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\ x } e are pleased to share this second edition of Health Promotion
Programs: From Theory to Practice. In the short period of time
since the first edition was published in 2010, health promotion programs
have evolved to be integral to promoting a culture of health and wellness
and to health care across the United States and internationally. The Society
for Public Health Education (SOPHE) recognized the need for a book to
help advance the field. Escalating rates of chronic disease, soaring health
care costs, and increasing diversity of the U.S. population, as well as aging
of the current health education workforce, all call for training a new
generation of health promoters. The SOPHE board of trustees, executive
director, and members offer this book, which combines the theoretical
and practice base of the field with step-by-step practical sections on
how to develop, implement, and evaluate health promotion programs.
SOPHE hopes that this book, read in its entirety or in part, will help
not only students who choose to major or minor in health education,
health promotion, community health, public health, or health-related
fields (e.g., environmental health, physical fitness allied health, nursing,
or medicine) but also professionals already working who want to acquire
the technical knowledge and skills to develop successful health promotion
programs. Acquiring the competencies to effectively plan, implement,
and evaluate health promotion programs can improve health outcomes,
promote behavioral and social change, and contribute to eliminating health
disparities. This book offers a concise summary of the many years of
research in the fields of health education and health promotion, along with
the expertise of many SOPHE members working in diverse contemporary
settings and programs. The book also reflects SOPHE’s mission and its
commitment to professional preparation and continuing education for the
purpose of improving the quantity and quality of the lives of individuals
and communities.

Undergraduate and graduate programs that prepare professionals to
work in public health, health education, and health promotion and wellness
have been flourishing in the United States and throughout the world for
more than half a century. Thousands of students graduate every year with



PREFACE

a baccalaureate or advanced degree in health promotion and get jobs in
schools, colleges, businesses, health care facilities and systems, community
organizations, and government.

We are enormously grateful to the many SOPHE members who wrote
this book. Their expertise in many fields, including health education, public
health, sociology, anthropology, psychology, nursing, medicine, physical
education, nutrition, allied health, and many others, have been braided into
this health promotion anthology. They have shared the foundations of the
field as well as their own practical experiences in health promotion planning.
May this book help teach, guide, inspire, catalyze, and transform students
and professionals in their quest to develop successful health promotion
programs that address the health challenges of both today and tomorrow.

About the Second Edition

The main purpose of the second edition is the same as the first edition’s:
to provide a comprehensive introduction to health promotion programs
by combining the theory and practice with a hands-on guide to pro-
gram planning, implementation, and evaluation. One of the fundamental
premises of this book is the importance of using an approach based in both
research and practice to guide and inform planning, implementation, and
evaluation of health promotion programs. A secondary goal is to present
the widespread opportunities to implement health promotion programs
in schools, communities, workplaces, and health care organizations and
systems. This text addresses the needs of students and professionals who
are pursuing careers in health education as well as nursing, medicine, public
health, and allied health.

The second edition presents the new opportunities for health pro-
motion programs with the passage of the Affordable Care and Patient
Protection Act 2010, commonly called the Affordable Care Act (ACA).
This edition includes an enhanced focus on the application of health the-
ories and health program planning models for diverse populations and
settings. Reflecting social change, the book has moved from the first edi-
tion’s focus on eliminating health disparities to promoting health equity
in this edition. As new information and communication technologies have
created an unprecedented range of strategies for health promotion, this
edition integrates coverage of eHealth into health promotion program
examples throughout the book. We have added a new chapter on big data
and its application to understanding and improving health. These issues
that are broad and of growing importance are integrated in all of the
chapters and in particular highlighted in the chapters that address health
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promotion in schools, the workplace, health care organizations, and com-
munities. We believe that these additions strengthen the book and increase
its appropriateness for use with students and in settings around the world.

Who Should Read This Book

This book is aimed at three audiences. The first audience is students
pursuing a major or minor in health education, health promotion, commu-
nity health, public health, or health-related fields such as environmental
health, physical activity and education, allied health, nursing, or medicine.
The second audience is young and mid-career practitioners, practicing
managers, researchers, and instructors who for the first time are respon-
sible for teaching, designing, or leading health promotion programs. The
third audience is colleagues and professionals not trained in the health fields
but working in settings where health promotion programs are increasingly
prevalent and might be under their supervision (for example, school super-
intendents and principals, human resource directors working in business
and health care, college deans of student affairs, faculty members, board
members of nonprofit organizations, community members, and employers
and staff members in businesses and health care organizations).

Overview of the Contents

This volume presents an up-to-date understanding of health promotion
program planning, implementation, and evaluation in a variety of settings.
The book is divided into five parts. Part One presents the foundations of
health promotion programs: what health and health promotion are, the
history of health promotion, sites of health promotion programs, and the
key people (stakeholders) involved in programs. Highlighted and explored
are the two guiding forces in planning, implementing, and evaluating health
promotion programs. The first is promoting health equity. The second is
the use of health theories and planning models.

Parts Two (planning), Three (implementation), and Four (evaluation)
provide a step-by-step guide to planning, implementing, and evaluating
a health promotion program. Each chapter within these parts covers
specific phases of health promotion program planning, implementation,
and evaluation. Practical tips and specific examples aim to facilitate readers’
understanding of the phases as well as to build technical skills in designing
and leading evidence-based health promotion programs.

Part Five presents health promotion programs across four settings:
schools (preschool through college), health care organizations, workplaces,
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and communities. Each chapter presents keys for effective site-specific
programs to promote health.

At the beginning of each chapter the Learning Objectives give a
framework and guide to the chapter topics. The key terms at the end of
each chapter can be used as a reference while reading this book as well as
a way to recap key definitions in planning, implementation, and evaluation
of health promotion programs. At the end of the text, all the key terms are
listed and defined in a glossary.

Practical examples throughout the book reinforce the need for health
promotion programs to be based on in-depth understanding of the intended
audiences’ perceptions, beliefs, attitudes, behaviors, and barriers to change
as well as the cultural, social, and environmental context in which they
live. By referring to current theories and models of health promotion, the
book also reinforces the need for health promotion practitioners to base
their programs on theories, models, and approaches that guide and inform
health promotion program design, implementation, and evaluation.

Each chapter ends with practice and discussion questions that help
the reader to reflect upon as well as utilize key terms. Finally, all chapters
are interconnected but are also designed to stand alone and provide a
comprehensive overview of the topic they cover.

Features

+  Learning objectives
«  Practice and discussion questions
+  Lists of key terms

+  Glossary of key terms

Editors’ Note

As editors, we hope that we contribute to preventing disease and promoting
health. We believe that understanding the theory and practice of health
promotion program planning, implementation, and evaluation will allow
more individuals and groups to enjoy the benefits of good health and
will encourage more schools, workplaces, health care organizations, and
communities to be designated as health-promoting sites. We are grateful
to the SOPHE members who have authored chapters in this text and
admire their commitment and dedication to making a difference in the
health outcomes of the individuals, communities, groups, and organizations
they serve.
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Health Promotion Programs: From Theory to Practice has been estab-
lished as a widely used text and reference book both in the United States
and internationally. It is our hope that the second edition will continue to be
relevant and useful and stimulate readers’ interest and knowledge in health
promotion programs that utilize health theory to promote health equity.
We aspire to provide readers with information and skills to ask critical
questions, think conceptually, and stretch their thinking to promote health
across diverse populations and settings.

We appreciate the opportunity to plan and edit this text, which the
SOPHE board of trustees, executive director, staff, and members provided
to us. SOPHE provides leadership and works to contribute to the health of
all people and the elimination of disparities through advances in health
promotion theory and research, excellence in professional preparation and
practice, and advocacy for public policies conducive to health. SOPHE
and its members advocate for and support the work of thousands of
professionals who are committed to improving people’s health where they
live, work, worship, or play. We hope that this book helps advance these
goals and helps guide and inspire a healthier world.

To the Instructor

An instructor’s supplement is available at www.wiley.com/go/hpp2e. Addi-
tional materials such as videos, podcasts, and readings can be found at
www.josseybasspublichealth.com. Comments about this book are invited
and can be sent to publichealth@wiley.com.


http://www.wiley.com/go/hpp2e
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CHAPTER 1

WHAT ARE HEALTH PROMOTION PROGRAMS?

Carl I. Fertman, Diane D. Allensworth, and M. Elaine Auld

Health, Health Promotion, and Health
Promotion Programs

The World Health Organization (WHO, 1947) defined
health as “a state of complete physical, mental and social
well-being, and not merely the absence of disease or infir-
mity.” While most of us can identify when we are sick
or have some infirmity, identifying the characteristics of
complete physical, mental, and social well-being is often a
bit more difficult. What does complete physical, mental,
and social well-being look like? How will we know when
or if we arrive at that state? If it is achieved, does it mean
that we will not succumb to any disease, from the common
cold to cancer?

In 1986, the first International Conference of Health
Promotion, held in Ottawa, Canada, issued the Ottawa
Charter for Health Promotion, which defined health in a
broader perspective: “health has been considered less as
an abstract state and more as a means to an end which is
expressed in functional terms as a resource which permits
people to lead an individually, socially, and economically
productive life” (WHO, 1986). Accordingly, health in this
view is a resource for everyday life, not the object of living.
It is a positive concept emphasizing social and personal
resources as well as physical capabilities.

Arnold and Breen (2006) identified the characteristics
of health not only as well-being but also as a balanced
state, growth, functionality, wholeness, transcendence, and
empowerment, and as a resource. Perhaps the view of

LEARNING OBJECTIVES

- Define health and health promotion,

and describe the role of health
promotion in fostering good health
and quality of life.

- Summarize the key historical

developments in health promotion
over the past century.

- Describe the impact of Healthy People

2020 and the Patient Protection and
Affordable Care Act of 2010 on health
promotion.

- Compare and contrast health

education and health promotion.

- Describe the nature and advantages of

each health promotion program
setting and identify health promotion
program stakeholders.

- Explain how the evolving U.S. health

care system and health technology
create opportunities and challenges
for health promotion programs.
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health as a balanced state between the individual (host), agents (such as
bacteria, viruses, and toxins), and the environment is one of the most
familiar. Most individuals can readily understand that occasionally the
host-agent interaction becomes unbalanced and the host (the individual)
no longer is able to ward off the agent (for example, when bacteria overcome
a person’s natural defenses, making the individual sick).

Clearly, good health doesn’t just happen; it’'s more than just luck.
Although being born with good genes and having access to health care are
important, they do not provide a guaranteed ticket to wellness. The food we
eat, levels of physical activity, exposure to tobacco smoke, social interac-
tions, the environment in which we live, and many other factors ultimately
influence our health or lack thereof. The health of individuals and the health
of our communities reflect the unique combination of biological, psycho-
logical, social, intellectual, and spiritual components as well as the cultural,
economic, and political environments in which we live. Exploration of
the interaction between individuals and their environment in regard to
health has been a hallmark in the progress of nations in promoting and
improving the health of individuals and the community at large. This eco-
logical perspective on health emphasizes the interaction between and
interdependence of factors within and across levels of a health problem.
The ecological perspective highlights people’s interaction with their physi-
cal and sociocultural environments. McLeroy, Bibeau, Steckler, and Glanz
(1988) identified three levels of influence for health-related behaviors and
conditions: (1) the intrapersonal or individual level, (2) the interpersonal
level, and (3) the population level. The population level encompasses three
types of factors: institutional or organizational factors, social capital factors,
and public policy factors (Table 1.1).

Table 1.1  Ecological Health Perspective: Levels of Influence

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

Population level

Institutional factors Rules, regulations, policies, and informal structures that may constrain or
promote recommended behaviors

Social capital factors Social networks and norms or standards that is formal or informal among
individuals, groups, or organizations

Public policy factors Local, state, and federal policies and laws that regulate or support healthy
actions and practices for prevention, early detection, control, and
management of disease

Source: Adapted from McLeroy, Bibeau, Steckler, and Glanz, 1988.
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The ecological health perspective helps to elucidate multiple levels of
influence on individuals’ behavior and recognizes that individual behavior
both shapes and is shaped by the environment. Using the ecological
perspective as a point of reference, health promotion is viewed as planned
change of health-related lifestyles and life conditions through a variety of
individual, interpersonal, and population-level changes.

Health promotion programs provide planned, organized, and struc-
tured activities and events over time that focus on helping individuals
make informed decisions about their health. In addition, health promo-
tion programs promote policy, environmental, regulatory, organizational,
and legislative changes at various levels of government and organizations.
These two complementary types of interventions are designed to achieve
specific objectives that will improve the health of individuals as well as,
potentially, all individuals at a site. Health promotion programs are now
designed to take advantage of the pivotal position of their setting within
schools, workplaces, health care organizations, or communities to reach
children, adults, and families by combining interventions in an integrated,
systemic manner.

This focus on planned change in health promotion is applied among
individuals in varied settings and at any stage in the natural history of
an illness or health problem. Using a framework proposed by Leavell and
Clark (1965), health promotion programs can help prevent new cases or
incidents of a health problem (for example, preventing falls among the
elderly, smoking and drug abuse among middle school and high school
students, or risky drinking among college students). These are programs
that take action prior to the onset of a health problem to intercept its
causation or to modify its course before people are involved. This level
of health promotion is called primary prevention. Health promotion pro-
grams can interrupt problematic behaviors among those who are engaged
in unhealthy decision making and perhaps showing early signs of disease
or disability. This type of health promotion is called secondary preven-
tion. Examples of this type of health promotion program include smoking
cessation programs for tobacco users and physical activity and nutri-
tion programs for overweight and sedentary individuals. Health promotion
programs can improve the life of individuals with chronic illness (tertiary
prevention). Examples are programs that work to improve the quality
of life for cancer survivors or individuals with HIV/AIDS. Collectively,
health promotion programs are a bridge between medicine and health and
are part of an ongoing dialogue about how to improve the health and well-
being of individuals across settings. Following are some examples of
strategies for primary, secondary, and tertiary prevention applied in health
promotion and disease prevention.
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Primary health promotion and disease prevention strategies include

+  Identifying and strengthening protective ecological conditions that are
conducive to health

+  Identifying and reducing various health risks

Secondary health promotion and disease prevention strategies address
low-risk factors and high protective factors through

+  Identifying, adopting, and reinforcing specific protective behaviors

«  Early detection and reduction of existing health problems
Tertiary health promotion and disease prevention strategies include

+  Improving the quality of life of individuals affected by health problems

+  Avoiding deterioration, reducing complications from specific disor-
ders, and preventing relapse into risky behaviors

Health promotion programs are designed to work with a priority
population (in the past called a target population)—a defined group of
individuals who share some common characteristics related to the health
concern being addressed. Programs are planned, implemented, and eval-
uated to influence the health of a priority population. The foundation of
any successful program lies in gathering information about a priority pop-
ulation’s health concerns, needs, knowledge, attitudes, skills, and desires
related to the disease focus. At the planning stage, it is also important to
engage schools, workplaces, health care organizations, and communities
where the priority population lives and interacts to seek their cooperation
and collaboration.

Finally, health promotion programs are concerned with prevention
of the root causes of poor health and lack of well-being resulting from
discrimination, racism, or environmental assaults—in other words, the
social determinants of health. Addressing root causes of health problems
is often linked to the concept of social justice. Social justice is the belief
that every individual and group is entitled to fair and equal rights and equal
participation in social, educational, and economic opportunities. Health
promotion programs have a role in increasing understanding of oppression
and inequality and taking action to improve the quality of life for everyone.

Historical Context for Health Promotion

Kickbush and Payne (2003) identified three major revolutionary steps in the
quest to promote healthy individuals and healthy communities. The first
step, which focused on addressing sanitary conditions and infectious
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diseases, occurred in the mid-19th century. The second step was a shift
in community health practices that occurred in 1974 with the release of
the Lalonde report, which identified evidence that an unhealthy lifestyle
contributed more to premature illness and death than lack of health care
access (Lalonde, 1974). This report set the stage for health promotion
efforts. The third and current revolutionary step in promoting health for
everyone challenges us to identify the various combinations of forces that
influence the health of a population—the social determinants to health.

In the mid-19th century, John Snow, a physician in London, traced
the source of cholera in a community to the source of water for that com-
munity. By removing the pump handle on the community’s water supply,
he prevented the agent (cholera bacteria) from invading community mem-
bers (hosts). This discovery not only led to the development of the modern
science of epidemiology but also helped governments recognize the need
to combat infectious diseases. Initially, governmental efforts focused only
on preventing the spread of infectious diseases across borders by imple-
menting quarantine regulations (Fidler, 2003), but ultimately, additional
ordinances and regulations governing sanitation and urban infrastructure
were instituted at the community level. As an outgrowth of the New Deal
in the United States, water and sewer systems were constructed across the
nation. By the 1940s, the regulatory focus had expanded to include dairy
and meat sanitation, control of venereal disease, and promotion of prenatal
care and childhood vaccinations (Perdue, Gostin, & Stone, 2003).

As environmental supports for addressing infectious diseases were
initiated (for example, potable water and vaccinations), deaths from infec-
tious diseases were reduced. Compared with people who lived a century
ago, most people in our nation and other developed nations are living longer
and have a better quality of life—and better health. While new infectious
diseases (e.g., HIV/AIDS, bird flu, MRSA, Ebola, Zika virus) have emerged
since the end of the 20th century and continue to demand the attention
of health workers, the emphasis of health promotion shifted in the last
quarter of the 20th century to focus on the prevention and treatment of
chronic diseases and injury, which are the leading causes of illness and
death. This change was stimulated, in part, by the Lalonde report, which
observed in 1974 that health was determined more by lifestyle than by
human biology or genetics, environmental toxins, or access to appropri-
ate health care. It was estimated that one’s lifestyle—specifically, those
health risk behaviors practiced by individuals—could account for up to
50% of premature illness and death. Substituting healthy behaviors, such as
avoiding tobacco use, choosing a diet that was not high in sugar or calories,
and engaging in regular physical activity, for high-risk behaviors (tobacco
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use, poor diet, and a sedentary lifestyle) could prevent the development
of most chronic diseases, including heart disease, diabetes, and cancer
(Breslow, 1999). With recognition of the importance of one’s lifestyle
in the ultimate manifestations of disease, a shift in the understanding of
disease causation occurred, making health status the responsibility not
only of the physician, who ensures health with curative treatments, but
also of the individual, whose choice of lifestyle plays an important role in
preventing disease.

The Lalonde report set the stage for the WHO meeting in which
the Ottawa Charter for Health Promotion (WHO, 1986) was developed.
This pivotal report was a milestone in international recognition of the
value of health promotion. The report outlined five specific strategies
(actions) for health promotion:

1. Develop healthy public policy.
Develop personal skills.
Strengthen community action.

Create supportive environments.

AR S

Reorient health services.

In the United States, the Lalonde report formed the foundation for
Healthy People: The Surgeon General’s Report on Health Promotion and
Disease Prevention (U.S. Department of Health and Human Services, 1979),
which sets national goals for reducing premature deaths. Healthy People
is a public-private initiative, which has been updated every 10 years since
its first release in 1980. (Healthy People is discussed in the next chapter
section). In the subsequent 40 years since the first Healthy People report,
the focus on the root causes of premature illness and death now include
an understanding of the social determinants of health. Choices individuals
make about individual health behaviors are determined not only by personal
choice but also by opportunities or lack thereof in the places that they live,
work, and play. This was also documented by the HHS Secretary’s Task
Force Report on Black and Minority Health (Heckler Report) in 1985,
which revealed the existence of health disparities among racial and ethnic
minorities in the United States.

In 1997, the Jakarta Declaration on Leading Health Promotion into
the 21st Century (WHO, 1997) added to and refined the strategies of the
Ottawa Charter by articulating the following priorities:

+  Promote social responsibility for health.
+  Increase investment for health developments in all sectors.

+  Consolidate and expand partnerships for health.


http://bit.ly/1GI6gVi#_blank
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+  Increase community capacity and empower individuals.

»  Secure an infrastructure for health promotion.

The Jakarta Declaration gave new prominence to the concept of
the health setting as the place or social context in which people engage in
daily activities in which environmental, organizational, and personal factors
interact to affect health and well-being. No longer were health programs the
sole province of the community or school. Various settings were to be used
to promote health by reaching people who work in them, by allowing people
to gain access to health services, and through the interaction of different
settings. Most prominently, workplaces and health care organizations as
well as schools and communities were now seen as sites for action in health
promotion (WHO, 1998).

The third and current stage of health promotion started at the beginning
of the 21st century with the realization that even within high-income coun-
tries there could a difference of almost 20 years in life expectancy—even
in those countries that had a well-developed health care system providing
care to all citizens (Kaplan, Spittel, & David, 2015). Individual decisions
about health behaviors were rooted in the social environment in which peo-
ple are born, live, work, and play (Marmot, 2005). The social institutions
(economic systems, housing, health care system, transportation system,
educational system), the surrounding environment, social relationships,
and civic engagement all provide opportunities for individuals to make
healthy choices—or not. One’s opportunities for a healthy lifestyle are
severely limited if there is no affordable low-income housing, no trans-
portation infrastructure that allows individuals to pursue employment
outside of their neighborhood, no supermarkets in the neighborhood with
fresh fruits and vegetables, no safe parks in which to play or exercise, or no
schools that provide a quality education in the neighborhood.

