 
data collection and reduction techniques, using 
predetermined questions or observational indi
cators and established response items” 
(Green & Lewis, 1986, p. 151).

quantitative method a deductive method that pro
duces numeric data.

quasi-experimental design use of a treatment 
group and a nonequivalent (nonrandomized) 
comparison group with measurement of both 
groups.

random selection a method of selecting partici
pants in which all in the survey population have 
an equal chance or known probability of being 
selected.

random-digit dialing a method of selecting partici
pants using random combinations of numbers 
to call telephone numbers.

randomized controlled trial research designs that 
include randomization, control groups, and ex
perimental groups.

range the difference between the highest and low
est scores in data analysis.

rater (or observer) reliability associated with the 
consistent measurement (or rating) of an 

primary prevention measures that forestall the 
onset of illness or injury during the prepatho
genesis period.

priority population the people for whom the pro
gram is intended.

probability sample a sample in which all in the 
survey population have an equal and known 
probability of being selected.

process evaluation “any combination of measure
ments obtained during the implementation of 
program activities to control, assure, or improve 
the quality of performance or delivery” 
(Green & Lewis, 1986, p. 364).

process objective an objective that expresses the 
tasks or activities to be carried out by the pro
gram planners.

processes of change a construct of the transtheo
retical model that describes the covert and overt 
activities that people use to progress through 
the stages of change (Prochaska et al., 2008).

product something (e.g., goods, services, events, 
experiences, information, ideas, or behaviors) 
that fulfills a need customers have and provides 
a benefit they value; obtained for a price in the 
exchange.

profit margin the percent of financial gain after all 
the expenses are paid.

program kickoff see program launch.
program launch the first day of program 

implementation.
program ownership a feeling by those in the priori

ty population that the program in part belongs 
to them.

program rollout see program launch.
program significance measures the meaningfulness 

of a program (based on stakeholder preferences) 
regardless of statistical significance.

promotion marketing communication strategy for 
letting a priority population know about a 
product and how to obtain or purchase it.

proportional stratified random sample a stratified 
random sample in which the sampling units are 
selected in the same proportion that the strata 
exist in the survey population.

proposal a formal written request for funding.
propriety standards “ensure that the evaluation is 

ethical” (CDC, 1999c, p. 27); a standard of 
evaluation.

proxy measure an outcome measure that provides 
evidence that a behavior has occurred.
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response ensuring that an adequate number of 
people participate in a program.

return on investment (ROI) “measures the costs 
of a program (i.e., the investment) versus the 
 financial return realized by that program” 
 (Cavallo, 2006, p. 1).

Role Delineation Project a comprehensive process 
that led to the creation of the responsibilities and 
competencies of the entrylevel health  educator.

SAM (suitability assessment of materials) an in
strument that can be used to determine the suit
ability of educational of materials.

sample a part of the whole.
sampling the process of selecting a sample.
sampling frame a list or quasilist of all sampling 

units.
sampling unit an element or set of elements 

 considered for selection as part of a sample 
(Babbie, 1992), for example, an individual, 
 organization, or geographical area.

satisfaction approval after participation.
scope the breadth and depth of the material cov

ered in a curriculum.
secondary building blocks assets located in the 

neighborhood but largely controlled by people 
outside.

secondary data those data that have been collected 
by someone else and are available for use by the 
planners.

secondary prevention measures that lead to early 
diagnosis and prompt treatment of a disease, 
illness, or injury to limit disability, impairment, 
or dependency and prevent more severe 
pathogenesis.

seed dollars funds designated to start up a new 
program or project.

segmentation process of identifying groups of 
consumers that share similar characteristics 
and will respond in a like way to a marketing 
strategy.

segmenting  the act of segmentation.
self-assessments a process wherein an individual 

assesses him/herself.
self-control gaining control over one’s own behav

ior through monitoring and adjusting it.
self-efficacy people’s confidence in their ability to 

perform a certain behavior or task.
self-regulation see self-control.
self-reinforcement reinforcing oneself for a behav

ior performed in an appropriate manner.