Today, health promotion is a specialized area in the health fields that
involves the planned change of health-related lifestyles and life conditions
through a variety of individual and environmental changes. Figure 1.1 illus-
trates the dynamic interaction between individual strategies and strategies
for the entire population. In actuality, the distinction is somewhat artificial
in that individuals constitute the population. Nonetheless, certain health
promotion strategies are needed to effect changes in knowledge and skill
so that population-based or environmental strategies is enacted. Although
there is no question that regulatory and legislative actions generate the
broadest potential behavioral changes within a population, these actions
are difficult to enact and cannot be achieved without support from key
stakeholders and individuals who are willing to contact their legislators to
urge support for the proposed policy changes.
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HEALTH PROMOTION

Planned change of health-related lifestyles and life conditions
through a variety of individual and environmental changes
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Figure 1.1 Health Promotion Interactions
Source: Adapted from Rootman and 0'Neill, 2007.

Healthy People: A National Public-Private
Partnership to Promote Health

Every decade since 1980, the U.S. Department of Health and Human
Services has reinstituted the same public-private process and released an
updated version of Healthy People that provides the overarching goals and
objectives that will guide and direct the health promotion actions of federal
agencies; local and state health departments; and practitioners, academics,
and health workers at all levels of government. At the turn of the 21st
century, Healthy People 2010 issued a comprehensive, nationwide health
promotion and disease prevention agenda, which included for the first time
the elimination of health disparities as a major goal.
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Healthy People 2020, which was released in 2010 to be achieved by
2020, has the following goals:

+  Eliminate 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 healthy development and healthy behaviors across every
stage of life.

For individuals engaged in health promotion, one value of the Healthy
People framework is access to national data and resources. Because the
initiative addresses such a broad range of health and disease topics, health
promotion program staff can usually find objectives that are similar to
those they are planning to address in their locales. Using Healthy People
information allows program staff to compare their local population data
with national data and to use resources that have been generated nationally
in order to achieve the national objectives.

Like its predecessors, Healthy People 2020 reflects continuing efforts on
the part of national and various other health promotion program sites (see
Figure 1.2). It helps set programming initiatives by federal public health
agencies, as well as provides a framework for state and local public
health departments to address risk factors, diseases, and disorders and
also the determinants of health that affect the health of individuals
across health settings. Furthermore, many other national nongovernmental
health and educational organizations, philanthropies, and public and
private universities consult the Healthy People 2020 objectives when set-
ting the direction for their respective health promotion programs. This
decade’s initiative engages nontraditional sectors such as businesses, faith-
based organizations, state and local elected officials, policy organizations,
health care organizations, and all others whose actions have signifi-
cant health consequences. Health promotion is not just an activity for public
health workers but an endeavor that requires the collaboration of traditional
and nontraditional partners, particularly because understanding of the
root factors of disease has expanded to include the social determinants of
health (The Secretary’s Advisory Committee on National Health Promotion
and Disease Prevention Objectives for 2020, 2008).
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Determinants of Health
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Figure 1.2 Action Model to Achieve the Overarching Goals of Healthy Peaple 2020

Impact of the Patient Protection and Affordable
Care Act on Health Promotion

The Patient Protection and Affordable Care Act, commonly known as the
Affordable Care Act (ACA) passed in 2010, aims primarily to decrease
the number of uninsured Americans (i.e., 47 million), making our country
more equitable in its approach as well as reduce the overall costs of health
care. The ACA provides a number of mechanisms—including mandates,
subsidies, and tax credits—to employers and individuals in order to increase
the coverage rate. Additional reforms are aimed at improving health care
outcomes, reducing hospital readmissions, coordinating the delivery of
health care, and emphasizing prevention—all to help reduce the overall
cost of health care in the United States. The ACA requires insurance
companies to cover all applicants and offer the same rates regardless of
preexisting conditions or gender.

The ACA has a number of provisions that support a broad culture
of health and health promotion across the United States. For example
Section 1302 of the ACA provides for the establishment of an Employee
Health Benefit (EHB) package. The law directs that the EHB be equal
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in scope to the benefits covered by a typical employer plan and cover
at least the following 10 general categories: ambulatory patient services;
emergency services; hospitalization; maternity and newborn care; mental
health and substance use disorder services, including behavioral health
treatment; prescription drugs; rehabilitative and habilitative services and
devices; laboratory services; preventive and wellness services and chronic
disease management; and pediatric services, including oral and vision care.
Furthermore individuals can no longer be denied health insurance due to a
preexisting health condition. And finally children up until the age of 26 can
remain on their parents’” health insurance. Previously it was age 21, if they
were in college.

One significant element of the ACA is the creation and participation
of patient centered medical homes (PCMHs) and accountable care organi-
zations (ACOs), which relate to how we pay for health care. An ACO and
PCMH are similar in that they are health care organizations characterized
by a payment and coordinated care delivery model that seeks to tie provider
reimbursements to quality metrics and reductions in the total cost of care
for an assigned population of individuals. A group of coordinated health
care providers forms an ACO, which then provides care to a group of indi-
viduals (i.e., employees). The ACO is accountable to the individuals and
the third-party payer for the quality, appropriateness, and efficiency of the
health care provider (McClellan, McKethan, Lewis, Roski, & Fisher, 2010).

The significance of PCMHs and ACOs for health promotion programs
is a higher degree of accountability for program quality, appropriate-
ness, and efficiency, as well as a focus on improved program outcomes.
The expectations are now for health promotion programs (as well as all
health care providers and services) to use evidence-based interventions
and practices; reduce variability in strategies, methods, and resources
use that cannot be clinically justified; increase coordination of programs
through the use of information technology and team-based initiatives,
while emphasizing prevention and disease management; and give individ-
uals (employees) a stronger voice in their own health and health care and
in defining what matters (McClellan et al., 2010). The ACO’s utilization of
case management and care stratification lend further support to fitting and
tailoring health promotion programs to different populations of individuals
at varied sites (Peels et al., 2014).

The ACA provides a variety of opportunities for health education
(promotion) specialists (Society for Public Health Education [SOPHE],
2013). They can apply theories and models of behavior change to improve
health behaviors; assist individuals to evaluate and select a health exchange,
outreach to health providers, complete the enrollment process, and navigate
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the health system; and help connect patients who are being discharged from
the hospital to locate community resources to help manage their condition.
Health education specialists can develop health communication materials
and strategies that are culturally/linguistically appropriate for populations;
help develop coalitions and direct prevention grants/funding opportunities,
e.g., tobacco, chronic disease, reastfeeding; and plan/conduct staff devel-
opment and training, including recruitment, management, and supervision
of community health workers. They can support individuals and ACO’s
that are required to have patient engagement and feedback (Figure 1.3).
The ACA regulations require nonprofit hospitals to conduct community
health needs assessments (CHNASs) every three years to maintain their
nonprofit status. Health education specialists are being called up to develop
and implement the CHNA surveys, as well as work with hospitals to ensure
the community needs are addressed.

Health education specialists are an integral part of the health care
team as their efforts help people to manage their health and prevent
disease. However, since their work is not a distinct clinical service, it is
not always recognized as reimbursable by third-party payers. In January
2014, the Centers for Medicaid and Medicare Services enacted a rule that
allows state Medicaid programs to provide reimbursement of community
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Figure 1.3 Health educator competencies that support ACO’s
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prevention services provided by nonlicensed practitioners (e.g., health
education specialists). To be implemented, each state must amend its
health plan to incorporate this rule. This represents exciting new oppor-
tunities for health education specialists in primary care, ACOs, and other
settings. In summary, the ACA in its development and implementation
provides a broader context and opportunities for promoting the health
of individuals, families, communities, and workplaces that can help our
nation achieve its health goals. Despite significant legislative and regulatory
challenges that have occurred since the law was first enacted in 2010, ACA
is moving forward in transforming the health care and health promotion.

Health Education and Health Promotion

Health promotion has its roots in health education (Chen, 2001). In the
United States, health education has been in existence for more than a
century. The first academic programs trained health educators to work
in schools, but the role of health educators working within communities
became increasingly popular in the 1940s and 1950s. Health education
promotes a variety of learning experiences to facilitate voluntary action
that is conducive to health (Green, Kreuter, Deeds, & Partridge, 1980).
These educational experiences facilitate gaining new knowledge, adjusting
attitudes, and acquiring and practicing new skills and behaviors that could
change health status. The educational strategies are delivered through
individual (one-to-one) or group instruction or interactive electronic media
in order to promote changes in individuals, groups of individuals, or
the general population. Mass communication strategies that might be
used include public service announcements, webinars, social marketing
techniques, and other new strategies from text messaging to blogging.
Health education as a discipline has a distinct body of knowledge, a
code of ethics, a skill-based set of competencies, a rigorous system of quality
assurance, and a system for credentialing health education professionals
(Livingood & Auld, 2001). Approximately 250 professional preparation
programs offer degrees in health education at the baccalaureate, master’s,
or doctoral levels. Health education was one of the first disciplines to engage
in rigorous, scientific role delineation, a process that resulted in verified
competencies for health education practice. The distinct occupation of
health educator is recognized and tracked by the U.S. Department of Labor,
which estimated that there were some 115,700 health educators in the
workforce in 2014 (U.S. Department of Labor, Bureau of Labor Statistics,
2015). When health educators working in schools and businesses are added,
the number is even greater. Employment of health educators is projected
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Table 1.2 Components of Health Promotion Programs

Health Education to Improve  Environmental Actions to Promote

Health knowledge + Advocacy

Health attitudes - Environmental change
Health skills - Legislation

Health behaviors - Policy mandates, regulations
Health indicators + Resource development
Health status - Social support

- Financial support
+ Community development

- Organizational development

to grow 13 percent from 2014 to 2024, faster than the average for all
occupations. Growth will be driven by efforts to improve health outcomes
and to reduce healthcare costs by teaching people healthy habits and
behaviors and explaining how to use available healthcare services. (U.S.
Department of Labor, 2015).

Health promotion has been defined as the combination of two levels
of action: (1) health education and (2) environmental actions to support
the conditions for healthy living (Green & Kreuter, 1999). Environmental
actions include strategies and interventions to promote political, economic,
social, organizational, regulatory, and legislative changes that can improve
the health of a population of people (Table 1.2). As noted earlier, the
priorities for health promotion programs identified by WHO (1997) were
promoting social responsibility for health, the empowerment of individu-
als, and an increase in community capacity, which requires consolidating
and expanding partnerships for health within the community, securing an
infrastructure for health promotion, and increasing investments for health
developments in all sectors. Health promotion uses complementary strate-
gies at both personal and population levels. In the past, health education
was used as a term to encompass the wider range of environmental actions.
These methods are now encompassed in the term health promotion, and a
narrower definition of health education is used to emphasize the distinction.

Settings for Health Promotion Programs

Earlier in this chapter, we discussed the impact of the Jakarta Decla-
ration in giving prominence to the concept of the health setting as the
place or social context in which people engage in daily activities and
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in which environmental, organizational, and personal factors interact to
affect health and well-being. Health is promoted through interactions
with people who work in various settings, through people’s use of set-
tings to gain access to health services, and through the interaction of
different settings.

Schools

Schools are pivotal to the growth and development of healthy children,
adolescents, and young adults. School settings include child care; preschool;
kindergarten; elementary, middle, and high schools; 2-year and 4-year
colleges; universities; and vocational-technical programs. Young people
spend large portions of their lives in schools. Increasingly, postsec-
ondary institutions are sites where one can find nontraditional students
(for example, adults seeking a career change or retired individuals seek-
ing enrichment). The correlation between learning and health has been
documented. Graduation from high school is associated with an increase
in average life span of 6 to 9 years (Wong, Shapiro, Boscardin, & Ettner,
2002). It has been noted that as a nation, we could save an annual amount
of more than $17 billion in Medicaid and expenditures for health care
for the uninsured if all students were to graduate (Alliance for Excellent
Education, 2006).

Health Care Organizations

Health care organizations provide services and treatment to reduce the
impact and burden of illness, injury, and disability and to improve the
health and functioning of individuals. Health care practitioners work with
individuals in community hospitals, specialty hospitals, community health
centers, physician offices, clinics, rehabilitation centers, skilled nursing
and long-term care facilities, and home health and other health-related
entities. Traditionally, these sites are thought of as being part of the health
care industry, which is one of the largest industries in the United States
and provides 13.5 million jobs. The U.S. Department of Labor (2015) reports
that nine of the 20 occupations projected to grow the fastest are in health
care. The roughly 545,000 establishments that make up the health care
industry vary greatly in size, staffing patterns, and organizational structures.
About 76% of health care establishments are offices of physicians, dentists,
or other health practitioners. Although hospitals constitute only 2% of all
health care establishments, they employ 40% of all health care workers
(Reese, 2009). While health promotion programs might seem out of place
in a treatment facility, in fact, much work is done in such facilities to reduce
the negative consequences associated with disease.

17
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Communities

Communities are usually defined as places where people live—for example,
neighborhoods, towns, villages, cities, and suburbs. However, communities
are more than physical settings. They are also groups of people who
come together for a common purpose. The people do not need to live
near each other. People are members of many different communities at
the same time (families, cultural and racial groups, faith organizations,
sports team fans, hobby enthusiasts, motorcycle riders, hunger awareness
groups, environmental organizations, animal rights groups, and so on).
These community groups often have their own physical locations (for
example, community recreation centers, golf, swimming, and tennis clubs;
temples, churches, and mosques; or parks). These affinity groups all exist
within communities, as part of communities, and at the same time, they
are their own community. Health promotion programs frequently seek out
people both in the physical environment of the neighborhood where they
live and within the affinity groups that they form and call their community.

Within a community, the local health department and commu-
nity health organizations work to improve health, prolong life, and improve
the quality of life among all populations within the community. Local
and state health departments are part of the government’s efforts to sup-
port healthy lifestyles and create supportive environments for health by
addressing such issues as sanitation, disease surveillance, environmental
risks (e.g., lead or asbestos poisoning), and ecological risks (e.g., destruction
of the ozone layer or air and water pollution). The staff at a local health
department includes a wide variety of professionals who are responsible for
promoting health in the community: public health physicians, nurses, public
health educators, community health workers, epidemiologists, sanitarians,
and biostatisticians.

Community health organizations have their roots in local community
members’ health concerns, issues, and problems. These organizations work
at the grassroots level, frequently operating a range of health promotion
programs for community members. In this text, the term community
health organization is synonymous with the terms community agency,
program, initiative, human services, and project. Some community health
organizations do not choose to use these terms in their names, deciding
to use a name that reflects those whom they serve, the health issue
they address, or their mission—for example, the American Cancer Society,
Caring Place, Compass Mark, Youth Center, Maximizing Adolescent Poten-
tials, Bright Beginnings, Strength and Courage, Healthy Hearts, or Drug
Free Youth. Regardless of their names, the common bond for community
health organizations is their shared health focus.
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Workplaces

Workplaces are anywhere that people are employed—business and indus-
try (small, large, and multinational) as well as governmental offices (local,
state, and federal). Workplaces are schools, universities, community-based
organizations, and health care organizations. And increasingly it is clear
regardless if an organization is for profit or nonprofit, art museum or hos-
pital, it makes financial sense to encourage and support employees’ healthy
practices. Employers, both on their own initiative and because of the Afford-
able Care Act and federal regulations administered by the Occupational
Safety and Health Administration, have been active in creating healthy and
safe workplaces. As employers become aware that behaviors such as smok-
ing, lack of physical activity, and poor nutritional habits adversely affect
the health and productivity of their employees, they are providing their
employees with a variety of workplace-based health promotion programs.
These programs have been shown to improve employee health, increase
productivity, and yield a significant value for employers (Fertman, 2015;
National Institute for Occupational Safety and Health, 2009).

Stakeholders in Health Promotion Programs

Stakeholders are the people and organizations that have an interest in
the health of a specific group or population of people. Stakeholders are
people or organizations that have a legitimate interest (a stake) in what
kind of health promotion program is implemented. First and foremost are
the program participants, also called the priority population (for example,
students, employees, community members, patients). The program is for
their benefit and works to address their health concerns and problems.
Although the authors of this book believe that the audience of any health
promotion initiative is be regarded as the primary stakeholders, the term
stakeholders traditionally has referred to other stakeholder groups that
also have an interest in a program—for example, top civic, business, or
health leaders in the community. The term stakeholders may also be used
to describe the sponsoring organization’s executives, administrators, and
supervisors; funding agencies; or government officials. In other words,
stakeholders in a health promotion program are people who are directly or
indirectly involved in the program.

Involving Stakeholders

Involving the stakeholders in a health promotion program is essen-
tial for its success. Involvement creates value and meaning for the
stakeholders—for example, enlisting stakeholders to assist in identifying
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a program’s approaches and strategies in order to ensure congruence with
stakeholders’ values and beliefs will strengthen stakeholders’ commitment
to the program. Different stakeholders have different roles. Some stake-
holders might help to define what is addressed in a program by sharing
their personal health needs and concerns (a process called needs assessment,
which is discussed in Chapter 4). Other stakeholders might offer services
and activities in conjunction with the program (service collaborators).
Stakeholders might serve as members of a program’s advisory board or as
program champions or advocates, roles that are often essential in creating
successful health promotion programs.

Advisory Boards

Most health promotion programs form some type of advisory board
or advisory group (also sometimes called a team, task force, planning
commiittee, coalition, or ad hoc committee) to provide program support,
guidance, and oversight. These groups look different across settings. Some
are formal, with bylaws, regular meeting schedules, member responsibilities,
and budgets. Others are informal, perhaps without any meetings but
acting instead as a loose network of individuals who will offer advice and
information when called upon by program staff.

Advisory boards play important roles at different points of planning,
implementing, and evaluating a program. For example, during plan-
ning, advisory board members are involved with determining program
priorities as part of the needs assessment, developing program goals and
objectives, and selecting program interventions (Chapters 4 and 5). During
implementation, they might participate in the initial program offering,
program participant recruitment, material development, advocacy, and
grant writing (Chapters 6, 7, 8, and 9). During evaluation they often
review reports and give feedback on how best to disseminate and use the
evaluation results and findings (Chapters 10, 11, and 12).

Who serves as a member of an advisory group? People with a genuine
interest in the setting or program and who communicate well with others.
Likewise, it is important to have a diverse group of individuals and orga-
nizations represented. Always consider the gender, ethnic, socioeconomic,
language, and racial composition of the setting, organization, and commu-
nity when selecting your membership. In addition, things like geographical
boundaries, program representation, and community profile are key factors
in the selection process.
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Champions and Advocates

Health promotion programs often have champions whose advocacy pro-
vides leadership and passion for the program. The champion typically
knows the setting, the health problems, and the individuals, families, and
communities affected by the health problem. In the process of planning,
implementing, and evaluating a program, champions provide insight into
how the organization operates, who will be supportive, and potential
challenges to implementing a health promotion program. They know the
history of the health problem and what has worked before in solving it as
well as what has not worked. (Frequently, champions are also called key
informants because they know this important or key information about an
organization.) Champions are the people who have initiated the effort to
start the program, identify the health problem, or try to solve the prob-
lem (often volunteering their time and energy). They fight for resources,
funding, and space for the program operations. Building a trusting and
honest relationship with program champions, advocates, and key infor-
mants builds the foundation for the work of planning, implementing, and
evaluating a health promotion program.

Health Promotion, Health Care, and eHealth

Health promotion programs exist within an evolving and complex health
care system as well as a world of growing health technology. Going forward,
changes and decisions made about health care and health technology is
expected to impact health promotion programs across the many sites where
they operate creating opportunities and challenges.

Today’s health care system is dominated by large commercial interests
driven by investors’ demand for profit, by nonprofits almost equally focused
onrevenues, and by government policy decisions that are sometimes shaped
by larger ideological, political, and budgetary concerns. For better or worse,
health care has become big money and big politics. As a result, for the
foreseeable future the structure and cost of health care in the United States
will continue to be a problem. Over the last few decades health care spending
has risen at rapid rates for both the government and the private sector. In
1970, it accounted for 7.2% of the nation’s gross domestic product; by 2010,
that had increased to 17.9% (Centers for Medicare & Medicaid Services,
2016). Fueling the boom are expensive new drugs and technologies, plus
an increase in chronic conditions such as diabetes, asthma, and heart
disease, which are costly to treat. Experts also cite unnecessary spending,
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with some estimating that 20% or more of total spending is tied to
forms of waste, including overtreatment, failure to coordinate a patient’s
care among providers, and fraud. The consequences are higher costs and
lower quality (Berwick & Hackbarth, 2012). Likewise for even the most
sophisticated consumer the health care system is overwhelming. In the
midst of rapid expansion of medical knowledge intended to benefit many,
exists the concern that most individuals do not actually understand medical
and health information and cannot navigate the health care system well
enough to take advantage of health promotion programs and innovations
to improve their health (Koh, 2015; Gawande, 2015).

eHealth is arelatively recent term connected with health promotion and
health care practice supported by electronic processes and communication
(Table 1.3). Usage of the term varies: some would argue it is interchangeable
with health informatics with a broad definition covering electronic/digital
processes in health, while others use it in the narrower sense of health care
practice using the Internet. It can also include health applications and links
on mobile phones, referred to as m-Health. Since about 2011, the increasing
recognition of the need for better cybersecurity and regulation may result in
the need for these specialized resources to develop safer eHealth solutions
that can withstand these growing threats. The term eHealth can encompass
a range of services or systems that are at the edge of health, medicine,
health care, and information technology.

Table1.3  What s eHealth?

What is eHealth? eHealth is the use of digital information and communication technologies to improve
people’s health and health care. The increasing use of technologies, especially the Internet and mobile
devices, to manage health highlights the potential of eHealth tools to improve population health. There are
numerous tools and resources that fall under eHealth, including:

+ Online communities and support groups

+ Online health information

« Online health self-management tools

- Online communication with health care providers
+ Online access to personal health records

Why is eHealth important? eHealth tools and resources enable health care consumers and their caregivers to
improve health in a number of ways including:

- Real-time monitoring of health vital signs and indicators
- Managing chronic conditions
- Gathering information to make informed medical decisions

- Communicating with health care providers

Source: U.S. DHHS, 2014.
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FOR PRACTICE AND DISCUSSION

eHealth has the potential to be transformative for promoting the
health of individuals, families, and communities. No longer are health
promotion programs just at a given site (i.e., school, workplace, hospital)
but rather can support individuals’ engagement and full participation in
promoting their health as well as being decision makers in their health care.
eHealth is not limited to a physical place, and therefore health promotion
programs are not limited to a particular site. They can and do exist in
homes, schools, communities, and workplaces, thereby involving family,
colleagues, peers, co-workers, and friends.

Summary

Health promotion programs are the product of deliberate effort and work
by many people and organizations to address a health concern in a com-
munity, school, health care organization, or workplace. And even though
individuals across these sites may share broad categories of health concerns
focused on diseases and human behavior, each setting is unique. Effective
health promotion programs reflect the individual needs of a priority popula-
tion as well as their political, social, ethnic, economic, religious, and cultural
backgrounds.

Health promotion programs represent an evolution that has passed
through three revolutionary steps in the quest to promote health. Today,
health promotion programs use both health education and environmental
actions to promote good health and quality of life for all. The Healthy
People initiative is a public-private partnership that allows local health
promotion programs to link their health promotion programming with
national data and information. Likewise, despite significant legislative and
regulatory challenges that have occurred since the law was first enacted in
2010, ACA is moving forward in transforming the health care and health
promotion.

Health promotion programs involve stakeholders, advisory boards,
champions, and advocates in program planning, implementation, and
evaluation in order to ensure effective programming. At the same time the
evolution and complexity of the health care system and eHealth create both
opportunities and challenges for health promotion programs.

For Practice and Discussion

1. What preliminary ideas did you have about the definition and role
of health promotion programs prior to reading this chapter? How do
these compare with what you have learned in this chapter?
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Visit the Healthy People 2020 website (http://www.healthypeople.gov/
HP2020). Pick a chapter and explore the objectives. As you explore
the chapter think of your school and how you might use the Healthy
People 2020 information for a specific objective to build a case for
implementing a health promotion program to address the identified
health concern on your campus. Prepare a brief (250-word) statement
to use to support your argument for a program.

How has the ACA impacted your life and the lives of your family and
friends? What ACA provisions promote health? How is the ACA and
U.S. health care system related?

What do you think it would be like to work in a health promotion
program? This chapter talks about health promotion programs in four
different settings—schools, workplaces, health care organizations, and
communities. Which setting would be of most interest for you in
regard to working in a health promotion program? What is attractive
about this setting and the people in the setting? Who would be the
stakeholders in this setting?

What role does technology play in how you, family members, and
friends promote your own health? When is the last time you used the
Internet to find health information. What wearable health technologies
(e.g., personal health devices) and apps do you use?

KEY TERMS
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CHAPTER 2

ADVANCING EQUITY AND ELIMINATING
HEALTH DISPARITIES

Francisco Soto Mas, Diane D. Allensworth,
Camara Phyllis Jones, and Holly E. Jacobson

Population Groups Experiencing Health
Inequities and Disparities

Effective health promotion programs strive to promote
health equity and reduce health disparities. Differences
in health status among groups within a community are
most often related to economic status, race and ethnicity,
gender, education, disability, geographic location, or sexual
orientation. Although genes, behavior, and medical care
play a role in how well we feel and how long we live, the
social conditions in which we are born, live, and work
have the most significant impact on health and longevity.
Similarly, the way we organize our communities, the “social
structure,” affects how we feel about ourselves and the
role we play in the society. These social conditions that
impact an individual’s health status are known collectively
as the social determinants of health, and they include
the human and social capital as well as opportunities for
equality in individual development and participation in
community life.

Living in poverty is one of the major factors associated
with poorer health status as well as lack of access to health
care. Because more minority individuals live in poverty,
they also experience difficulties not only in accessing basic
health care but also in finding opportunities for quality
education and fair employment conditions. These limit
their individual development and the contribution they

LEARNING OBJECTIVES

- Define health equity, health disparities,

and social determinants of health and
explain their relevance to planning,
implementing, and evaluating a
health promotion program.

- Explain the connection between

health inequities and health
disparities.

- Discuss how society may contribute to

health inequities.

- Define health literacy and explain how

low health literacy may contribute to
health inequities.

- Describe each of the four major

categories for racial and ethnic
disparities (societal, environmental,
individual/behavioral, and medical).

- Discuss the term race as it relates to

the distribution of health risks and
opportunities in society.

- Discuss five strategies health

promotion programs can use to reduce
health disparities and increase health

equity.
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make to society. As a consequence, minority and ethnic groups experience
more difficulties in maintaining their health and accessing quality health
care and suffer disproportionately from diseases and conditions that other-
wise could be prevented. If health promotion programs are to be effective,
then it is essential that they identify the social conditions that relate to
the problem and address the factors that contribute to health disparities
among those individuals served by the programs. Elimination of health
disparities constitutes an absolute priority in increasing life expectancy
and improving quality of life in the United States. Thus, addressing social
determinants of health and eliminating health disparities is essential in
planning, implementing, and evaluating health promotion programs across
all settings. Achieving health equity would occur when all individuals and
groups have the opportunity to attain their full health potential regardless
of their social position or other socially determined circumstance.

The foundation of any health promotion program is matching the
program to people’s health needs. Critical to making the match is rec-
ognizing that health status and health care vary among individuals and
groups of people within the same community. Health professionals when
planning programs need to consider how to address disparities (differences)
in health status and health care as they consider the race, ethnicity, gen-
der, age, income, education, disability, geographic location, and/or sexual
orientation of the population of the recipients of their program.

Gender

It is obvious that some differences in health between men and women are
biological, such as incidence and prevalence of cervical and prostate cancer.
However, other differences are more difficult to explain. For instance, the
reason why women live longer than men has not fully been explained.
The World Health Organization noted that a baby girl born in 2012
can expect to live an average of 72.7 years, while a baby boy will only
live to an average of 68.1 years. Similarly, women are more likely to be
diagnosed with depression, while men tend to have more mental health
issues with substance abuse or antisocial disorders (American Psychological
Association, 2011).

Income and Education

In the United States, disparities in income and education levels have been
associated with differences in the occurrence of many conditions related
to ill health, including heart disease, diabetes, obesity, elevated level of
lead in the blood, and low birth weight. National data also indicate that
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income inequality has increased over the past four decades (Stone, Trisi,
Sherman, & Brandon, 2015). There are evident demographic differences in
poverty by race and ethnicity (Table 2.1) as well as differences in educational
(Figure 2.1).

Low education and income levels are associated with health illiter-
acy which has been identified as a critical factor contributing to health
disparities (Paasche-Orlow & Wolf, 2010), and national data confirm that
health disparities are exacerbated by the prevalence and severity of lim-
ited health literacy (U.S. Department of Education, 2006; U.S. Department
of Health and Human Services, Office of Disease Prevention and Health
Promotion, 2010). Health literacy is generally referred to as the ability to
apply language skills to health situations at home, work, and the com-
munity. Ratzan and Parker (2000) defined health literacy as “the degree
to which individuals have the capacity to obtain, process, and understand
basic health information and services needed to make appropriate health

Table 2.1  Poverty by Race and Ethnicity, 2010

Number of People Below
Poverty Level and Below

Population 125 Percent of Poverty Level Percentage
All Races 43,569,000 143
Afro American 9,944,000 25.8
Hispanic (Any race) 9,243,000 253
White 29,830,000 123
Asian & Pacific Islanders 1,746,000 12.5

Source: U.S. Census Bureau, Current Population Survey, 2012a.

Hispanics
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Figure 2.1 High School Educational Attainment by Race and Sex: 2010
Source: U.S. Census Bureau, Current Population Survey, 2012b.
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decisions.” Nutbeam (2000) divided health literacy into three levels: Level I,
Functional Health Literacy; Level II, Communicative or Interactive Health
Literacy; and Level III, Critical Health Literacy. These three sequential
levels include not only basic reading, writing, and literacy abilities but also
communication and social skills needed to critically analyze information
and, ultimately, gain greater control over life events through individual and
collective action.

Healthy People 2010 identified limited health literacy as a public
health problem and recommended collaborations with adult educators and
other community partners to facilitate the dissemination of health related
information to the community. Healthy People 2020 continued this focus
on reducing health illiteracy with another objective to “improve the health
literacy of the population” (https://www.healthypeople.gov).

Disability

The Americans with Disability Act (ADA) of 1990 prohibits discrimination
against people with disabilities in employment, transportation, public
accommodation, communications, and governmental activities. ADA’s
nondiscrimination standards apply to people who have a physical or mental
impairment that substantially limits one or more major life activities.
Disabilities are categorized into communicative (vision, hearing, speech),
physical (musculoskeletal and neuro-motor systems), and mental (learning,
intellectual, degenerative) domains.

Nearly 57 million people in the civilian noninstitutionalized population
in 2010 had a disability (Brault, 2012). There are disparities in the prevalence
of disability among U.S. adults: from 11.6% among Asians to 29.9% among
American Indians and Alaska Natives. Similarly, there are ethnic/racial
differences on the self-perception of health for those with a disability: 55.2%
of Hispanic adults with a disability report fair or poor health compared
to 37% of non-Hispanic Whites and 25% of Asians (Centers for Disease
Control and Prevention, 2008).

People with disabilities face barriers that limit their access to routine
preventive care and are more likely to report anxiety, pain, sleepless-
ness, and depression (Wilson, Armstrong, Furrie, & Walcot, 2009). Health
professionals may need to make additional efforts to reach out to this
population group, as people with disabilities are more likely to have
behavioral health risks such as obesity, smoking, and being physically
inactive, all of which can lead to poorer health and premature death.
Adults with any disability were more likely to die of any cause com-
pared to adults without any disability. Women with disabilities and
those who are minorities experience additional social and environmental
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barriers that make them more vulnerable to certain health conditions.
For instance, disabled women are more likely to suffer from pain, fatigue,
osteoporosis, obesity, and depression. Disabled minorities are often said
to be in double jeopardy because they have two characteristics, being
disabled and being from a minority group, that place them at greater
risk for health disparities (Jones & Sinclair, 2008; Zawaiza, Walker, Ball &
McQueen, 2003).

Geographic Location

The place where we are born, grow up, and live has a strong influence
on our health status. For example, international studies have found that
geography has an important and independent influence on infant mor-
tality and child malnutrition rates. Even in the United States, differences
in physical and social environments are apparent and may account for
the variations in illness and death (Centers for Disease Control and Pre-
vention, 2015). In comparison with White children, Hispanic and African
American children are more likely to live in communities near toxic waste
sites. Further, African Americans are more likely to live in communities
that are less likely to have parks, green spaces, walking or biking trails,
swimming pools, beaches, or commercial outlets for physical activity such
as physical fitness facilities, sports clubs, dance facilities, and golf courses
(Robert Wood Johnson Foundation, 2009). Furthermore, those living in
very poor neighborhoods often lack supermarkets with fresh produce.
The differences in poverty rates by counties across the United States are
displayed in Figure 2.2.

Health care access and quality of health care differ by neighborhoods.
Figure 2.3 displays the results of the first-ever scorecard on local health
system performance in the United States comparing 43 indicators spanning
four dimensions of the health care system performance: access, prevention
costs, treatment costs, and health outcomes. Comparing all 306 local
hospital referral regions across the United States, the report found that
access, quality, costs, and health outcomes all vary significantly from one
local community to another, often with a two- to threefold variation in key
indicators between leading and lagging communities (Radley, How, Fryer,
McCarthy, & Schoen, 2012).

Sexual Orientation

Gay, lesbian, bisexual, and transgender (GLBT) people constitute a segment
of our population with particular health concerns, including the highest
rates of tobacco, alcohol, and other substance abuse. GLTB youth are more
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Figure 2.2 Poverty Rates by County, 2012
Source: Centers for Disease Control and Prevention, 2015.

likely to be homeless and 2 to 3 times more likely to attempt suicide.
Lesbians are less likely to get preventive services for cancer and are more
likely to be overweight or obese. Prejudice and lack of social acceptance
contribute to violence and personal safety among GLBT people (U.S.
Department of Health and Human Services, 2014).

Race and Ethnicity

Health disparities are well documented in U.S. minority populations for
African Americans, Hispanics, American Indians, Alaska Natives, Asians,
Native Hawaiians, and Pacific Islanders (Figure 2.4). It is important to keep
in mind that the health disparities observed in these groups compared
with the White majority population cannot be explained by biological and
genetic characteristics or even by socioeconomic factors alone. Differences
related to race and ethnicity have become a major focus of the national
debate on health equity. The U.S. minority population in 2012 accounted
for approximately 39% of the total population. By 2050, it is projected that
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Figure 2.3 Performance of Local Health Care Systems by Quartiles
Source: Radley, How, Fryer, McCarthy, and Schoen, 2012.

they will account for more than half of the U.S. population (Haub, 2008).
This projection is significant, given that compared with non-Hispanic
Whites, racial and ethnic minorities are, in general, more likely to be
poor or near poor, less likely to have a high school education, and often
experience poorer access to care and lower quality of preventive, primary,
and specialty care.

Since 2003, the Agency for Healthcare Research and Quality (AHRQ)
has produced an annual report entitled the National Healthcare Disparities
Report (NHDR) which examines disparities in health care received by racial
and ethnic minorities, low-income populations, and people with special
health care needs. These reports measure trends in effectiveness of care,
patient safety, timeliness of care, and efficiency of care, tracking more than
200 health care process, outcome, and access measures, covering a wide
variety of conditions and settings. Disparities in quality of care are common
among Blacks and Hispanics who received worse care than Whites for
about 40% of quality of care measures, while American Indians/Alaska
Natives received worse care than Whites for one-third of quality measures.
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African Americans and American Indians/Alaska Natives also experience
worse access to care than Whites for about 40% of access measurers, while
Hispanics had worse access to care than Whites for about 60% of measures.

Understanding Racial and Ethnic
Differences in Health

The Prevention Institute (2006) divided the causes for racial and ethnic dis-
parities into four major categories: societal factors, which include poverty,
racism, economics, health illiteracy, limited education, and educational
inequality; environmental factors, including poor and unsafe physical and
social environments, viral and microbial agents, exposure to toxins, inad-
equate access to nutritious food and exercise, and community norms that
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do not support protective behaviors; individual and behavioral factors,
including sedentary lifestyles, poor eating habits, not wearing seat belts,
and participating in high-risk behaviors such as smoking; and medical care
factors, including lack of access to health care, lack of quality health care,
and lack of cultural competence among providers.

Among the variety of causes of racial and ethnic disparities in health,
racism is the one factor that needs some explanation. Race is a social
construct, not a biological reality. Unlike age, neither race nor ethnicity
have fixed, objective referents—that is, they have no scientific markers for
anyone to verify but are terms that are self-adopted or imposed (Child
Trends, 2015). In general, in the United States, one is assigned to a race
based on the color of one’s skin, which does not begin to capture the genetic
and cultural differences among those residing in the United States who are
assigned to the racial category of Black (Jones, 2001).

While we often characterize our American society as a great melting
pot and while the relationships between individuals assigned to different
racial categories have improved dramatically, race still governs the distri-
bution of risks and opportunities in our society to a great degree. Jones
(2001) describes three types of racism that affect health outcomes: insti-
tutionalized racism, personally mediated racism, and internalized racism.
Institutionalized racism is described as differential access to goods, ser-
vices, resources, and opportunities by race. For example, the majority
of minority children attend high-poverty, underresourced schools, while
the percentage of White children attending this type of school is much
lower. Personally mediated racism is discrimination in which the majority
racial group treats members of a minority group as inferior and views the
minorities’ abilities, motives, and intents through a lens of prejudice based
on race. This type of racism is what most individuals think of when they
hear the term racism. It manifests as lack of respect, suspicion, devalua-
tion, scapegoating, and dehumanizing. Internalized racism is acceptance
by members of the stigmatized race of negative messages about their own
abilities and intrinsic worth. It manifests as self-devaluation, helplessness,
and hopelessness, potentially leading to risky behaviors that can endanger
a person’s health.

Program Strategies to Achieve Health Equity and
Eliminate Health Disparities Among Minorities
Health promotion programs that are designed with the goal of eliminating

health disparities need to facilitate program participation. In order to
do this, they first must establish rapport and cooperation by increasing
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participants’ involvement in the designing of the program. Second, they
must honor the program participants’ autonomy, including people’s right
to retain their own cultural orientation in regard to their health.

Designing health promotion programs that address health disparities
is important and fundamental work in changing people’s health status
and health care. In each phase of program planning, implementation, and
evaluation, eliminating health disparities and achieving health equity needs
to be a constant theme and consideration that permeates the process down
to the smallest details and staff actions. To succeed, a health promotion
program needs to be tailored to the people it serves. Successful customiza-
tion of programs requires that program staff be aware of and sensitive to the
culture of the program participants as well as incorporate and use culturally
appropriate methods and interventions in the context of the culture.

To support the planning, implementation, and evaluation process,
several strategies are available to health promotion program staff, stake-
holders, and participants for reducing health disparities among racial and
ethnic minorities. The strategies discussed in this section are overarching
strategies to support program planning, implementation, and evaluation.
These include (1) engaging minority groups and communities directly
in addressing health issues, (2) creating culturally competent programs,
(3) improving cross-cultural staff training, (4) recruiting and mentoring a
diverse program staff, and (5) addressing root causes of health disparities.

Asyou move through the succeeding chapters of this text, think of these
strategies as foundations on which to build and deliver health promotion
programs.

The driving force for the strategies is the Office of Minority Health in the
U.S. Department of Health and Human Services, which in 2011 published
a strategic framework for achieving health equity (Table 2.2). While there
is general acknowledgment that there needs to be equity in access to
culturally and linguistically appropriate health care, there is a growing
recognition that equitable health care in and by itself will not reduce health
disparities. Attention must be directed to the economic, educational, and
environmental inequities at the individual and the community level.

Engage Minority Groups and Communities Directly
in Addressing Health Promotion Issues

Talking with program participants and understanding their personal, cul-
tural, social, and environmental realities provides the foundation for making
sure that a program addresses the needs of the people it serves. Project
REACH (Racial and Ethnic Approaches to Community Health) is one
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Table 2.2  Regional and National Blueprint Strategies

Objective Strategies

1. Awareness. Increase awareness of 1. Health Care Agenda. Ensure that ending health disparities is
the significance of health disparities, a priority on local, state, regional, tribal, and federal health
their impact on the nation, and the care agendas.
actions necessary to improve.health 2. Partnerships. Develop and support partnerships among public
outcomes for racial and ethnic and private entities to provide a comprehensive infrastructure

minority populations. for awareness activities, drive action, and ensure accountability

in efforts to end health disparities across the life span.

3. Media. Leverage local, regional, and national media outlets,
using traditional and new media approaches (for example,
social marketing, media advocacy) as well as information
technology to reach a multitier audience—including racial
and ethnic minority communities, rural populations, youth,
persons with disabilities, older persons, and geographically
isolated individuals—to compel action and accountability.

4, Communication. Create messages toward and appropriate for
specific audiences across their life spans, and present varied
views of the consequences of health disparities that will
compel individuals and organizations to take action and to
reinvest in public health.

2. Leadership. Strengthen and broaden 5. Capacity Building. Support capacity building as a means of
leadership for addressing health promoting community solutions for ending health disparities.
disparities at all levels.

6. Funding and Research Priorities. Improve coordination,
collaboration, and opportunities for soliciting community input
on funding priorities and involvement in research.

7. Youth. Invest in young Americans, to prepare them to be
future health leaders and practitioners, by actively engaging
and including them in the planning and execution of health
initiatives.

3. Health and Health System 8. Access to Care. Ensure access to quality health care for all.
Experience. Improve health and
health care outcomes for racial and
ethnic minorities and underserved
populations and communities.

9. Health Communication. Enhance and improve health service
experiences through improved health literacy,
communications, and interactions.

10. Education. Substantially increase, with a goal of 100%, high
school graduation rates by establishing a coalition of schools,
community agencies, and public health organizations to
promote the connection between educational attainment and
long-term health benefits; and ensure health education and
physical education for all children.

11. At-Risk Children. Ensure the provision of needed services
(for example, mental, oral, and physical health, and nutrition)
for at-risk children.