 observed event by the same or different individ
uals (or judges or raters) (McDermott &  
Sarvela, 1999).

ratio level measure measurement form that puts 
data into categories that are mutually exclusive, 
exhaustive, and rank ordered; furthermore, the 
distance between categories can be measured 
and there is an absolute zero.

reach portion of the priority population that has 
an opportunity to participate in a program.

recidivism slipping back to an old behavior after 
attempting a behavior change.

reciprocal determinism behavior changes that re
sult from the interaction between the person 
and the environment.

recruitment making those in the priority popula
tion aware of a program.

reforming a phase of team development when the 
team may continue on by refocusing its efforts 
on other tasks or problems.

reinforcement any event that follows a behavior 
which increases the probability that the same 
behavior will be repeated in the future (Skinner, 
1953).

reinforcing factor “any reward or punishment 
 following or anticipated as a consequence of a 
behavior, serving to strengthen the motivation 
for the behavior after it occurs” (Green & 
 Kreuter, 2005, p. G–7).

relapse breakdown or failure in a person’s attempt 
to change or modify a behavior (Marlatt & 
George, 1998).

relapse prevention a selfcontrol program to help 
individuals to anticipate and cope with the 
problem of relapse in the behavior change pro
cess (Marlatt & George, 1998).

reliability “an empirical estimate of the extent to 
which an instrument produces the same result 
(measure or score), applied once or two or more 
times” (Windsor et al., 2004, p. 93).

request for application (RFA) a formal statement 
that invites grant or cooperative agreement 
 applications for a specific task.

request for proposal (RFP) a call made by fund
ing agencies to alert individuals and organiza
tions that it will receive and review grant 
proposals.

resources the “human, fiscal, and technical assets 
available” (Johnson & Breckon, 2007, p. 296) 
to plan, implement, and evaluate a program.
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social math “the practice of translating statistics 
and other data so they become interesting to the 
journalist, and meaningful to the audience” 
(Dorfman et al., 2004, p. 112).

social media (or interactive media) any type media 
that uses the Internet and other technologies to 
allow for social interaction.

social network “web of social relationships that 
surround people” (Heaney & Israel, 2008, 
p. 190).

social planning a form of community organizing 
that is “heavily task oriented, stressing rational
empirical problem solving” (Minkler & Waller
stein, 2005, p. 30).

social support a network of individuals that pro
vides assistance or encouragement to a person 
who is engaging in a new behavior.

socio-ecological approach recognizing that there 
are multiple levels of influence on behavior.

soft money a source of funding that is not an on
going part of an operating budget.

speakers bureau a service offered by various 
groups with experts who are willing to present 
information to others.

specificity “the ability of the test to identify only 
nondiseased individuals who actually do not 
have the disease” (Friis & Sellers, 2009, 
p. 424).

stage a step in the change process.
stage theory a theory composed of an ordered set 

of categories into which people can be classi
fied, and for which factors could be identified 
that could induce movement from one category 
to the next (Weinstein & Sandman, 2002a).

stakeholders any person or organization with a 
vested interest in a health program, usually de
cision makers, program partners, or clients.

standard of acceptability the minimum levels of 
performance, effectiveness, or benefits used to 
judge value (Green & Lewis, 1986).

standards of evaluation utility, feasibility, propriety,  
and accuracy (see definitions for each term in 
other parts of the glossary).

statistical significance “refers to whether the observed 
differences between the two or more groups are 
real or not or whether they are chance occurrenc
es” (McDermott & Sarvela, 1999, p. 300).

steering committee see planning committee.
storming second stage of team development “in 

which team members voice differences about 

self-report when individuals or groups answer 
questions about themselves.

sensitivity “the ability of the test to identify correct
ly all screened individuals who actually have the 
disease [problem]” (Friis & Sellers, 2009, p. 422).

sequence order in which the content of a curricu
lum is presented.

significant other one who has an important rela
tionship (e.g., friend, family member, partner, 
spouse) with another.

simple random sample (SRS) most basic process 
for selecting a random sample.

single-step survey a means of gathering data in 
which collectors obtain the data from individu
als or groups with a single contact.

skill development objective an impact objective 
that describes the skill those in a priority popu
lation will be able to perform.

sliding-scale fee a fee structure based on one’s 
 ability to pay.