(continued)
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Table 2.2  (Continued)

Objective Strategies

4, Cultural and Linguistic 12. Workforce Training. Develop and support broad availability
Competency. Improve cultural and of cultural and linguistic competency training for physicians,
linguistic competency. other health professionals, and administrative workforces that

are sensitive to the cultural and language variations of racially
and ethnically diverse communities.

13. Diversity. Increase diversity of the health care and
administrative workforces through recruitment and education
of racial/ethnic minorities and through leadership action by
health care organizations and systems.

14. Standards. Require interpreters and bilingual staff providing
services in languages other than English to adhere to the
National Center on Interpreting for Health Care Code of Ethics
and Standards of Practice.

15. Interpretation Services. Improve financing and
reimbursement for medical interpretation services.

5.Research and Evaluation. Improve  16. Data. Ensure the availability of health data on all racial and
coordination and utilization of ethnic minority populations.
research and evaluation outcomes.

17. Authentic Community-Based Research. Invest in
authentic community-based participatory research in order to
enhance implementation and capacity development at the
local level.

18. Community-Originated Intervention Strategies. Fund
the evaluation of community-originated intervention
strategies for ending health disparities.

19. Coordination of Research. Support and improve
coordination of research that enhances understanding about
and proposes methodology for reducing health and health care
disparities.

20. Knowledge Transfer. Expand and enhance knowledge
transfer regarding successful programs that are addressing
social determinants of health (for example, housing,
education, poverty).

Source: National Partnership for Action to End Health Disparities, 2011.

example of how the federal government has encouraged a participatory
approach to engage vulnerable populations who are experiencing racial dis-
parities in addressing their own problems and reducing existing health
disparities. Funded by the Centers for Disease Control and Preven-
tion (CDC), Project REACH addresses a variety of priority health disparities
concerns by (1) empowering and mobilizing community members to
seek better health, (2) bridging gaps between the health care system and
community members, (3) changing the social and physical environments
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of communities to overcome barriers to good health, (4) implementing
evidenced-based strategies and public health programs, and (5) studying
community systems changes. In turn, the funded communities have built
and sustained effective long-term partnerships across community agencies,
provided individuals with the tools to seek and demand better health care,
shared lessons learned and best practices with other communities, and
improved health care and reduced disparities in numerous communities,
proving that health care disparities are not inevitable and can be overcome
(Centers for Disease Control and Prevention, 2010).

Create Culturally Competent Programs

Culturally competent programs facilitate all stakeholders—clients, patients,
staff, families, community members—to access and engage with the goal
of eliminating health disparities and promoting health equity. Actions and
activities are required that honor the stakeholders, including their right to
retain their own cultural orientation in regard to their health. At the same
time, each organization has its values and ways of doing things, its own
culture. Examples of organizational ideas that may get in the way of quality
care include

+  People who ask for help must be on time.

+  Eye contact from the person seeking help is desirable.

+  Paperwork is essential.

»  Staff need to be distant and uninvolved with service recipients or
applicants.

+  All programs are suitable for all employees.

+  Everyone needs be treated exactly the same.

«  Employees seeking help need to follow our rules.

+  The causes of problems are logical and rational.

«  Experts know what is best for persons who ask for help.
+  Drop-in care is impossible.

+  Formal settings such as the workplace, hospitals, and clinics are the
best places in which to provide care.

+  Visiting hours in institutions need be limited.

+  Medication is good.

+  Mental health problems can be dealt with by strangers.

+  People need to be responsible for paying for their health care.

+  Technology is useful and not to be feared.
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Table2.3  Questions an Organization Needs to Ask When Assessing and Reflecting Upon Attempts to Be
Culturally Competent

1. How do staff, volunteers, and leadership represent the diverse population served by the organization?
2. Do youth and families genuinely have a voice in program and service planning and implementation?

3. Is there outreach to populations who are underserved or may not feel welcome or safe in approaching
the organization?

4. Are programs and services offered in neighborhoods and communities that are underserved or most
greatly affected? If not possible, are connections made and networks built with local religious
communities or businesses?

5. Is the organization linguistically culturally competent?

6. Does the organization aggressively advocate for the rights of all youth and families who are affected by
the social problems (i.e., social determinants) of concern within the school community?

Culturally competent health promotion programs are not designed
with the notion that “one size fits all”; rather, such programs offer a vari-
ety of alternatives and options to fit a variety of people. Individuals have
access to as much choice as possible in a culturally competent organization.
In addition, culturally competent programs realize and acknowledge that
society has not always been fair to everyone and that oppression and dis-
crimination are real. Culturally competent programs have as an underlying
philosophy that each and every person deserves dignity and has value.
An organization that wants to establish a culturally competent health pro-
motion program needs to consider three critical points: (1) long before an
individual becomes part of an organization, his or her health (physical and
mental) has an established history; (2) organizations, neighborhoods,
and homes shouldn’t be hazardous to a person’s health; (3) individuals
need to have the opportunity to make the choices that allow them to
live a long, healthy life, regardless of their income, education, or ethnic
background (Robert Wood Johnson Foundation, 2009).

The list above (Table 2.3) includes six questions for organizations that
want to assess their workplace health promotion programs and reflect upon
the quality of their culturally competent practices (Fertman, 2015).

Improve Cross-Cultural Staff Training

Culture is the ways in which a group of people organize their beliefs
and make sense of life, and is the glue that holds a community or group
together. Cultural variations reflect what people hold to be worthwhile and
help to determine what is believed about what is worth knowing and doing.
The concept of culture is sometimes confused with concepts of race, color,
or ethnicity.
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A culturally competent system of care acknowledges and incorporates
the dynamics of culture, an analysis of potential cross-cultural misunder-
standing, a focus on interactions that can result from cultural differences
and ethnocentric approaches, and the adaptation of services to meet specific
cultural needs (National Alliance for Hispanic Health, 2011). A culturally
competent person or organization validates similarities as well as cele-
brates differences. Some of the signs of a culturally competent person and
organization include

+  Being aware of personal assumptions, values, and biases

»  Changing personal perceptions and behaviors as needed in order to
respect the beliefs and values of others

+  Respecting others’ definitions of family
+  Feeling and communicating empathy

+  Being aware of barriers that the organization presents to persons from
various cultures and addressing those barriers

+  Seeking information about other cultures by reading, observing con-
sultants from other cultures, and respectfully asking questions

+  Using language that is deemed to be respectful by members of the
group served

+  Respectfully negotiating plans and approaches if there are differences
of opinion

+  Avoiding acting on stereotypes and unverified assumptions
»  Striving to avoid offensive or hurtful language

+  Approaching each person, family, culture, community, or group ten-
tatively, seeking more information

Recruit and Mentor Diverse Staff

One of the strategies proposed for reducing health disparities is to boost
the representation of minorities in the health care workforce (including
health promotion programs). Having staff that look like the program par-
ticipants is critical (staff selection is described later in this book, during the
discussion of program implementation). The Institute of Medicine and
the American Medical Association are actively seeking approaches to
attract more minorities to medical schools to increase the pool and mentor
minorities in a range of health professions. The National Institutes of Health
and the Health Resources and Services Administration both support inno-
vative, culturally competent approaches that encourage underrepresented
minority and disadvantaged students to pursue a career in a health or allied

health field.
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At the other end of the health professional continuum of care the
utilization of community health workers (CHWSs) who are known by
a variety of names—community health advocates, lay health educators,
peer health promoters, outreach workers, and in Spanish, promotores
de salud—has proven a useful strategy (U.S. Department of Health and
Human Services, 2015). These community members often serve as the
bridge between health care providers and the uninsured and underserved
members of their community who often have lacked access to adequate
health care. Because the CHW:s live in the communities in which they work,
they understand what is meaningful to community members, communicate
in the language of the community members, and incorporate cultural
sensitivity (e.g., cultural identity, traditional health practices), which help
community members cope with their disease while promoting positive
health outcomes.

Address Root Causes of Health Disparities

There are those who encourage health promotion program staff as they
plan, implement, and evaluate their advocacy efforts to consider moving
upstream and addressing the social determinants of health. A number of
strategies are recommended.

1. Increase high school graduation rates of poor and minority students.
Two major consequences for students living in a high poverty family
include an achievement gap limiting students’ success in school and a
health disparities gap. These disparities are interrelated with students
from families in the lowest quartile of income being about seven times
more likely to drop out of high school than are their counterparts who
come from families within the highest quartile of income. Children from
poor families experience more chronic disease, infectious disease, child-
hood injury, social/emotional and behavioral problems, and violence
compared to children who do not live in poverty. These health dispari-
ties increase absenteeism from school and affect learning. In addition,
schooling for children in poverty is often substandard (SOPHE, 2012).
Further, more teachers teaching minority students are not credentialed
(U.S. Department of Education, 2014). Students of color also experience
disproportionately higher suspension/expulsion rates, which increases
the absenteeism rate of these students and which in turn contributes
to failing classes and ultimately dropping out of school. To address
educational inequities, the local health department and the local educa-
tion agency could establish a community-wide school health council to
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coordinate the health promotion activities of the community, linking the
various health, social service, juvenile justice, and youth development
agencies in the community to ensure that inequities in education
are eliminated. Students who receive health interventions and other
services have been linked with increasing academic success.

Increase health literacy. Health literacy requires that individuals have
the capacity to obtain, process, and understand basic health informa-
tion in order to make healthy choices and secure those interventions
needed to prevent or treat disease. Low health literacy has been associ-
ated with poor self-reported health status in many diverse populations,
including Latinos and Asian Americans, even when education and other
well-established predictors of health status are controlled (Sentell &
Braun, 2012). The problem is twofold. First, navigating the health care
and health insurance systems with their jargon and terminology cre-
ates barriers to know where to go and what actions to take. Secondly,
although there are many sources for health promotion information,
individuals with low health literacy frequently have trouble taking the
right medication and following prescribed health promotion assign-
ments and programs (Koh & Rudd, 2015). In order to help individuals
who have particular difficulty with health literacy, use jargon-free
written materials, provide simple and understandable step-by-step
instructions about health activities, and consider engaging English as
a second language programs to address health literacy levels in their
classes (Koh & Rudd, 2015; Soto Mas, Cordova, Murrietta, Jacobson,
Ronquillo, & Helitzer, 2015).

Improve air, water, and soil quality. Environmental toxins that adversely
affect health need to be reduced. For example, a healthier environment
is achieved by reducing exposure to diesel particulates by prohibit-
ing diesel trucks in residential neighborhoods, enforcing the no-idling
law near schools, requiring the use of clean technology in new ships
and trucks, reducing emissions in existing fleets, and implement-
ing existing state and federal emissions regulations. Monitoring the
impact of trucking and shipping activities needs to be expanded among
low-income and vulnerable populations. Input from public health pro-
fessionals on the impact of air pollution needs to also be incorporated
in local land use and development decisions, using such tools as health
impact assessments during planning phases (Health Trust, 2013).

Improve housing options. High-quality, affordable, stable housing
located close to resources leads to reduced exposure to toxins and
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stress, stronger relationships and willingness to act collectively among
neighbors, greater economic security for families, and increased access
to services (including health care) and resources (such as parks and
supermarkets) that influence health. Policies need to be implemented
that support transit-oriented development, along with incentives for
mixed-use and mixed-income development. View one community’s
three-pronged plan to end homelessness at destinationhomesscc.org.
(Health Trust, 2013).

Improve transit options by providing incentives for use of mass transit and
nonmotorized vehicle transportation. Designing streets that are safe and
accessible for all users (that is, complete streets) will encourage walking
and bicycling. Enhancing the safety, accessibility, and affordability of
mass transit is also essential. Increased use of these types of transit will
decrease air pollution and increase physical activity, which will lead to
healthier individuals and communities.

Support healthy behaviors through increased opportunities to engage in
physical activity and to access healthy foods. Because physical activity
is key to preventing disease and promoting health, policies are needed
to encourage physical activity in school and facilitate after-hours use
of school grounds and gyms to improve community access to physical
activity facilities. Zoning laws and general plans need to be developed to
improve the safety of parks, walking paths, and other recreational facil-
ities in high-crime and low-income communities. In addition, provide
support to ensure access to healthy foods in all communities through
development of grocery stores in low-income communities; incentives
for existing stores to offer more healthy food options, especially fresh
produce; and incentives for alternative venues, such as farmers’ markets
and community or school-based produce stands.

Summary

Health disparities occur among various demographic groups in the United

States, including groups delineated by gender, income, education, disability,

geographic location, sexual orientation, and race or ethnicity. The federal

government has led efforts to raise awareness of and identify potential solu-

tions to reduce health disparities and achieve health equity. Healthy People

2020 has identified reducing health disparities as one of the initiative’s four

main goals.

Effective health promotion programs address diversity with sensi-

tive practice and awareness of program participants’ cultural values and



FOR PRACTICE AND DISCUSSION

attitudes, resist stereotyping, and allow participants to communicate their
views. Culturally competent programs are designed to eliminate health dis-
parities and assess cultural practices that affect health status and health care
while respecting cultural differences.

The five strategies for eliminating health disparities discussed in this
chapter are overarching strategies that support program planning, imple-
mentation, and evaluation. These strategies are offered as foundations on
which to build and deliver health promotion programs.

For Practice and Discussion

1. Compare and contrast disparities in health care among racial and eth-
nic minorities using the National Healthcare Quality and Disparities
Reports as well as the 2014 infographic reports by FamiliesUSA (http://
familiesusa.org/health-disparities) or the National Healthcare Dis-
parities Report, 2013 (http://www.ahrq.gov/research/findings/nhqrdr/
nhdrl3/index.html).

2. Discuss the consequences of being a member of two or more of the
population groups who experience health disparities (for example,
being a low-income African American with little education who has a
disability). Begin using the National Healthcare Disparities Report.

3. Discuss the relative merits of implementing a health promotion pro-
gram that addresses the major cause of death of a specific population or
of implementing a health promotion program that addresses the root
causes of that disease.

4. Culturally competent health promotion programs are not designed
with the notion that one size fits all; rather, such programs offer a
variety of alternatives and options to fit a variety of people. Culturally
competent health promotion programs have an underlying philosophy
that each and every person deserves dignity and has value. What are
some ways that a health promotion program is culturally sensitive and
respectful?

5. Using About Health Literacy (from http://www.hrsa.gov/publichealth/
healthliteracy/index.html) discuss the impact on school health promo-
tion programs (e.g. health education, physical activity and education,
nutrition services, etc.,) when schools serve families and children who
are not native English speakers.

6. How do health promotion program staff learn what is correct and
respectful in building relationships with program participants?
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KEY TERMS

Access Income

Cross-cultural staff training Individual and behavioral factors
Cultural competence Institutionalized racism

Cultural sensitivity Internalized racism

Culturally appropriate Medical care factors

Disability National Partnership for Action to End
Diversity Health Disparities

Education Office of Minority Health
Environmental factors Personally mediated racism
Equity Race

Ethnicity Racism

Gender REACH

Geographic location Root causes of health disparities
Health disparities Sexual orientation

Health literacy

Societal factor
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CHAPTER 3

THEORY IN HEALTH PROMOTION PROGRAMS

Theory in Health Promotion Programs

Theories provide the conceptual basis on which health
promotion programs are built, and guide the actual process
of planning, implementing, and evaluating a program. The
strongest programs focus on both purposes. Conversely, in
the absence of theories it is difficult to identify how health
promotion programs affect factors that influence health at
individual, family setting, or societal levels. Theories used
in the field of health education and promotion are derived
from multiple disciplines, including education, sociology,
psychology, anthropology, and public health. Health pro-
motion theories are used to guide interventions that are
delivered in multiple settings, including schools, commu-
nities, work sites, health care organizations, homes, and
the consumer marketplace (Glanz, Rimer, & Viswanath,
2015). Understanding the history, purpose, constructs, and
use of the prominent health theories provides the knowl-
edge necessary to select the most appropriate theory to
guide the development, implementation, and evaluation of
health promotion programs (Goodson, 2010).

Kerlinger (1986) defines a theory as “a set of interre-
lated concepts, definitions and propositions that present a
systematic view of events or situations by specifying rela-
tionships among variables in order to explain and predict
the events or situations” (p. 25). Theories help us articu-
late assumptions and hypotheses regarding the strategies
and focus of interventions. In health promotion we are
primarily interested in predicting or explaining changes in
behaviors or environments. Sometimes health promotion

Melissa Grim and Brian Hortz

LEARNING OBJECTIVES

- Define and explain the role of ideas,
concepts, constructs, and variables in
the development and support of a
theory.

- Summarize the essential constructs of
intrapersonal, interpersonal, and
population-level theories and models.

- Apply theoretical constructs when
developing health education or
promotion activities or programs.

« Describe the leading models of
contemporary health promotion
program planning, implementation,
and evaluation and suggest how they
might be used in practice.
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practitioners and researchers combine two or more theories to address a
specific problem, event, or situation; when this occurs, health models are
formed (Glanz, Rimer, & Viswanath, 2015; Hayden, 2014).

Theories are rooted in concepts or ideas that are abstract entities. They
are not measurable or observable. Concepts are adopted and formed in
theories and are considered the primary components of a theory (Glanz,
Rimer, & Viswanath, 2015). Concepts that have been developed and tested
over time and are components of theories are referred to as constructs.
For example, in the theory of reasoned action and theory of planned
behavior, behavioral intention is a construct. And when a construct is
defined with specificity and can be measured, it becomes an indicator or
variable. Converting a theory construct into a variable allows the construct
to be refined through empirical testing. This empirical testing allows for
relationships between constructs and a specific behavior to be explored. By
exploring association with as well as mediation and moderation of these
constructs and the behavior, health educators obtain a better knowledge
of how the theory links to the specific behavior. Valuable constructs of
theories must be able to explain phenomena, which for health promotion
are behaviors and environmental conditions.

Theories in the early 1970s and 1980s focused primarily on the char-
acteristics, risk factors, demographic characteristics, and life stages of
individuals. Theories in the 1980s evolved to focus not only on charac-
teristics of individuals but also on an increased recognition that behaviors
take place in a social, physical, and environmental context. Prominent in
the 1990s were models that identify steps in planning, implementing, and
evaluating health promotion programs. The health theories and models
presented in this chapter reflect this evolution of health promotion. Because
health is dynamic, so too are theories. Likewise, these theories represent
different paradigms. They were formed to address a range of health con-
cerns, needs, and situations, and therefore they are used in different ways.
Theories are an important tool for health practitioners and researchers as
they address health concerns, problems, and situations.

This chapter first presents theories and models most used in health
promotion programs. These foundational theories focus on one or more
of the three levels of influence to consider in developing health promotion
programs: intrapersonal (individual), interpersonal, and community or
population (Hayden, 2014). When health promotion programs focus on
multiple levels, they reflect the ecological perspective of health promotion
that emphasizes the interaction between and interdependence of factors
within and across all levels of a health problem. In other words, people are
influenced at a number of levels and an individual’s behavior both shapes
and is shaped by the social environment.
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Second, this chapter presents health models that focus on the process
of developing a health promotion program. Such models guide plan-
ning, implementation, and evaluation of health promotion programs. The
strongest health promotion programs use both foundational theories and
models and planning models.

Foundational Theories/Models: Intrapersonal Level

The most basic level of health theory is the intrapersonal level. When
we are designing or working in a program, it is critical to understand
how the theory underlying or directing the program would work at an
individual level. Ideally, individual health theories provide the framework
for the approach (that is, methodology) in the classroom, in the group
setting, and in the development of health promotion materials. In addition
to structuring interventions, theories help us address intrapersonal factors
such as knowledge, attitudes, beliefs, motivation, self-concept, and skills.
The major intrapersonal health theories are highlighted in this section: the
health belief model, the theory of reasoned action/planned behavior, and
the integrative model, and the transtheoretical model and stages of change.

Health Belief Model

The health belief model, one of the more widely researched models, orig-
inated in the 1950s as a way to understand health-seeking behaviors
(Rosenstock, 1974). In particular, it grew from work that sought to under-
stand why very few people were participating in free and available disease
detection programs. According to this model, a person’s action to change
his or her behavior (or lack of action) results from the person’s evaluation
of several constructs. First, a person decides if he or she is susceptible
(perceived susceptibility) to a disease or condition, and weighs this against
the severity of the disease or condition (perceived severity). For example,
if a person believes that he or she is susceptible and the disease is severe
enough to motivate him or her to change, he or she is more likely to take
action to change. Alternatively, if a person does not believe he or she is
susceptible, even though the disease might be severe, he or she will likely
not act. A person also weighs the benefits of action to change (perceived
benefits) versus the barriers to change (perceived barriers), and this anal-
ysis is the strongest predictive factor for behavior change (Sugg Skinner,
Tiro, & Champion, 2015). If a person believes that the benefits outweigh
the barriers, then he or she is more likely to take action to change. Cues
to action, such as instructions or reminders, can also be used to facilitate
change. The health belief model also takes other factors such as age, gender,
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and personality into account, with the assumption that these factors can
influence a person’s motivation to change behavior. Self-efficacy, a person’s
belief that he or she can engage in a behavior (Bandura, 1986), was added
later as a factor in behavior maintenance (Rosenstock, Strecher, & Becker,
1988). The original health belief model was tested on short-term health-
seeking behaviors and appears to have greater associations with these types
of shorter-term behaviors. For more complex lifestyle health behavior such
as regular physical activity, other theories allow for more complex under-
standing of the mechanisms involved in those behaviors. Recent research
suggests a need to expand the health belief model (Orji, Vassileva, &
Mandryk, 2012) to create a model that is more predictive of behavior.