SMART Social Marketing Assessment and Re
sponse Tool—a sevenphase social marketing 
planning model developed in 1998.

SMART objectives ones that are specific, measura
ble, achievable, realistic, and timephased (CDC, 
2003).

social action a form of community organizing that 
“is both task and process oriented” (Minkler & 
Wallerstein, 2005, p. 30) and deals with organiz
ing a disadvantaged segment of the population.

social assessment the first phase of PRECEDE
PROCEED wherein planners seek to subjective
ly define the quality of life (problems and 
priorities) of those in the priority population.

social capital “the relationships and structures 
within a community, such as civic participation, 
networks, norms of reciprocity, and trust, that 
promote cooperation of mutual benefit” (Put
nam, 1995, p. 66).

social context “is the sociocultural forces that 
shape people’s daytoday experiences and that 
directly and indirectly affect health and behav
ior (Burke et al., 2009, p. 56S).

social marketing “the application of commercial 
marketing technologies to the analysis, plan
ning, execution, and evaluation of programs de
signed to influence the voluntary behavior of 
target audiences in order to improve their per
sonal welfare and that of their society”  
(Andreasen, 1995, p. 7).
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task force “a selfcontained group of ‘doers’ that is 
not ongoing, but rather brought together due to 
strong interest in an issue and for a specific pur
pose” (Butterfoss, 2007, p. 30).

team “a small group of people with complementa
ry skills who are committed to a common pur
pose, a set of performance goals, and an 
approach for which they hold themselves mutu
ally accountable” (GomezMejia & Balkin, 
2012, p. 384.).

technical assistance (or capacity building assis-
tance) a relationship in which individuals with 
specific knowledge and skills share them, via 
advice and training, with those who need them.

technical resources (or other resources) includes all 
other resources besides human or financial.

temptation “the intensity of urges to engage in a 
specific behavior when in difficult situations” 
(Prochaska et al., 2008, p. 102).

termination a stage of change in which a person 
who has changed a behavior has zero tempta
tion to return to the old behavior.

tertiary prevention measure aimed at rehabilitation 
following significant pathogenesis.

test–retest (or stability) reliability “used to generate 
evidence of stability over time” (Torabi, 1994, 
p. 57).

theory “a set of interrelated concepts, definitions, 
and propositions that presents a systematic view 
of events or situations by specifying relations 
among variables in order to explain and predict 
the events of the situations” (Glanz et al., 
2008b, p. 26).

three Fs of program planning fluidity, flexibility, 
and functionality (see definitions for each term 
in other parts of the glossary).

treatment see intervention.
triple blind study an evaluation wherein neither 

the participants, nor those implementing the 
program, nor the evaluators, know which group 
is experimental and which group is the control.

t-test a statistical test involving interval or ratio 
data that assesses whether the means of two 
groups are statistically different from each other.

Type I error rejecting the null hypothesis when it is 
actually true.

Type II error failing to reject the null hypothesis 
when it is, in fact, not true.

Type III error failure to implement the health edu
cation intervention properly (Basch et al., 1985).

team goals and procedures” (GomezMejia & 
Balkin, 2012, p. 390).

strata in terms of sampling, subgroups of the sur
vey population.

strategy a general plan of action for affecting a 
health problem; it may encompass several activ
ities (CDC, 2003).

stratified random sample a probability sample that 
first divides the survey population into strata 
and then randomly selects participants from 
each strata.

subjective norm “the perceived social pressure to 
engage or not to engage in a behavior” (Ajzen, 
2006).

summative evaluation “any combination of meas
urements and judgments that permit conclu
sions to be drawn about impact, outcome or 
benefits of a program or method” (Green & 
Lewis, 1986, p. 366).

support ensures that programs have appropriate 
builtin reinforcement components to assist par
ticipants with the expected level of involvement 
and/or behavior change.

supporting participants those who are seldom in
volved but help to swell the ranks of a program 
and may contribute in nonactive ways or 
through financial contributions.

survey population in terms of sampling, those in 
the universe specified by time or place, and who 
are accessible.