Theory of Planned Behavior, Theory of Reasoned Action,
and the Integrated Behavioral Model

The theory of planned behavior, a derivative of the theory of reasoned
action, postulates that people are motivated to change based on their
perceptions of norms, attitudes, and control over behaviors. Each of these
factors can either increase or decrease a person’s intent to change his or
her behavior. Intention to change behavior, then, is thought to be directly
related to behavior change.

Table 3.1 shows several important constructs that are involved in these
value-expectancy theories: attitude, subjective norm, perceived behavioral
control, intention, and behavior (Montano & Kasprzyk, 2015). Figure 3.1
shows the theory of planned behavior explanation of how behavioral inten-
tion determines behavior, and how attitude toward behavior, subjective
norm, and perceived behavioral control influence behavioral intention.

Table3.1  Constructs in the Theory of Planned Behavior, Theory of Reasoned Action, and the Integrated

Behavior Model

External variables Demographic variables, specific attitudes, personality, and other variables that
can influence attitudes; subjective norm or perceived behavioral control

Attitude Comprises a person’s beliefs that the behavior will lead to certain outcomes as
well as the value the individual places on those outcomes

Subjective norm Comprises a person’s perception of a social norm and his or her motivation to

comply with that perceived norm

Perceived behavioral control ~ Comprises beliefs about facilitators or barriers and how easy or difficult it would
be to change behavior in the face of those facilitators or barriers

Behavior Single, observable action performed by an individual, or a category of actions
with a specification of target, action, context, and time (TACT)
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According to the theory, attitudes toward behavior are shaped by beliefs
about what is required to perform the behavior and outcomes of the behav-
ior. Beliefs about social standards and motivation to comply with those
norms affect subjective norms. The presence or lack of things that will make
it easier or harder to perform the behaviors affects perceived behavioral
control. Thus a chain of beliefs, attitudes, and intentions drives behavior.

In a revision to the theory of reasoned action/planned behavior,
Fishbein (2008) presents an integrated behavioral model, where distal
factors such as demographic variables, attitudes, personality traits, and
other individual variables are included to show their influence on beliefs.
Proximal constructs are those that directly influence either intention or
behavior (such as environment or skills). Additionally in the integrated
behavioral model, perceived behavioral control is equated to self-efficacy,
a more commonly known and widely used construct in health behavior
research (Fishbein, 2008).

The strength of the relationship between the first three constructs in
Table 3.1 and intention and behavior varies. A growing body of research
has established what is being termed as the “planning-behavior gap” or the
“intention-behavior gap” (Fernandez, Fleig, Godinho, Montenegro, Knoll, &
Schwarzer 2015; Rhodes & Bruijn, 2013). Such research proposes the
addition of action control variables to bridge this gap between planning
and intention and actual behavior change (Fernandez et al., 2015).

Behavioral 1
External / beliefs
variables
Attitude
Demographic Evaluations of i
variables behavioral
outcomes
Attt'tUdss Normative
towalzt beliefs 1 4
argets Subiective Intention to
) » perform the » Behavior
norm .
behavior
Personality A— 3
targets Motivation to
comply
Other Control beliefs l
individual Perceived
difference control
variables \ Perceived
power

Figure 3.1 Theory of Planned Behavior and Theory of Reasoned Action, Integrated Behavioral Model
Source: Montano and Kasprzyk, 2015. Reprinted with permission of John Wiley & Sons, Inc.
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Transtheoretical Model and Stages of Change

The transtheoretical model was developed in the early 1980s as a way
to understand behavior change—in particular, change associated with
addictive behavior (Prochaska, DiClemente, & Norcross, 1992). The trans-
theoretical model proposes that behavior change is a process that occurs
in stages; a person moves through these stages in a very specific sequence
using different strategies. The stages of change are one of the transtheoretical
model constructs. The stages are precontemplation, contemplation, prepa-
ration, action, and maintenance. In the precontemplation stage, a person is
not planning a behavior change within the next 6 months. In the contem-
plation stage, a person begins to consider behavior change and is intending
to change within 6 months. In preparation, a person is planning a behavior
change within the next month. In the action stage, a person has initiated
a behavior change but has done so for 6 months or less. In maintenance,
a person has maintained the behavior change for at least 6 months but
less than 5 years. People move forward or backward (relapse) through the
stages. The dimension of time—that is, each of the stages being associated
with a specific time frame—is unique to the transtheoretical model.

This model postulates that processes of change, constructs that are used
to facilitate behavior change during different stages of change (Prochaska,
Redding, & Evers, 2015), help people move from one stage to the next.
Table 3.2 lists the processes of change.

Throughout the entire process of changing behavior, people weigh
the benefits and drawbacks of behavior change. This construct, called

Table3.2 Transtheoretical Model Construct: Processes of Change

Stages Process Definition
Precontemplation to Consciousness raising Increasing awareness of health factors
Contemplation Dramatic relief No longer experiencing negative emotions

Environmental reevaluation ~ Realizing the impact of a behavior on one’s
environment

Contemplation to preparation  Self-reevaluation Understanding the personal impact of the
behavior change
Preparation, action, Self-liberation Making a commitment to change
maintenance
Maintenance Counter-conditioning Behavioral substitution
Helping relationships Social support

Reinforcement management  Using and modifying reinforcement
strategies

Stimulus control Manipulating cues for behavior change
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decisional balance, is fluid throughout the process. For example, in the
precontemplation stage, a person might associate more negatives than
positives with a behavior change. A person moving through this stage to
subsequent stages and to the action stage might find there are more positives
than negatives associated with behavior change. When the perceived
benefits outweigh the perceived barriers, action occurs.

Other transtheoretical model constructs appear to be linked to behavior
progression across many stages. Two such constructs are self-efficacy
(Bandura, 1986) and temptation. Temptation refers to the urge to engage in
unhealthy behavior when confronted with a difficult situation (Prochaska,
Redding, & Evers, 2015). Temptation is represented by three factors that
denote the most common types of tempting situations: negative affect or
emotional distress, positive social situations, and craving.

Foundational Theories/Models: Interpersonal Level

The second level of health theories and models focuses on individuals
within their social environment. Our social environment includes the
people with whom we interact and live in our daily lives (for example,
family members, coworkers, friends, peers, teachers, clergy, health
professionals). These theories and models recognize that we are influenced
and influence others through personal opinions, beliefs, behavior, advice,
and support, which in turn influence our health and that of others. This
section discusses two theories that explore these reciprocal effects of
relationships on our health behavior: social cognitive theory and social
network and social support theory.

Social Cognitive Theory

Social cognitive theory (SCT; Bandura, 1986) evolved from social learning
theory, which was created by Albert Bandura in the early 1960s (Bandura &
Walters, 1963). SCT (Bandura, 1986) defines human behavior as an
interaction of personal factors, behavior, and the environment. SCT theory
is the most frequently used paradigm in health promotion. This theory is
based on the reciprocal determinism between behavior, environment, and
person; their constant interactions constitute the basis for human action.
Bandura posits that individuals learn from their interactions and observa-
tions (Bandura, 1986). According to this theory, an individual’s behavior
is uniquely determined by each of these three factors (Bandura, 1986):

Personal factors: A person’s expectations, beliefs, self-perceptions,
goals, and intentions shape and direct behavior.
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Environmental factors: Human expectations, beliefs, and cognitive
competencies are developed and modified by social influences and
physical structures within the environment.

Behavioral factors: A person’s behavior will determine the aspects
of the person’s environment to which the person is exposed, and
behavior is, in turn, modified by that environment.

Bandura has identified several important constructs in SCT, including
the environment, situations, behavioral capacity, outcome expectations,
outcome expectancies, self-control, observational learning, self-efficacy, and
emotional coping. Each of these constructs is defined in Table 3.3.

APPLICATION ACTIVITY: SOCIAL COGNITIVE THEORY

Locate a peer-reviewed journal article focusing on the use of SCT in explaining, predicting, or

attempting to increase physical activity levels.

1.

2
3
4.
5

What type of study is being conducted? What evidence did you use to make your decision?
How are the constructs defined?

How are the constructs measured?

Describe the purpose and methodology.

Describe the findings with respect to the limitations of the study.

In small groups, discuss the strengths and weaknesses of the study, specifically in regard

to methodology and measurement. What areas of future study do you identify as needed after

your discussion?

According to Bandura (1986), these constructs are important in under-
standing health behaviors and planning interventions to change them. The
construct of self-efficacy is among the most analyzed psychosocial con-
structs in research. Bandura (1995) defines self-efficacy as the confidence a
person has in his or her ability to pursue a specific behavior. Self-efficacy is
a central construct, in that it can influence behavior both directly and indi-
rectly (Bandura, 2004). It is a guide for and motivator of health behaviors
and is rooted in the core belief that one has the power to produce desired
effects through one’s actions. Unless people believe that they can produce
the desired changes by their own effort, there will be very little incentive to
put in that effort (Bandura, 2004).
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Table 3.3  Constructs of Social Cognitive Theory

Construct Definition

Environment Social or physical circumstances or conditions that surround a person

Stwations Aperson's perception of is or her environment
Behavioral capability  The knowledge and skill needed to perform a given behavior
Outcome expectations Anticipation of the probable outcomes that would ensue as a result of engaging in

the behavior under discussion

Outcome expectancies The values that a person places on the probable outcomes that result from
performing a behavior

Observational learning Behavioral acquisition that occurs through watching the actions of others and the
outcomes of their behaviors

Emotional coping Personal techniques employed to control the emotional and physiological states
associated with acquisition of a new behavior

Social Network, Social Support, and Social Capital Theory

It is widely recognized that social networks and the social relationships
that are derived from them have powerful effects on important aspects
of both physical and mental health. Social network refers to the existence
of social ties that could be supportive (Valente, 2015). Social networks
involve the network environment (influence and selection), the position of
the individual in the network, and the network properties (Valente, 2015).
Social networks can also be described by type (i.e., dyadic relationships,
affective communities, etc.) (Vassilev et al., 2011).

Most obviously, the structure of network ties influences health via
the provision of social support. Social support has been defined as the
physical and emotional comfort given to us by our family, friends, co-
workers, and others (House, 1981). Social support is structural or functional
(Holt-Lunstad & Uchino, 2015). Structural support refers to the level of
integration into social networks or how connected people are within their
community. Functional support refers to the mechanisms of support,
or the types of support that a person may perceive to have or receive.
Common types of functional support are listed in Table 3.4. Social cap-
ital refers to resources individuals and groups have within their network
(Villalonga-Olives & Kawachi, 2015). Relationships and social networks are
central to social capital (Hayden, 2014). When relationships are solid at the
community level, individuals feel strong bonds and attachment to places
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Table3.4  Subtypes of Functional Social Support

Subtypes Definition

Emotional Conveying that a person is being thought about, appreciated, or valued enough to
be cared for in ways that are health promoting

Instrumental support Provision of tangible aid and services such as gifts of money, moving furniture,
food, assistance with cooking, or child care

Belonging feeling connected to a soci

Informational support Provision of advice, suggestions, or information that a person can use to address a
particular situation

(for example, a neighborhood) and organizations (for example, voluntary
or religious organizations)—bonds that may lead to improvements in psy-
chological and physical health. For instance, scholars have recently focused
on the role of social capital in chronic illness (Hu et al., 2014; Vassilev et al.,
2011). Additionally, newer research attempts to integrate social capital
into other behavioral theories based upon a review of behavioral literature
(Samuel, Commodore-Mensah, & Himmelfarb, 2014).

Foundational Theories/Models: Population Level

Health promotion programs for diverse settings and populations, not just
a specific group of individuals, are at the heart of the health promotion
field. Theories at the population level explore how social systems function
and change and how to mobilize individuals in the different settings.
Because health is complex and not always modifiable solely on a behavioral
level, ecological approaches can address broader influences, such as
social economic issues (Fielding, 2013). For this reason, multicomponent
interventions are often necessary to tackle overarching issues such as
health disparities (Fielding, 2013). Ecological frameworks typically use
multiple levels of influence, including the intrapersonal, interpersonal,
institutional, community, and societal levels (Hayden, 2014). More
recently, researchers suggest modifying the model to make the pol-
icy/societal level the core, moving outward toward individual, rather than
the traditional model that begins with the individual moving outward
toward the societal/policy level (Golden, McLeroy, Green, Earp, &
Lieberman, 2015).

The conceptual frameworks in this section offer strategies for inter-
vening at the population level. This section discusses how communication
theory, diffusion of innovations, and community mobilization are used to
affect health behavior.
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Communication Theories

Though there are many communication theories, they typically are grouped
into micro-level or macro-level theories (Viswanath, Finnegan & Gollust,
2015). Micro-level theories (such as information processing theories and
message effects theories) investigate the impact of communication on
individuals. Messages are directed toward a priority population based
upon a shared characteristic (such as gender) or tailored toward a
specific, measured characteristic (such as sedentary working mothers)
(Kreuter & Wray, 2003). Macro-level models (e.g., knowledge gap, risk
communication) investigate how the larger social structure and function
impacts the process of creating messages through evaluating the impact of
messages (Viswanath, Finnegan & Gollust, 2015). For example, knowledge
gap research looks to decrease disparities in health knowledge by care-
fully selecting the message channel in order to reach those most in need
of the message, while risk communication research involves investigating
the delicate balance between communicating risk and promoting behavior
change. Much of the research on health communication theory is limited to
investigations of message type and level of interest in specific populations;
how people sense and react to messages is still not well understood (Ruben,
2014). Edgar and Volkman (2012) provide examples about use of common
communication theories and models (Activation Model, Extended Parallel
Process Model, and Fisher’s Narrative Theory) in health promotion efforts.

Diffusion of Innovations Model

Though there are many diffusion models, the diffusion of innovations
model is one of the most widely known (Brownson, Tabak, Stamatakis &
Glanz, 2015). This model focuses both on the adopter and on innovative
characteristics of the intervention to tailor messages to adopter groups
over time (Rogers, 2003). People are grouped into adopter groups based
on when they buy in to an innovation (such as a new product, program,
or service): innovators, early adopters, early majority, late majority, and
laggards. The innovators are the first group to adopt an innovation, and
adopt because they want to be on the cutting edge. Early adopters, the
next group, typically adopt an innovation after seeing how it works for
the innovators. The early majority and late majority are the next two
groups to adopt; they usually wait to see the longer-term benefits and
drawbacks of an innovation before adopting it. The last group to adopt an
innovation, if they do adopt it, is the laggards. Table 3.5 shows key concepts
in the diffusion of innovations model, along with questions that illustrate
their application (Brownson, Tabak, Stamatakis & Glanz, 2015).
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Table 3.5 Concepts in the Diffusion of Innovations Model

Concept Questions Used to Make Decisions About Adoption

Relative advantage Is the innovation easier or more cost-effective to use than other options?
Compatibility Is the innovation compatible with the adopter’s lifestyle?

Complexity Is the innovation relatively simple to adopt and use?

Trialability (an adopters try the innovation out before adopting?

Observability (an the innovation’s benefits be easily observed?

Impact on social relations Will the innovation have a positive impact on the adopter’s social structure?
Reversibility (an an adopter discontinue the innovation easily?

Communicability Is the innovation understandable?

Time How much time must be committed in order to adopt the innovation?
Risk and uncertainty level How much risk is associated with adoption of the innovation?
Commitment How much commitment is needed for adoption of the innovation?
Modifiability Will there be opportunities for modifications after adoption has occurred?

The diffusion of innovation model also uses marketing strategies to
target individuals in specific adopter groups to change a behavior. Groups
adopt an innovation through five stages: awareness, persuasion, decision,
implementation, and confirmation (Rogers, 2003).

The concepts of the diffusion of innovations model help to define and
structure the communications related to an intervention. The concepts
guide program staff in how to pitch a program to a potential group of
participants. For example, using the concept of complexity, the staff pro-
moting a walking program to encourage employees at a particular work site
to engage in physical activity might frame the idea of fitting walking into a
busy schedule as something that is relatively simple to do. A staff member
might advocate for employees to hold meetings while walking, or she might
promote quick, 10-minute walking breaks during the day. The message
would change depending on the characteristics of the adopter group (for
example, innovators, early adopters). Recent research suggests a need to
focus on implementation, specifically evaluating adoption and diffusion
of messages and interventions in populations (Breslau, Weiss, Williams,
Burness, & Kepka, 2015).

Community Mobilization

Community mobilization is broadly defined as individuals or groups taking
action that is organized around specific community issues. Community
mobilization focuses on community-based strategies to improve health
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outcomes. Grounded and guided by the seminal works of Cloward and
Ohlin (1961), Alinsky (1971), Arnstein (1969), and Freire (1972), early
community mobilization efforts attempted to view the individual in
relationship to the community (for example, the individual’'s family or
neighborhood) in order to better understand the interplay of individual
characteristics, health conditions, and environmental factors. Though
recent research is mixed regarding the efficacy of efforts of community
mobilization, some point to the broad and sometimes varying definitions, as
well as numerous measurements and evaluations of such efforts (Cornish,
Priego-Hernendez, Campbell, Mburu, & McLean, 2014). Concepts
associated with community mobilization include community empower-
ment, community participation, capacity building, community coalitions,
and community organization and development.

As originally developed, community mobilization focuses on commu-
nities as defined in Chapter 1—that is, both as physical locations (for
example, neighborhoods, towns, or villages) and as groups of people with
common interests (for example, cultural, racial, faith, or hunger action
groups). The community mobilization phases discussed in this section are
now widely used in all types of settings (for example workplaces, schools,
health care organizations, and communities).

Community mobilization attempts to engage all sectors of a community
or setting in a community-wide (or setting-wide) effort to address a health,
social, or environmental issue. Desired results of mobilizing stakeholders
may include promoting collaboration between individuals and organiza-
tions; creating a public awareness; promoting shared ownership between
individuals and organizations; expanding the base of support for an issue;
promoting networking, training, and education; increasing opportunities
for training and education; and increasing access to funding opportuni-
ties to support community (or setting) programming (Centers for Disease
Control and Prevention, n.d.).

According to the CDC’s model there are four phases in mobiliz-
ing a community: (1) planning for mobilization, (2) raising awareness,
(3) building a coalition, and (4) taking action (Centers for Disease Control
and Prevention, n.d.).

In the first phase, planning for mobilization, organizers initiate a
planning process to determine the many factors that may affect the overall
mobilization process. The second phase, raising awareness, focuses on the
key individuals and organizations to contact in order to stimulate interest,
participation, and collaboration. The third phase, building a coalition,
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emphasizes the need to build a coalition that includes key organizations
and individuals like health care providers, clergy members, community-
based organization leaders, housing authorities, members of the local media,
school and university administrators, local police forces, local businesses,
and, most important, citizens of the community.

Once an active, participatory coalition, along with formal goals and
objectives, is put in place, the final phase, taking action, is critical to actu-
alizing results. This phase involves the development and implementation
of an action plan. The action plan is based on the results of a needs assess-
ment of the community or setting (see Chapter 4) and the effective use of
coalition members’ strengths and talents. The action plan would address,
for example, efforts to educate members of the community or people in the
setting about important health issues that affect the community or setting
and ways to reduce or eliminate health problems. Lippman and colleagues
(2016) suggest six domains in measuring community mobilization: shared
concern, critical consciousness, organizational structures and networks,
leadership, collective actions, and social cohesion.

Foundational Theories/Models Applied
Across the Levels

Health theories and models provide guidance and support for planning,
implementing, and evaluating a health promotion program. Programs
drawn from health theories use a body of knowledge and experience that
allows health promotion staff, stakeholders, and participants to be confident
that a program is based on current research and best practices. Theories are
the foundation for evidence-based health promotion programs. All theories
have the potential to contribute to the process of planning, implementing,
and evaluating a health promotion program. To aid in the process, Table 3.6
lists examples of theory-based strategies that are used at different levels of
influence.

By becoming familiar with theories and models, program staff, stake-
holders, and participants gain access to tools that will allow them to generate
creative solutions to unique situations. They are able to go beyond acting
on instinct or repeating earlier ineffective interventions to adopt a sys-
tematic, scientific approach to their work. Theories and models help staff,
stakeholders, and participants to understand the dynamics that underlie
real situations and to think about solutions in new ways.
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Table 3.6  Using Foundational Theories to Plan Multilevel Interventions

Change Strategies Examples of Strategies  Ecological Level Useful Theories

Change people’s behavior Educational sessions Individual Health belief model
Interactive technologies (intrapersonal) Theory of planned
Printed literature behavior

Change the environment

Social marketing
campaigns

Mentoring programs

Lay health advising

Goal setting

Enhancing social
networks or
improving social
support

(reating new
organizational policy
and procedures

Media advocacy
campaigns

Advocating changes to
public policy

Transtheoretical model

Interpersonal Social cognitive theory
Social network and

social support theory

Communication theories

Diffusion of innovations
model

Community mobilization

Population

Health Promotion Program Planning Models

The health promotion planning models discussed in this section have

common elements, although the elements may have different labels. In fact,

all the approaches involve three basic steps:

1. Planning the program, including conducting a needs assessment of

a health problem and its related factors and influences, prioritizing

actions, selecting interventions, and making decisions to create and
develop the program

2. Implementation of the program interventions and activities that are

based on health theory, eliminate disparities, and are rooted in a needs

assessment

3. Evaluation of the program to determine whether it has been imple-

mented as planned and whether it has actually affected the health

problem or related factors (identified in assessment) that it was intended

to affect
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This general three-part process makes sense; the three parts work
together to give continual feedback and opportunities to adjust the program.
Sussman and colleagues (2000) outline how to use these processes iteratively
to provide one with an empirical program development process. Sussman
and colleagues (2000) state that health behavior programs are planned and
evaluated on an ongoing basis to make sure they are theoretically sound
and will achieve stated goals. This cyclical process allows for continuous
quality improvement.