SWOT (Strengths, Weaknesses, Opportunities, and 
Threats) an approach to planning that mini
mizes planning time and moves quickly to ac
tion steps by assessing internal strengths and 
weaknesses as well as external opportunities 
and threats, usually displayed in a 2 × 2 matrix.

systematic sample a probability sample that selects 
participants from a sampling frame by taking 
every Nth person after a random start.

tailoring “any combination of information or 
change strategies intended to reach one specific 
person, based upon characteristics that are 
unique to that person, related to the outcome 
of interest, and have been derived from an 
 individual assessment” (Kreuter & Skinner, 
2000, p. 1).

task development time line a program manage
ment charting method that provides a graphical 
illustration of the time frame for tasks to be 
completed.
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vendors those who sell their products to program 
planners.

vicarious reinforcement observation of another 
being reinforced.

vision statement a description of where a program 
will be in the future.

volunteers those who serve an organization or 
cause without pay or compensation.

walk-through an observation completed by  
walking through an area at various times on 
different days looking for indicators of  
health.

windshield tour an observation completed by driv
ing through an area at various times on differ
ent days looking for indicators of health.

units “an orderly, selfcontained collection of ac
tivities educationally designed to meet a set of 
objectives” (Gilbert et al., 2011, p. 188).

univariate data analysis analysis of one variable.
universe as it relates to sampling, all those unspe

cific by time and place.
unobtrusive observation when people are not aware 

they are being measured, assessed, or tested.
utility standards “ensure that the information 

needs of evaluation users are satisfied” (CDC, 
1999a, p. 27); a standard of evaluation.

validity whether an instrument correctly measures 
what it is intended to measure.

variable a construct, characteristic, or attribute 
that can be measured or observed.
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gathering data, 74–94, 96–97
identifying factors linked to 

health problem, 102
identifying program focus, 

102–3
responsibilities and competen-

cies for health educators, 73
technology for mapping, 94
validating prioritized 

needs, 103
Negative punishment, 171, 437
Negative reinforcement, 170, 437
Negligence, 362, 437
Networking, 103, 437
News hook, 357, 437
No contact methods, 438
Nominal group process, 83, 438

advantages and disadvantages 
of using, 88

Nominal level measures, 115, 438
Nonexperimental design, 

403, 438
pretest‐posttest, 404

Nongovernmental agencies, 
sources of secondary data, 
89, 90

Nonmaleficence, 361, 438
Nonprobability samples, 

133–34, 438
Nonproportional stratified 

random sample, 438
Non proportional stratified 

sample, 132
Norming stage, 290, 438
Null hypothesis, 416, 438
Numeracy, 213, 438
Numerical data, 116

O
Objectives, 51, 145–50, 438

criteria for developing, 
147–48

elements of, 148–50, 151
example, 152–54
goals versus, 144
importance of developing, 147
levels of, 145–47
for the nation, 150, 154–57
SMART, 148, 150
template for writing, 155

Memorandum of agreement 
(MOA), 299

Memorandum of understanding 
(MOU), 298–99, 437

Message concepts, 65
Mission statements, 437

defined, 143
examples of, 143
responsibilities and 

 competencies for health 
educators, 142

Mobilizing for Action through 
Planning and Partnerships 
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recidivism and dropout 

 problems, 197
Relapse prevention (RP), 197, 
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self‐report questions 
 (examples), 128–29

written, 77–78

R
Random‐digit dialing (RDD), 

79, 440
Randomized controlled trial, 440



 Subject Index 491

Social planning, 259, 442
Social support, 188, 442
Society for Public Health 

 Education (SOPHE), 7, 8, 9
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Statistics. See Data analysis
Steering committee, 31–34, 442
Stimulus response (SR) theory, 
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