The remainder of this section presents several prominent models
that are used by health promotion professionals: the PRECEDE-PROCEED
model, intervention mapping, the community readiness model, and social
marketing. These represent a wide range of models that share the three
basic elements of planning, implementation, and evaluation.

PRECEDE-PROCEED Model

One of the most well-known approaches to planning, implementing,
and evaluating health promotion programs is the PRECEDE-PROCEED
model (Green & Kreuter, 2005). The PRECEDE portion of the model
(phases 1-4) focuses on program planning, and the PROCEED por-
tion (phases 5-8) focuses on implementation and evaluation. The eight
phases of the model guide planners in creating health promotion programs,
beginning with more general outcomes and moving to more specific
outcomes. Gradually, the process leads to creation of a program, delivery
of the program, and evaluation of the program. (Figure 3.2 presents the
PRECEDE-PROCEED model for health program planning and evaluation;
the direction of the arrows shows the main lines of progression from
program inputs and determinants of health to outcomes.)

Phase 1: Social Assessment

In the first phase, the program staff are looking for quality of life
outcomes—specifically, the main social indicators of health in a specific
population (for example, poverty level, crime rates, absenteeism, or low edu-
cation levels) that affect health outcomes and quality of life. For example,
at a worksite where there is a high rate of smoking among employees,
absenteeism might be high due to illness.

Phase 2: Epidemiological Assessment

In this second phase, after specifying the social problems related to poor
quality of life in the first phase, the program staff need to identify which



HEALTH PROMOTION PROGRAM PLANNING MODELS

Phase 4 Phase 3 Phase 2 Phase 1
Administrative and Educational Epidemiological Social
policy assessment and ecological assessment assessment
and intervention assessment A
alignment

Predisposing |« Genetics
/ Y c
A 4 \
Educatpnal » Reinforcing »  Behavior
strategies
A A \
Quality
P(;Iicy \ ! v / Health of life
regulation »  Enabling » Environment L —
organization

Phase 5 Phase 6 Phase 7 Phase 8
Implementation Process Impact Outcome
evaluation evaluation evaluation

Figure 3.2 PRECEDE-PROCEED Model

Source: Green and Kreuter, 2005, p. 10. Reproduced with permission.

health problems or other factors play a role in impaired quality of life.
The health problems are analyzed according to two factors: importance
in terms of how related the health problems are to the social indicator
identified in the social assessment and how amenable to change the
health problems are. After a first-priority health problem is established,
identification of the determinants that can lead to that health problem
occurs. Specifically, which environmental factors, behavioral factors, and
genetic indicators lead to a specific health problem? The same importance
and changeability analysis would be performed to identify which factors
to focus on a health promotion program. For example, the program staff
would gather data on health problems in the population that might lead
to absenteeism, such as obesity, heart disease, cancer, and communicable
disease. After ranking the diseases according to importance and amenability
to change, the planner might select one health problem. The next step in
this assessment would be to investigate the underlying causes of these
diseases, such as environmental factors (for example, toxins, stressful
working conditions, or no control over working conditions), behavioral
factors (for example, lack of physical activity, poor diet, smoking, or alcohol
use), and genetic factors (for example, family history). Data on importance
and changeability would be analyzed, and then one or several of these risk
factors might be selected. To complete this phase, a measurable health
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status objective (or objectives), behavioral objective (or objectives), and
environmental objective (or objectives) would be constructed.

Phase 3: Educational and Ecological Assessment

The focus of phase 3 shifts to mediating factors that help or hinder a
positive environment or positive behaviors. These factors are grouped into
three categories: predisposing factors, enabling factors, and reinforcing
factors (Green & Kreuter, 2005). Predisposing factors are those that can
either promote or detract from motivation to change, such as attitude or
knowledge. Enabling factors are those that can promote or detract from
change, such as resources or skills. Reinforcing factors are those that help
continue motivation and change by providing feedback or rewards. These
factors are analyzed according to importance, changeability, and feasibility
(that is, how many factors is it feasible to include in a program). Factors are
then selected to serve as a basis for program development, and educational
objectives are composed.

Phase 4: Administrative and Policy Assessment and
Intervention Alignment

The main focus of the administrative and policy assessment and the
intervention alignment in the fourth phase is a reality check, to be sure
that at the setting (the school, workplace, health care organization, or
community) all of the necessary support, funding, personnel, facilities,
policies, and other resources are present to develop and implement the
program. For example, site policies and procedures are reviewed, revised,
created, and implemented. Likewise at this point, there is an assessment at
the site to clarify exactly what staff are needed to implement the program
as well as to determine funding levels, space requirements (e.g. classroom,
a gym, changing rooms, or showers might be needed), required materials.
Finally as part of this phase examined is how best to recruit, retain, and
recognize program participants.

Phase 5: Implementation

Delivery of the program occurs during phase 5. Also, the process evaluation
(phase 6), which is the first evaluation phase, occurs simultaneously with
implementation of the program.

Phase 6: Process Evaluation

The process evaluation is a formative evaluation, one that occurs during
implementation of the program. The goals of this type of evaluation are
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to collect both quantitative and qualitative data to assess the feasibility
of the program as well as to ensure quality delivery of the program. For
example, participant attendance and attitudes toward the program might
be recorded, as well as an assessment of how well the written lesson plans
(describing what content is to be delivered, how it will be delivered, and
how much time is allotted) align with actual delivery of the lesson (what
content actually was delivered, how it was delivered, and how much time
it took to deliver it). Achievement of educational objectives can also be
measured in this phase.

Phase 7: Impact Evaluation

The focus of phase 7’s summative evaluation, which occurs after the
program ends, is to determine the intervention’s impact on behaviors or
environment. Timing may vary from immediately after the completion
of all the intervention activities to several years later, depending on the
objective and/or the sensitivity to change of the variable being assessed.

Phase 8: Outcome Evaluation

The focus of the last evaluative phase is the same as the focus when the
entire process began—evaluation of indicators of quality of life and health
status.

APPLICATION ACTIVITY: LEVELS OF EVALUATION

Locate one article for each level of evaluation—process, impact, and outcome. Read and
prepare a summary, including how you have identified which level of evaluation is reported in

the article. In small groups, discuss:
- Common activities/methodology in a process evaluation.
- Common activities/methodology in an impact evaluation.

- Common activities/methodology in an outcome evaluation.

- What is the value of each level of evaluation? What does it tell you? What does it not tell

you? How do the levels of evaluation interact?

Intervention Mapping

Intervention mapping is another approach to planning health promotion
programs. According to Bartholomew, Parcel, Kok, and Gottlieb (2011), the
purpose of intervention mapping is to provide health promotion program
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planners with a framework for effective decision making at each stage
of intervention planning, implementation, and evaluation. Interventions
using this model have addressed health issues such as nutrition and physical
activity, sexually transmitted infections, and mental health (Wisenthal &
Krupa, 2014; Belansky et al., 2013; Wolfers, van den Hoek, Brug, & de Zwart,
2007). The intervention mapping process consists of six steps: (1) needs
assessment, (2) matrices, (3) theory-based methods and practical strategies,
(4) program, (5) adoption and implementation plan, and (6) evaluation plan.
Although the model is presented in steps, program planners often go back
and forth between steps as needed (Bartholomew, Markham, Mullen, &
Fernandez, 2015).

Step 1 is a needs assessment of the priority population is conducted.
Based on the needs assessment of the health issues, quality of life, and
behavioral and environmental concerns of the priority population, the
desired program outcomes are established. Step 2 involves creating a logic
model and stating who and what will change at each ecological level as
a result of the intervention. This step also involves crossing performance
objectives for each ecolog-ical level with personal and external determinants
in matrices in order to help write the change objectives (Bartholomew,
Markham, Mullen, & Fernandez, 2015).

In Step 3, theory-based methods for bringing about changes at each
ecological level are identified. In addition, practical strategies for realizing
the change objectives are selected or designed. Step 4 involves consult-
ing the intended program participants and implementers for their input,
delineating the program’s scope and sequence, compiling a list of needed
materials, and developing and pretesting program materials with the pri-
ority population (Bartholomew, Markham, Mullen, & Fernandez, 2015).

Step 5 focuses on developing a program implementation plan. Matrices
are created, similar to those in Step 2, by crossing adoption and implementa-
tion performance objectives with personal and external determinants. Last,
Step 6 is to finalize the evaluation plan for the program. This step involves
describing the program and its intended outcomes, writing questions for
the process evaluation based on the matrices from Step 2, developing indi-
cators and measures, and specifying the evaluation design (Bartholomew,
Markham, Mullen, & Fernandez, 2015).

Community Readiness Model

The community readiness model is designed both to assess and to build
a community’s capacity to take action on social issues (Donnermeyer,
Plested, Edwards, Oetting, & Littlethunder, 1997). It can and is applied
in any setting (for example, school, workplace, healthcare organization, or
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Table3.7 Community Readiness Model

Stage Description

1. Community tolerance Issue is not generally recognized by the individuals at the site or leaders as a
problem (or it may truly not be an issue).

2. Denial, resistance There is recognition by individuals at the site that there is a local problem, but
little concern is occurring locally.

3. Vague awareness There is recognition by individuals at the site that there is a local problem but
little or no specific knowledge of its extent. Leadership to do something about
the problem is minimal.

4. Preplanning There is clear recognition that there is a local problem; however, efforts to
address it are not focused and detailed.

5. Preparation Individuals at the site are actively engaged in developing a plan of action to
address an issue.

6. Initiation Enough information is available to justify efforts to address an issue.

7. Institutionalization A program to address a social issue is up and running. Staff either are in training

or have recently been trained to lead the effort.

8. Confirmation, expansion  Program continues to receive support and is perceived by individuals and leaders
as useful. Data on the extent of the problem locally are collected regularly.

9. Professionalism Data on prevalence rates and risk factors are collected periodically and used by
staff to adjust program goals and target high-risk groups.

community). It provides a framework for assessing the social contexts in
which individual behavior takes place by measuring changes in readiness
related to community-wide efforts. The model integrates a community’s
culture, resources, and level of readiness to more effectively address an
issue. The model consists of nine stages that are used as a guide to
assess readiness and to determine the best intervention (or interventions)
that align with a particular stage (see Table 3.7). Using the community
readiness model will help increase community (as well as other settings)
partnership, participation, and investment in the delivery of interventions
at a site.

Social Marketing

Social marketing is not a theory but an approach to promoting health
behavior that is used in conjunction with existing theoretic approaches
(Luca & Suggs, 2013). Social marketing uses commercial marketing tech-
niques to influence the voluntary behavior of specific audience members for
a health benefit. Social marketing promotes a behavior change to a targeted
group of individuals in several ways. It encourages persons to accept a
new behavior, reject a potential behavior, modify a current behavior, or
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abandon an old behavior. Helping individuals to increasing walking (accept
a new behavior) can aid in weight loss (Coulon et al., 2012). Discouraging
the use of toxic fertilizers (rejection of a potential behavior) would enhance
water supply and quality. Encouraging regular dental hygiene to including
flossing regularly (modification of a current behavior) can reduce cavities
(Brocklehurst, Morris, & Tickle, 2012). Encouraging smokers to quit smok-
ing (abandon an old behavior) would reduce the incidence of lung illnesses
(Green & Kreuter, 2005).

It is important to differentiate social marketing from commercial
marketing. Marketing, in general, focuses on the process in which goods
or services are exchanged for a profit, which is financial or for other
goods and services. Social marketing, however, focuses on behavior rather
than goods and services. Both conduct market research, which is research
on a specific audience to understand their behaviors—for example, to
understand how they perceive their needs, benefits to change, barriers,
and opportunities (Green & Kreuter, 2005). Additionally, both require
voluntary exchange, the idea that people will accept, reject, maintain, or
modify a new behavior if the benefits exceed the cost of the behavior (Storey,
Hess & Saffitz, 2015). Social marketing is similar to commercial marketing
in that both have a customer-centered approach (Storey, Hess & Saffitz,
2015). Audience segmentation is the process of dividing larger markets
of dissimilar individuals into a smaller market of more similar individuals
for which an appropriate intervention is designed (Rogers, 2003). After
an audience is segmented, then marketing principles are used to create a
message tailored to each specific audience.

Table 3.8 outlines the differences between commercial and social
marketing (Storey, Hess & Saffitz, 2015).

There are four basic marketing principles: product, price, place, and
promotion. These elements are known as the four P’s of marketing.

Table3.8 Differentiating Social Marketing from Commercial Marketing

Social Marketing Commercial Marketing
Goal Resolve certain social problems Financial profit
Focus Behaviors Selling goods and services
Product Often intangible (ideas) Tangible (physical goods)
Funding Taxes, donations (often limited) Investments
Accountability Public Private

Performance Hard to measure Measured by financial profits




SUMMARY

Product: the good, service, or idea being marketed in order to change
behavior (for example, hand washing, safe sex, wearing a seat belt)

Price: the costs of and barriers to behavior change (for example, money,
time, discomfort)

Place: the physical location and time in which the behavior change will
take place (for example, at home, at school, in the car)

Promotion: the tactics used to communicate the message of behavior
change (for example, media, brochures, billboards)

Using Health Theories and Planning Models

Developing health promotion programs can be an overwhelming task.
Health theories and planning models have been developed and tested
to guide professionals in the development of health promotion programs.
Program staff members, stakeholders, and participants need to consider the
setting, population, behavior, their desired level of influence, and practical
issues such as resources when planning health promotion programs.

The planning models for developing health programs focus on the big
picture. By becoming familiar with the theories and models, program staff,
stakeholders, and participants gain access to tools that will allow them to
generate creative solutions to unique situations. They are able to go beyond
acting on instinct or repeating earlier ineffective interventions to adopt a
systematic, scientific approach to their work. Theories and models help
staff, stakeholders, and participants to ask the right questions and zero in
on factors that contribute to a problem. The theories help everyone to
understand the dynamics that underlie real situations and to think about
solutions in new ways.

Summary

Health theories and planning models provide guidance and support
throughout the planning, implementing, and evaluating of health pro-
motion programs. No theory or model is perfect, and not all theories and
their concepts are appropriate for all settings and behaviors. Each was
designed to address a particular need or with a specific conceptualization
of how best to address a health problem. Practitioners typically combine
elements from different theories and models in their work. The theories
and models are critical to effective health promotion programs and provide
the foundation for evidence-based programs based on science, research,
and practice across settings.
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Health theories and models are dynamic, and the range of theories

and models available for application in health promotion programs is

rapidly expanding. Health theories describe, explain, and predict behavior

at the intrapersonal, interpersonal, and population levels. Health theories

reflect the ecological perspective of health promotion, which emphasizes

the interaction between and interdependence of factors within and across

all levels of a health problem. Health planning models can guide the

creation and delivery of health promotion programs through planning,

implementing, and evaluating. The strongest health promotion programs

will use both health theories and planning models.

For Practice and Discussion

1.

As a health educator in a community agency, you have been asked
to develop a program to reduce bullying in the local schools. Use the
social cognitive theory concept of reciprocal determinism and the con-
structs of environment, situation perceptions, outcome expectations
and expectancies, self-control, observational learning, self-efficacy, and
emotional coping to discuss potential intervention points for the pro-
gram activities.

Adolescents engaging in sexual behaviors often do not feel susceptible
to infection with a sexually transmitted infection. How might you use
the health belief model to address this issue, and to motivate adolescents
to abstain from sexual behavior or practice safer sex?

A local manufacturing company asks you to serve as a consultant to
provide a healthy nutrition program for its 250 employees. The plan is
to offer nutrition education activities (for example, cooking classes and
home gardening workshops), personal nutrition counseling, a group
weight management program, and improved employee food services
(for example, low-calorie vending machine options) to employees
at varied times. Several months pass, and only 50 employees have
participated. The manager is concerned. She wants you to explain why
200 employees are not participating. She also wants you to change
or revise the nutrition education program to make sure it is helping
employees maintain and improve their nutritional health. Using the
stages of change model, propose questions to assess employees’ stages of
change in regard to nutritional health in order to answer the manager’s
questions.

A group of stakeholders want to plan an innovative diabetes prevention
program focused on elementary school students and uses a range of
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activities and strategies. Using the PRECEDE-PROCEED model, discuss
what would be involved with each phase of planning the program. In
addition, discuss key concepts from the other planning models and
how they might clarify for the stakeholders what to expect as they plan,
implement, and evaluate their program.

5. Using the same innovative diabetes prevention program discussed in
Question 4, apply the concepts from the diffusion of innovations model
to discuss strategies the program developers can use to ensure that the
program will be adopted and will change elementary school practices.

6. A hospital that serves a large farming population wants to increase
childhood vaccinations among the families it serves. Using the four
P’s of marketing (product, price, place, promotion), design a social
marketing mix for the hospital to use in order to increase childhood
vaccinations among children living in rural farming communities.

KEY TERMS
Behavior Model
Communication theory PRECEDE-PROCEED model
Community mobilization Social capital
Community readiness model Social cognitive theory
Concept Social marketing
Construct Social network and social support theory
Diffusion of innovations model Stages of change
Health belief model Theory
Integrated behavioral model Transtheoretical model
Intervention mapping Variable
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CHAPTER 4

ASSESSING THE NEEDS

OF PROGRAM PARTICIPANTS

James H. Price, Joseph A. Dake, and Britney Ward

Defining a Needs Assessment

To fully answer the question, “What is aneeds assessment?”
we need to answer the question, “What is a need?” A need
is usually conceptualized as the difference between “what
is” (the current status or state) and “what should be” (the
desired status or state) (Altschuld & Kumar, 2010). A needs
assessment is a formalized approach to collecting data in
order to identify the needs of a group of individuals.

Understanding how the health of a group of individ-
uals at a site might be improved requires information on
both their current health status and their ideal health sta-
tus. Traditionally, needs assessments have been associated
with individuals living in a specific geographic area such
as a city, county, state, or nation (commonly known as
a community needs assessment, a reflection of health
promotion’s roots in health education). In 2010, the
Affordable Care Act enacted new requirements that non-
profit hospitals must comply with to maintain their status
as a 501(c)(3). One of these was the requirement for a
hospital to conduct a community health needs assessment
at least once every 3 years. While the structure and style
of this assessment was not defined, it increased the use of
this type of needs assessment across the country.

Needs assessments are also conducted in settings
besides larger geographical communities. These include
schools, universities, hospitals, worksites, and nonprofit
organizations. While the settings may vary, the foundation

LEARNING OBJECTIVES

- Define needs assessment, and explain

its relevance to health promotion
programming.

- Evaluate sources of needs assessment

data and information in terms of
scope, timeliness, cost, and relevance
to program recipients.

- Describe the four-step needs

assessment process and the role of
program stakeholders at each step.

- Describe how to report needs

assessment findings in a way that
meets stakeholders’ requirements and
uses for the data.
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of a needs assessment remains the same. It is important to also consider
the opportunity to assess needs beyond the intrapersonal level. Needs
assessment can also assess the interpersonal, institutional, community, and
policy factors that impact the health of a given group of people (Golden &
Earp, 2012). This includes an assessment of a wide variety of social deter-
minants of health such as unemployment, poverty, educational attainment,
insurance status, access to health care, and many more (Niggel & Brandon,
2014). Understanding all of these issues helps to reduce the gap between
“what is” and “what should be.”

One common area in which gaps persist is between different racial/
ethnic and socioeconomic groups. This is why there is such a focus
on eliminating health disparities. In a needs assessment, the need to be
culturally appropriate and culturally relevant is one of the guiding principles.
Health theories and models also influence the questions asked and the
information sought during the needs assessment.

The results of a needs assessment provide a foundation for the work
of planning a health promotion program that addresses identified health
problems and concerns. Furthermore, the results can be used to help
allocate health resources and to establish a baseline against which to gauge
the effectiveness of the program (through evaluation of interventions).

What Is Measured in Assessing Health?
Focus on the Individuals

The first dimension of health that most agree is a component is physical
health. Factors commonly included in the definition of physical health
include being free from pain, physical disability, chronic and infectious
diseases, and bodily discomforts that require the attention of a physician.
Additionally, some include increased longevity. Table 4.1 identifies multiple
examples of indicators commonly used in needs assessments.

Mental health is characterized by an ability to deal constructively with
reality, adapt to change, and cope with adversity. In contrast, mental illness
is characterized by alterations in thinking, mood, or behaviors that impair
a person’s relationships with others in their environment. Mental health
and mental illness are not polar opposites but exist along a continuum
of impairment. Mental illness typically affects about 18.5 percent of the
adult population at any point in time (Substance Abuse and Mental Health
Services Administration, 2014). Mental health insurance coverage is far
less comprehensive than traditional health insurance coverage (Herrera,
Hargraves, & Stanton, 2013). Assessments based on the volume of mental
health care use are likely to underestimate the actual need for such services
in a community, and even though more people are now receiving mental
health care, significant gaps still exist (Mechanic, 2014).
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Table 4.1 Dimensions of Health

Indicators of Physical Health

Morbidity and mortality rates

Life span

Number of prescriptions

Nutritional status

Health care expenditures

Environmental quality

Level of physical disability

Self-assessed health status

Prevalence of health risk factors

Number and types of health procedures
Rate of premature births

Prevalence of health insurance

Health promotion or disease prevention programs
Number and types of health professionals
Number and types of health institutions

Indicators of Mental Health

Mortality and mortality rates

Number of psychotropic prescriptions

Mental health care expenditures

Number and types of mental health services
Prevalence of insurance coverage for mental illness
Self-assessed mental health status

Hospitalization rates for mental illness

Number and types of mental health professionals

Number and types of mental health institutions

Indicators of Social Health

Poverty levels

Food insecurity rates
Educational status

Crime rates

Divorce rates

School dropout rates
Out-of-wedlock pregnancies

Social supports

(continued)
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Table 4.1  (Continued)

Indicators of Social Health (continued)

Civicinvolvement
Community violence rates
Mortgage approval rates
Drug abuse
Unemployment rates

Number and type of social service agencies

Indicators of Environmental Health

Built environment
Environmental toxins
Pollutants (air, water, noise)
Population density
Transportation options
Recreational facilities

Housing facilities

Indicators of Spiritual Health

Level of sense of purpose in life
Number and types of religious institutions
Level of life satisfaction

Level of prejudice

A third dimension of health is termed social health. This area has been
variously conceptualized by using variables such as educational status of
a population, level of poverty and near poverty, crime rates, and a wide
variety of other indicators (Table 4.1). This is commonly described as social
determinants of health. A fourth dimension of health that can be measured
is environmental health, which includes external conditions and influences
that affect healthy growth and development.

The final dimension of health is spiritual health (Table 4.1). The spiri-
tual dimension of health has not been explored or assessed in populations
with the same intensity or depth as the other dimensions of health that we
have discussed. People who conduct needs assessments have historically
ignored this dimension of health because of the difficulty of assessing this
concept and because of the limited research showing a direct connection
to specific health problems.
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What Is Measured in Assessing Health?
Focus on the School, Workplace, Health Care
Organization, and Community

Needs assessments focus on the health promotion program sites: school,
workplace, health care organization, and community. This part of a needs
assessment is known as a capacity assessment (Gilmore, 2012). A capacity
assessment is a thorough and accurate assessment of the site to determine
what resources are available in the setting to address the identified health
concerns and problems—for example, health promotion materials, tech-
nology (computers, smartphones, software packages, Internet access, etc.),
staffing, programs, funding, and services, as well as the gaps and needs in
these areas. A key element of a capacity assessment is the empowerment of
potential program participants, staff, and stakeholders to mobilize forces to
address and solve the health problems or concerns identified in the needs
assessment.

Tools for assessing capacity at each type of site are available. For
example, for school sites, the School Health Index: A Self-Assessment and
Planning Guide has been developed by the National Center for Chronic
Disease Prevention and Health Promotion (2015) at the Centers for Disease
Control and Prevention, in partnership with school administrators and
staff, school health experts, parents, and national nongovernmental health
and education agencies for the purpose of

+  Enabling schools to identify strengths and weaknesses of health and
safety policies and programs

+  Enabling schools to develop an action plan for improving student
health, which can be incorporated into the school improvement plan

«  Engagingteachers, parents, students, and the community in promoting
health-enhancing behaviors and better health

The School Health Index has two activities that are completed by
teams from a school: the eight self-assessment modules and a planning for
improvement process. The self-assessment process involves members of
the school community coming together to discuss what the school is already
doing to promote good health and to identify strengths and weaknesses.
The School Health Index assesses the extent to which a school implements
the types of policies and practices recommended by the Centers for Disease
Control and Prevention’s research-based guidelines for school health and
safety policies and programs.

The areas covered by assessments in schools, workplaces, health care
organizations, and communities can be quite broad. For example, they
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might include policies, procedures, health services and health promotion
resources (for example, staff, space, materials, technology, and funding),
service gaps and linkages, networks, health insurance and benefits, legal
requirements and compliance, and accreditations.

Assessing the capacity of a site to operate and support a health
promotion program provides early insight into the culture and climate of a
setting. Culture is the beliefs, values, customs, experiences, and knowledge
that gives meaning to what a particular group does and does not do. Culture
refers to the basic assumptions about the world and the values that guide
life in a given organization or community. Climate is the environment or
mood of a particular group that emanates from their cultural background
and the tenor of the group’s official and unofficial leaders. Climate is also
the meaning people attach to interrelated bundles of experiences at a site
(Schneider, Herhart, & Macey, 2013). In addition to the items already
discussed, examples of areas that are also explored as part of a capacity
assessment include relationships that support health, opportunities to
promote personal health for everyone at the site, and support systems for
and barriers to implementation of the program.

Data Collection for Needs Assessments

Data collection plays a pivotal role in assessing the quality of life of the
population of interest and in establishing priorities for health promotion
programs. The needs assessment will use the principles of epidemiology and
demography, which are essential in conducting a needs assessment. Much
of this data can be obtained from federal and state sources (secondary data).
There are two major categories of data: primary data and secondary data.

1. Primary data are new, original data that did not exist before, obtained
directly from individuals at the site, usually by means of surveys,
interviews, focus groups, or direct observation. Primary data constitute
new information that will be used to answer specific questions.

2. Secondary data already exist because they were collected by someone
for another purpose. The data may or may not be directly from the
individual or population that is being assessed. Secondary data sources
include Healthy People information, vital records, census data, and
peer-reviewed journals. When large amounts and varying types of
secondary data exist that can be analyzed for additional purposes, this
can be referred to in the field of health promotion as “big data.”

Primary data are more expensive and time consuming to collect
than secondary data. Collection of quality primary data requires technical
expertise in order to identify representative samples, design instruments,
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and complete data analysis. The problems with secondary data are that
some information may not exist for some settings, the data is old, or the
data may not have been correctly collected.

Information to be collected can be divided into two broad categories:
quantitative and qualitative. Quantitative data are statistical information
(for example, percentages, means, or correlations) such as one would
typically find in professional journals. However, numbers alone do not
provide sufficient insights to allow program staff to completely understand
health problems or decide how to intervene in order to reduce a health
problem. Qualitative data are more narrative, with fewer numbers. They
include the perceptions and misperceptions of community members in
regard to quality-of-life issues in the community. Qualitative methods
include one-on-one key informant interviews, focus groups, public hearings,
and observational methods. The two forms of data (quantitative and
qualitative) complement one another, each type informing the other as
staff derive conclusions and establish goals for community interventions.

Specific data-gathering techniques to be used depend on what one
wants to know, the resources available, and the constraints of the priority
population (for example, lack of reading ability, absence of telephones, or
mobility problems). For initial phases of primary data collection, interactive
group processes are recommended (for example, focus groups) because
they allow those conducting the needs assessment to clarify both their own
questions and respondents’ answers. Interactive methods also provide the
opportunity to collect specific words that members of the population group
use to describe health issues, which can later be used to form questions
for a final questionnaire that can be used to survey even more individuals.
Later, these written questionnaires can be used to collect large amounts
of data from many people over a wide geographic area. Such a large
quantity of data will need to be aggregated and analyzed by the appropriate
software package.

WEB RESOURCE: COMMUNITY TOOLBOX: ASSESSING COMMUNITY
NEEDS AND RESOURCES

http://ctb.dept.ku.edu/en/table-of-contents/assessment/assessing-community-needs-and-
resources

The Community Toolbox is a free online resource to provide a wide variety of information
on building healthier communities. Chapter 3 of this resource has strategies and examples of
the assessment of needs and assets within communities.
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Conducting a Health Needs Assessment

Needs assessments consist of four basic steps: (1) determining the scope of
the assessment, (2) gathering data, (3) analyzing the data, and (4) reporting
the findings. Before you do anything, it is best to think about each of the
steps and map out to the best of your ability what will happen in each step.
This planning is important so that you can explain to stakeholders what
they can expect from the process as well as how long it will take to complete
the needs assessment.

1. Determine the scope. Work with the key informants and stakeholders
(that is, an advisory committee) to determine the scope of the work
and the purpose of the needs assessment. Ask who will be involved
and what decisions will be based on the needs assessment. Who will
use the results to make decisions about the intervention or prevention
programs? Whenever possible, take an ecological approach to the needs
assessment. Assess both the stakeholders and their environment. In the
environmental assessment, include an analysis of organizational and
community assets and capacity.

2. Gather the data. Gather only the needed data. Consider culturally
appropriate data-gathering approaches tailored to the priority popula-
tion and setting. Gather multiple types of data—both qualitative and
quantitative. Table 4.1 provides an overview of types of data that could
be secured in order to address the various dimensions of health.

Analyze the data. Use clear methods that people can understand.

Report and share the findings. 1dentify your options for sharing the
findings of the needs assessment. Think about how best to communicate
the findings. In sharing the information, identify any factors that are
linked to the health problem. Validate the need for the program before
continuing with the planning process. Tailor all communications to the
program participants, stakeholders, and staff.

Many approaches can be used to conduct a needs assessment. Often,
the methods that can be used will be limited by a lack of time, personnel,
money or by political constraints.

Promoting a Needs Assessment

Conducting a needs assessment is an exciting event in the development
of a health promotion program. It is often the first public acknowledg-
ment that a school, workplace, health care organization, or community
is working to address health problems at a site. Publicity to promote the
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needs assessment creates awareness of the needs assessment, enhances the
chances that individuals and groups who have been asked to participate
will respond, and increases the visibility of the organizations that form
the advisory committee. Have a media kickoff for the needs assessment,
and distribute press releases and information packets. Use social media to
network with service clubs, community organizations, and their members.
Numerous service clubs (for example, Rotary, Kiwanis, or chambers of
commerce) may provide a forum in which to communicate the importance
of the health needs assessment. Finally, be sure to obtain copies of newslet-
ter articles and newspaper clippings to share with the advisory committee.
This form of sharing can bolster support from the advisory committee.

Using Primary Data Methods and Tools

The sections that follow briefly describe a series of methods and tools that
can be used to collect primary data for the needs assessment. Each method
or tool has specific strengths and weaknesses.

Key Informant (One-on-One) Interviews

The idea underlying the qualitative technique of key informant interviews
is that certain individuals possess unique and important information that
can provide insights into the health issues at a site. These key informants are
selected on the basis of their position or potential Influence (Barnett et al.,
2007). For example, at schools, key informants might include teachers, prin-
cipals, parents, school nurses, and students. Examples of key informants at
work sites are human resource directors, company owners, supervisors, and
union leaders. In communities, key informants might be local government
officials, ministers, medical personnel, or agency directors. Another type
of key informant is people who are chosen because of their reputation.
Such individuals usually include opinion leaders, activists, or other socially
prominent individuals. A needs assessment includes interviews with both
types of individuals.

It is important that a specific set of questions be created ahead of
time in order to create a uniform interview format. (See Table 4.2 for some
questions that key informants in a community might be asked.) Pilot testing
the interview questionnaire is essential. Again, remember that each person
will share opinions (and biases) with the interviewer as if they were facts.
Usually, not all key informants are interviewed, so the opinions collected
will represent limited insights into the issues being assessed.

In-depth interviews with key informants typically take the form of
conversation between the interviewer and the respondent. This type
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Table 4.2 Interview or Focus Group Questions for a Community Assessment

What do you think the main health problems are in the community?

What do you think are the causes of these health problems?

How can these problems be reduced or eliminated in the community?

Are there any special health problems or issues affecting children and adolescents in the community?
Are there any special health problems or issues affecting the elderly in the community?

S U dw b=

Is there a particular group of community residents that you would consider more unhealthy than the
rest of the residents? If so, why are they less healthy?

7. Which one of the previously mentioned problems do you consider to be the most important one in the
community?

8. If you were given $10 million to correct the health problems of the community, what would you spend
it on?

of interaction gathers the views of the respondents in their own terms.
Through probing questions, a well-trained interviewer can clarify state-
ments made by an informant.

Focus Groups

A focus group is a qualitative data collection technique in which a small
group of individuals meet to share their views and experiences on some
topic. The ideal size of the group depends, in part, on the skills of the
facilitator (Krueger & Casey, 2014). Usually the ideal group size is 6 to
12 participants who are similar in characteristics that may impact their
perceptions (race/ethnicity, gender, educational status, socioeconomic
status, etc.). This technique capitalizes on the interaction of the group
members and reduces the chance that dialogue is inhibited (Krueger &
Casey, 2014). The number of focus groups sufficient to study the percep-
tions of individuals at a site is impacted by the diversity of the population
at the site. People of different age groups, sexes, and racial or ethnic groups
may need their own focus groups.

Besides the group moderator, it is helpful to have an observer who
serves as a recorder in order to capture the specific comments and
unique words of the participants. The focus group leader does not take
extensive notes because it might cause him or her to miss important
elements of nonverbal communication. Respondents are usually provided
with drinks and, sometimes, a snack and are paid for the time they spend
to participate in a focus group. Results from focus groups are important
in and of themselves but they can also be used to help develop sur-
veys to further explore this issue among that population (Blair, Czaja, &
Blair, 2014). Focus groups typically take 60 to 90 minutes (Krueger &
Casey, 2014).
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Delphi Technique

The Delphi technique is used to solicit information from individuals who
cannot easily be brought together for, say, a focus group. This technique
might be used with a group of health experts (for example, physicians
or dentists) who cannot conveniently meet in person. First, a group of
professionals are asked to respond to a few open-ended questions. Their
responses are returned and are compiled into one list. Second, the experts
are asked to respond to the combined list and add more items, eliminate
items they do not support, and reword items that they think need to be
clarified. The experts send their responses back, and again, the responses are
compiled into one master list. The process can be stopped at this point, or
the list of responses can be sent to the experts again in order for them to rate
or rank the items. This process can be cumbersome if postal mail is used,
or it can be simplified by using electronic or web-based communication.

Survey Questionnaires

Surveys, especially written questionnaires, are the most common form of
gathering data for a needs assessment (public perceptions and behaviors
in regard to issues). Questionnaires can be administered in four ways—as
mail surveys, as telephone surveys, face to face (as discussed earlier), or as
electronic/web—based surveys (Fowler, 2013; Dillman, Smyth, & Christian,
2014). Mail surveys allow a large quantity of data to be collected in a
relatively short period of time. The main disadvantages are that special
expertise is required to create valid and reliable mail surveys and to sam-
ple the population correctly. Techniques to increase the likelihood that
one will obtain a satisfactory return rate can be employed (McCluskey,
2011); too low a return rate increases the likelihood of biased data
(nonresponse error).

In contrast to mail surveys, telephone surveys are more time consuming,
more expensive to conduct, and often result in a lower response rate
(due to screening by telephone answering machines and the difficulty of
interviewing people on cell phones). Recent research indicates that 44%
of U.S. households did not have a landline phone and solely used cell
phones (Blumberg & Luke, 2015). These homes are also more likely to be
younger adults.

Some subjects may feel intimidated in a telephone interview and
give socially desirable responses rather than authentic answers to some
questions. However, the response rate for telephone surveys may be higher
than that for mail surveys for groups of individuals who do not read well
(for example, some elderly people, people of low socioeconomic status, and
nonnative English language speakers). The longer the survey, the less likely
it is that respondents will complete the questionnaire by phone.
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Electronic surveys are increasing in their usage because of the relative
costand ease. These surveys are typically done through one of a wide variety
of options such as Qualtrics, QuestionPro, SurveyMonkey, Zoomerang, or
SurveyGizmo. These online services vary greatly in their price, interface,
ease of use, customization, ability to conduct survey through mobile
phones, and ability to download the collected data. These surveys require
the potential respondent to click a link provided to them through a website,
e-mail, or a text.

There still remains a significant difference in the economically disad-
vantaged to access surveys through electronic methods. While more now
have access to the Internet at home though a computer or smartphone,
the numbers are not high. A report from the American Community Survey
from the U.S. Census reports that less than half (48%) of households with
incomes less than $25,000 had Internet access at home (File & Ryan, 2014).

Another concern is that it is easier for people to decline an Inter-
net survey, even with a promise of a mailed incentive, in contrast to
mail surveys, which can contain a modest financial incentive. This incentive
can be as simple as a one- or two-dollar bill (McClusky, 2011). Regardless
of the survey method, it is essential to have a good survey instrument.
Questionnaires have overall visual appeal; for example, they use large
enough print and adequate white space, have directions at the beginning of
the questionnaire, and present the most important questions first and the
demographic questions at the end.

When developing a survey, a person with expertise in this area is
included in order to appropriately ensure validity (face validity, con-
tent validity, construct validity, etc.) and reliability (test-retest reliability,
internal reliability, etc.) (DeVon et al., 2007). Readability and accept-
ability are also important when using appropriate techniques (SMOG
Dale-Chall, etc.).

CASE STUDY: RACIAL/ETHNIC HEALTH NEEDS ASSESSMENTS

Hispanics are the fastest growing ethnic minority population in the United States. Nationally,
they are negatively impacted by higher rates of morbidity and premature mortality. A significant
portion of Hispanics have low incomes, resulting in less access to health care because of high
rates of being uninsured and underinsured. The National Alliance for Hispanic Health has
identified closing the gap in community services and medical practice as a primary goal of their
organization (http://www.hispanichealth.org/our-vision-and-mission.html).
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Questions:

1. If you were assessing the community regarding access to care among the Hispanic
population, what would you need to consider to ensure a quality outcome for your
assessment?

2. How might segments of the Hispanic community are different from the rest of the
community? How might they be different from each other? Why are these issues important
to consider?

Selecting a Sample

Three techniques of survey research are key to obtaining results that
represent the health-related perceptions, behaviors, and needs of the group
being assessed at a site. First is correctly selecting the people who will
receive the questionnaire. Second is selecting a large enough sample that
the results will be representative of the entire population. Third is making
sure the return rate is high enough (typically better than 50%) to help ensure
that the results are valid when generalizing to the greater population.

Because limited resources prohibit surveying the entire population,
obtaining a representative sample is an acceptable alternative. A represen-
tative sample can be accomplished through random selection of individuals
to receive the questionnaire. In practice, true random selection for a needs
assessment is unlikely to occur, but choosing methods that are as close as
possible to random is ideal.

The second factor to consider is power analysis (Price, Dake, Murnan,
Dimmig, & Akpanudo, 2005). Power analysis deals with having an ade-
quate number of individuals to be able to generalize the findings from
the sample to the population. To determine the necessary size of the ran-
dom sample, one needs to know the following: how much sampling error
(variation in how accurately the sample represents the entire population)
one is willing to accept, the size (1) of the population, and how much
variation (split) there is in the population with respect to the outcome
variables (for example, health beliefs or behaviors) being surveyed (50/50
split is the most conservative estimate). Table 4.3 shows various population
sizes and the number of sample responses needed in order to be able to
generalize findings to that population.

The third factor is survey return rates. If a survey were sent to a random
sample of 3,000 and 381 surveys were returned, the response rate is 13%

97
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Table 4.3  Sample Sizes for Two Levels of Sampling Error at the 95 Percent Confidence Interval

Sample Error +/-3% Sample Error +/-5%
Variation in Responses Variation in Responses

Population Size 50/50 Split 80/20 Split 50/50 Split 80/20 Split
100 92 87 80 71
250 203 183 152 124
500 34 289 217 165
750 4 358 254 185
1,000 516 406 278 198
2,500 748 537 333 224
5,000 880 601 357 264
10,000 964 639 370 240
25,000 1,023 665 378 243
50,000 1,045 674 381 245
100,000 1,056 678 383 245
1,000,000 1,066 682 384 246
10,000,000 1,067 683 384 246

Note: Numbers in table refer to completed questionnaires returned.
Source: Price, Dake, Murnan, Dimmig, and Akpanudo, 2005.

(381/3,000). However, if the questionnaire were sent to a random sample
of 700 and there were 381 returned, the response rate is 54% (381/700).
Does it make a difference what the return rate is as long as the number of
questionnaires returned meet the number needed for power? The answer
depends on two issues: potential for sampling bias and potential for
response bias.

Sampling bias occurs when the sample is selected in a manner (for
example, a convenience sample) that results in people being left out
who have unique characteristics (for example, race or ethnicity, health
beliefs or behaviors, or socioeconomic status), which results in the final
survey responses being uncharacteristic of the population. In contrast,
response bias occurs when people who respond to the survey are differ-
ent in their health beliefs or behaviors from those who do not respond
to the survey. The more beliefs and behaviors reflected in the responses
differ from the beliefs and behaviors of the nonrespondents, the greater
the magnitude of the response bias. Another way of stating this is that
a low return rate is a potential threat to external validity (being able
to generalize the findings to the population from which the sample
was drawn).
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CASE STUDY: COLLEGE STUDENT MENTAL HEALTH NEEDS ASSESSMENT

College students are diverse groups of students. Their diversity includes racial/ethnic differ-
ences, intellectual ability, professional goals, socioeconomic status, and psychological traits
and abilities that vary. Most students will for the first time operate in an environment with
minimal personal guidance, requiring significant self-motivation in successfully progressing in
their plans of study.

College students will deal with a variety of stresses, including academic pressures,
interpersonal relationships, peer pressures, and financial stresses. These stresses often create
thoughts for students of quitting their studies. In addition, this is a time when mental illnesses
start to manifest themselves, resulting in the 18-25 age group having the highest rate of mental
iliness of any age group. Each year approximately 24,000 college students attempt suicide and
another 1,100 of them end their lives by suicide.

This age group also has the highest rate of binge drinking. How would you go about
conducting a college student mental health needs assessment at your university to answer the
following questions?

1. What types of mental health problems do students report they have?

2. What are the students’ self-reported needs for mental health services?

3. What mental health services are currently available for students?

4. How likely are students to use the existing mental health services?

5. What are the perceived barriers to using existing mental health services?

6. How knowledgeable are students regarding the mental health services currently available?

7. What additional mental health services would they like to have?

What behavioral theory could be used to structure a questionnaire to help answer the
above questions?

Using Secondary Data Methods and Tools

Secondary data already exist because they were collected by someone for
another purpose. From secondary sources, you can get the big picture

as well as an overview of how to proceed to address a health problem.
Working with secondary data, you can view a variety of approaches to
defining and analyzing a problem. There are many other reasons for using

secondary data:

It is far cheaper to collect secondary data than to obtain primary data.
In other words, you can get a lot of information for your money and
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time—usually, more than you would get using the same amount of
money to collect primary data.

+  National, state, and local health data are publicly available and acces-
sible electronically. The time involved in searching these sources is
much less than that needed to collect primary data. There are also
online resources that combine large amounts of secondary data to help
those working to improve the health of a particular community. This
is often useful to help frame the local needs assessment.

+  Local secondary data is important to understand details of the par-
ticular school, company, organization, or community. These include
existing data such as attendance rates, grades, performance scores,
number of sick days taken, production statistics, sales figures, clinical
indicators, records, data from immunization programs, or insur-
ance claims.

+  Secondary sources of information usually yield more accurate data
than those obtained through primary research. A government agency
that has undertaken a large-scale survey or a census is likely to produce
far more accurate results than custom-designed surveys that are based
on relatively small sample sizes. However, not all secondary sources
are more accurate.

+  Secondary sources help define the population. Secondary data can be
extremely useful both in defining the population and in structuring the
sample to be taken. For instance, government statistics on a county’s
demographics will help decide how to stratify a sample, and, once
sample estimates have been calculated, these can be used to project
those estimates to the population.

+  Sometimes sufficient secondary data is available that are entirely
adequate for drawing conclusions and answering the questions, making
primary data collection unnecessary.

WEB RESOURCE: COMMUNITY COMMONS

http://www.communitycommons.org/

Community Commons is an online resource that combines many secondary datasets to
allow someone doing a needs assessment to generate reports and maps that can help frame
the assessment or to communicate the importance of the needs assessment findings.
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REPORTING AND SHARING THE FINDINGS

Problems with Secondary Information

The benefits of using secondary information are considerable; however, the
quality of both the source of the data and the data themselves is evaluated.
When deciding whether to use a particular source of secondary data, it is
helpful to ask the following questions: How easy will it be to access and
use the data source? Do the data help address the desired specific program
area? Do the data apply to the priority population? Are the data relatively
current? Are the data collection methods acceptable? Finally, are the data
biased? Are the data trustworthy? If the answer to these questions is yes,
the data source is good to use.

Whenever possible, use multiple sources of secondary data. In this way,
different sources can be cross-checked and used to confirm one another.
When differences occur, an explanation for the differences must be found
or the data is set aside.

Reporting and Sharing the Findings

The last step in the process of needs assessment is to report and share
the findings. What are your options for sharing the findings of a needs
assessment? Think about how best to communicate. In sharing the infor-
mation, identify any factors that are linked to the health problem. Identify
the focus for the program, and validate the need for the program before
continuing with the planning process. Tailor all communications to the
program participants, staff, and stakeholders.

Analyzing Results

How the results of a needs assessment are analyzed largely depend on the
purpose of the needs assessment. The data may be largely descriptive in
order to provide a baseline assessment from which to do comparisons, write
grants, plan programs, and so on. It is often useful when reporting descrip-
tive statistics (percentages, means, standard deviations, and so on) to make
comparisons with other appropriate data sources. For example, if the assess-
ment of asite includes a question on the percentage of adults who are current
smokers, it is useful to report the findings not only for that site but also for
the state or nation, if the secondary data exist. This comparison is presented
in tabular format or graphical format (Figure 4.1). The data also is sepa-
rated by important characteristics such as gender, race, or socioeconomic
indicators (Figure 4.2).
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Healthy People 2020 Objective and Cigarette Smoking Rates
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Figure 4.1 Comparisons to State and Federal Data

County A—Adult Smoking Behaviors
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Figure 4.2 Data Comparisons to Subgroups

If data beyond descriptive statistics are desired, it is important to
hire a statistician to determine what types of analyses are possible and
appropriate based on the sample obtained for the needs assessment. If more
in-depth analyses that compare subgroups are desired, increased sample
sizes may be needed. It is sometimes inappropriate to calculate statistical
comparisons on every subgroup that can be derived from needs assessment
data. If an advisory committee wants to investigate a specific subgroup,
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it is important that this be decided prior to beginning the assessment so
that oversampling of that subgroup is built into the assessment, ensuring
adequate power in the subsample to calculate needed statistics.

One technique that can be used in reporting the results of needs
assessments is through geographic information system (GIS) mapping. GIS
technology has grown significantly in its ability and ease of use. In the
field of public health, GIS can be used to visualize health data through
mapping that presents the data in a spatial format, allowing interpretation
and analysis that is different from what is possible through tabular or other
graphical methods. Uses of GIS technology in health include determining
the geographic distribution of various diseases, behaviors, resources, clinical
sites, schools, or any other factor of importance and overlaying these maps
to help understand possible spatial relationships among those data. This
can help with identifying locations of greatest need and with planning the
most effective interventions for those groups. This tool can help to make
programming more efficient.

Such visual mapping of the data provides a unique perspective on the
data and may lead to better policy making.

Establishing Priorities

Having an advisory board during the needs assessment is important to
help establish program priorities. Most board members will come together
(sometimes with program staff and other program stakeholders) to look at
the needs assessment data (for example, numbers, summaries of interviews,
and secondary data reports) and to discuss and decide on program priorities
based on the data. Frequently the needs assessment produces a lot of
information (such as numbers, tables, and charts), so the first task is to
reduce the information to a manageable number of health concerns and
topics. One way to group the data to facilitate ratings is to divide them
into three areas: types of death or disability, behavioral risk factors, and
nonbehavioral risk factors. (Social, physical, and environmental factors that
affect health are considered nonbehavioral risk factors.)

Once the data are grouped, then the advisory board can prioritize
what to address within each group and among groups. Identifying which
problems to address will require that criteria (for example, importance,
feasibility of change, magnitude of problem, and cost) be established by
the advisory board. These priorities provide justification for starting new
programs and continuing or terminating existing programs. The following
issues might be factors to consider in establishing program priorities
at a site.
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+  How large is the discrepancy between the incidence of the health
problem locally and the incidence at state or national levels?

+  How many individuals are affected by the health problem?

+ Which problem has the greatest impact on disability or mortality?

+  What are the leading perceived health problems of the stakeholders?
+  What will be the consequences if the health problem is not corrected?

+  Would not correcting the problem cause other health-related
problems?

+ Would other health-related problems be reduced if this health problem
were reduced?

+  Whatis the potential impact on others at the site if the health problem
is reduced?

+  How difficult would it be to correct the health problem?

+  Which problems are already being addressed by other groups and
organizations?

+  How many resources would be required to solve the health-related
problem?

+  How effective are available interventions in preventing or reducing the
health-related problem?

+ Do you have the expertise to resolve the health-related problem?

+ What are the barriers (obstacles) to correcting the health-related
problem?

+  Will the stakeholders want and accept the proposed solution to the
health-related problem?

+ Do current laws permit the proposed health-related program activities
to be conducted?

These questions can guide the board’s thinking when it is establishing
priorities. Eventually, however, the criteria will probably need to be weighed
numerically. One simple method of establishing priorities is to use only
two categories to assess each health-related problem: importance and
feasibility (Table 4.4). Importance factors include the number of people
affected, mortality rate, and potential impact on the population. Feasibility
factors include how difficult it will be to correct the problem, availability of
resources, effectiveness of available interventions, and potential acceptance
of solutions at the site. Each member of the advisory board rates the
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Table 4.4  Process for Determining Health Priorities

Feasibility
High (3) Moderate (2) Low (1)
High (3) 6 points 5 points 4 points
Importance Moderate (2) 5 points 4 points 3 points
Low (1) 4 points 3 points 2 points

Health status Effectiveness
data (needs of available

.assessmgnt intervention
information)

Available Political and
resources social values

Figure 4.3 Factors in Decisions on Actions to Take After a Needs Assessment

health-related problems that have been identified in the priority population.
The aggregated ratings of all board members are then used to determine
the final priorities.

On the basis of the priorities it has set, the advisory board then
establishes program goals. In other words, program goals are directed
toward reducing a particular health problem. Which programs will actually
be implemented is not based just on the results of an analysis but depends
on a variety of issues. Figure 4.3 shows four factors that most often affect
which actions are taken. Initially, it is the most serious health problems
(based on data from the needs assessment) that you would think to address
first. In reality, other factors—for example, insufficient resources, a lack
of available effective interventions, or the political and social values of
the school, workplace, health care organization, or community—may play
significant roles in determining which needs are addressed.
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A model that addresses the combination of these issues is the basic
priority rating model 2.0 (BPR 2.0) (Neiger, Tackery, & Fagen, 2011).
This model, which includes a detailed scoring system, has the following
components:

Size: number of people with the problem (scored from 0 to 10 based
on incidence or prevalence rates)

Seriousness: a combination of urgency, severity, economic loss, and
impact on other people (scored from 0 to 5 each)

Effectiveness of intervention: strength of evidence to show that the
intervention is effective (scored from 0 to 10)

PEARL score (Vilnius & Dandoy, 1990): Represents five feasibility
factors that have a high degree of influence in determining how
a particular problem can be addressed. Each of these five PEARL
factors is scored as a 0 (if no) or 1 (if yes) and multiply together for
a total score of either 0 or 1.

Propriety: Does the problem fall within the organization’s overall
mission?
Economic feasibility: Does it make economic sense to address the

problem? Will there be economic consequences if the problem is
not addressed?

Acceptability: Will the community or priority population accept an
intervention to address the problem?

Resources: Are resources available to address the problem?

Legality: Do current laws allow the problem to be addressed?

The final priority score is calculated as follows:

((Size score + seriousness score) X effectiveness of intervention/3)

X PEARL score)

As can be seen from the formula, if the answer on any of the five PEARL
factors is scored as no, then the product will equal 0 and the health problem
will not be addressed in the overall priority rating, regardless of the scores
for the other factors.

Another approach to making program priority decisions, often used in
combination with the two just mentioned, is consensus building. Essentially,
consensus building (also called collaborative problem solving or collabora-
tion) is bringing together advisory board members, program staff, program
participants, and stakeholders to use the needs assessment results and data
to express their ideas, clarify areas of agreement and disagreement, and
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develop shared program direction. Consensus can be difficult to reach.
However, developing program priorities through consensus maximizes the
opportunities to gain input and support from a wide range of individuals,
groups, and organizations for the subsequent program planning decisions
as well as program implementation and evaluation.

Writing the Final Report and Disseminating Findings

Once analysis of the data is complete and the ranking of priorities has been
agreed on, then it is time to write the final report on the needs assessment.
The final report contains an executive summary, acknowledgments, table
of contents, demographics of the community, methods of data collection,
main findings, established priorities, references, and appendices. The final
report will be the face of the needs assessment for the next several years.
Before writing, think about the information that the audience needs
and the format that is most appropriate. Both written and oral reports
can be developed. Tailor presentations to program staff, participants, and
stakeholders. Remember to plan ahead; don’t wait until there are results
to think about how to share them. Needs assessment reports do not need
to be elaborate. It is most important that the information shared be clear,
simple, and timely. Use brief sections and subsections, and make titles
clear and informative. Whenever possible, depict findings pictorially in
charts, graphs, figures, or maps, and combine these with explanations in
the text. Mix didactic and data-rich information with supporting evidence
and anecdotal descriptions. Varying the material in this way will make the
report more interesting and readable and the findings more believable.
Consideration on dissemination is also important. Dissemination
options include printing the entire report; preparing special reports or
brochures for particular groups of individuals and stakeholders (such as
funders or program participants); posting the report on the Internet; and
informing people about the report through e-mail, public meetings, board
and staff meetings, newspaper reports, radio and television interviews by
advisory board members and staff, press releases, and news conferences.

Summary

Conducting a needs assessment provides an unbiased look at a priority
population within a particular setting and provides a foundation for the
work of putting together a program that is culturally appropriate and
based on health theory in order to address identified health problems and
concerns. When conducting a needs assessment, it is essential to use a
variety of methods to collect and analyze data from both primary and
secondary sources and to conduct a capacity assessment of the site: school,
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workplace, health care organization, or community. Then, working with
the advisory board, program participants, staff, and stakeholders, establish
program priorities using approaches such as BPR 2.0 and consensus building
to maximize program support in the later program planning decisions as
well as during the program implementation and evaluation.

Tailor the needs assessment report to the program participants, staff
and stakeholders, and the setting. In the report, in plain language, identify
the diverse factors that influence health behaviors as well as the behaviors
and environmental conditions that promote or compromise health. Like-
wise, identify factors that influence learning and behavior, foster or hinder
the health promotion process, and determine the extent of existing and
available health promotion programs and services.

For Practice and Discussion

1. Identify several health theories and discuss how they might influence a
needs assessment. Compare and contrast the theories. How do they help
you to understand needs assessment for health promotion programs?

2. How would a needs assessment for a rural community of 5,000 people
(including adults, children, and senior citizens) differ from a needs
assessment for a large urban hospital with 1,500 employees working
seven days a week, 24 hours a day, or for a school district with 4,000
students in kindergarten through 12th grade? How might the use of
the primary data methods discussed in this chapter differ at the sites?
What would be the pros and cons of the methods at the sites?

3. A manufacturing company is planning a program to promote physical
activity among 1,000 employees at one of its sites. The company’s direc-
tors have expressed interest in a particular physical activity program
that is based on the Stages of Change model. How might this fact
influence the needs assessment?

4. The first step toward eliminating health disparities is a culturally
appropriate needs assessment. If you were assigned the task of
preparing a needs assessment of incoming college freshmen at the
University of Texas at El Paso, what steps would you take to implement
and ensure a culturally appropriate needs assessment?

5. What important information is added to a needs assessment by
conducting a capacity assessment at a workplace? Can you identify
any resources that might help in completing the workplace capacity
assessment?
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6.

You are working on a student health needs assessment for a school
district. Your job is to conduct a survey by administering a health needs
questionnaire to 1,500 students in grades 9—12. The school directors
and the superintendent want you to identify how much it will cost.
What are the costs?

Dissemination options for a needs assessment report include printing
the entire report, preparing special reports or brochures for par-
ticular groups of individuals and stakeholders (such as funders or
program participants), posting the report on the web, and informing
people about the report through e-mail, public meetings, board and
staff meetings, newspaper reports, radio and television interviews by
advisory board members and staff, press releases, and news confer-
ences. Which options do you think would work best, and why, at
the different sites: schools, workplaces, health care organizations, and
communities?

KEY TERMS

Capacity assessment
Climate

Consensus building
Content validity

Culture

Delphi technique
Demography
Epidemiology

Face validity

Focus group

Geographic information system (GIS)
Key informant interviews
Need

Needs assessment
Needs assessment report

PEARL score

Power analysis
Primary data
Priorities
Qualitative data
Quantitative data
Random selection
Reliability
Response bias
Sample

Sampling bias
School Health Index
Secondary data
Social determinants of health
Survey

Validity
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CHAPTER 5

MAKING DECISIONS TO CREATE

AND SUPPORT A PROGRAM

Jiunn-Jye Sheu, W. William Chen, and Huey-Shys Chen

Identifying a Mission Statement, LEARNING OBJECTIVES

Goa IS, and ObjeCtives - Define mission, goals, and objectives;

explain how they interact during

One of the actions when creating a program is to decide .
program design and development.

what is the program mission statement. A mission state-
- Write measurable process, action, and

ment is usually a short statement that describes the general
outcome objectives.

focus or purpose of a program (McKenzie, Neiger, &

Thackeray, 2013). The mission statement answers the + Explain the link between measurable
question of why a health promotion program is being objectives and evidence-hased practice
developed and established. As such, a mission statement R

reflects the program’s overall purpose and values. A mis- - Identify health promotion

sion statement is sometimes referred to as the philosophy interventions designed to change

of a health promotion program knowledge, attitudes, and behavior.

The following are samples of mission statements: - Create, write, and revise policies to

c support program implementation.
+  The Employee Wellness Program mission is to pro- Lt B

mote healthy and productive individuals and families. - Be able to make the transition to
program implementation.

+ The Ohio Commission on Minority Health is ded-
icated to promoting health equity and high quality
health care for minority populations through inno-
vative strategies and financial opportunities, public
health promotion, legislative action, public policy
and systems change.

+  The mission of the Brookfield Unified School
District’s Coordinated School Health Program is
to prepare students to be healthy and productive
individuals.
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+  Communities in Action for Peace promotes healthy communities by
modeling peace and justice in action, as we strive to end violence and
its causes in a nontraditional and culturally sensitive manner.

A goal sets a program’s direction and intent (Gilbert, Sawyer, & McNeill,
2015). Goals clarify what is important in the health promotion program and
state the end results of the program. A goal includes the program’s priority
population and, in general, uses action words such as reduce, eliminate, or
increase. Some examples of program goals are listed here:

+  Agoal ofthe Employee Walking Program is to increase regular exercise
among staff and their family members.

+ A goal of the American Lung Association’s Freedom from Smoking
program is to decrease the number of smokers by helping people who
already smoke to stop smoking.

+ A goal of Brookfield Unified School District’s Coordinated School
Health Program is to increase the numbers of students in K to 12 who
adopt healthy nutrition behaviors.

Program objectives are the specific steps (or subgoals) that need to
be achieved in order to attain the goal. They are specific and measurable
with a timeline that identifies by when the objective will be attained. An
objective statement specifies who, what, when, and where and clarifies
by how much, how many, or how often (U.S. Department of Health and
Human Services, 1997). Each objective makes clear what is expected and
is stated in such a way that the achievement can be measured. While
achievement of objectives may not always be measured, the objectives must
be measurable. If measurement is not possible, the objective is probably
not clearly stated. Measurability is the major difference between goals and
objectives. Goals provide an overview of the desired outcomes at the end of
the program, while objectives provide specific and clear steps (tasks) that
need to be achieved in order to attain the goal (or goals) of the program.
Each goal may have several tasks (objectives) that need to be completed
in order to achieve it. Different types of objective statements are used,
depending on the needs of the program.

Process (or administrative) objectives are used to identify the needed
changes or tasks in the administration of the program itself (for example,
hiring staff, providing professional development for staff, seeking addi-
tional funding). These types of objectives are used to evaluate progress
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in the implementation of the program. Here are examples of process
(administrative) objectives:

+ By month 3 of the initiative, two qualified instructors will have been
hired and received orientation in effectively delivering the curriculum
of the initiative.

+  Bytheend of the year, smoking cessation programs for college students
will have been initiated in 70 of the 106 historically Black colleges and
universities in the United States.

Action (or behavioral) objectives are used to identify needed changes
in the actions or behaviors of the priority population. These types of
objectives are used to evaluate the impact of a program on participants.
Here are examples of action (behavioral) objectives:

+  The percentage of binge drinkers among college students will decrease
from 60% to less than 50% after completion of the social marketing
program at the end of the year.

+ By the end of the program, 50% of the participants will increase their
exercise activities to at least 30 minutes a day, three times a week.

Outcome objectives are used to identify the long-term accomplishments
of a health promotion program. Following are some examples of outcome
objectives:

+  The number of alcohol-related deaths and injuries will decrease by
25% within the city during the next 2 years.

+  New cases of HIV among Hispanic women ages 18 to 25 will be
reduced by 25% by the year 2020.

Writing Program Objectives

Writing a good objective takes skill and judgment. As we have discussed,
objectives are the steps or tasks needed to achieve a goal. The objectives
connect goals to the interventions that will facilitate achievement of the
goals. The Healthy People 2020 objectives are a good resource and model
when writing objectives (http://www.healthypeople.gov/). When you begin
to draft objectives, you ask questions like these:

+ What does the priority population need to know or do in order to
achieve this goal?

. What changes in knowledge, attitudes, or skills need to occur?
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+ What social support is needed to facilitate behavioral changes?
+ What policy or environmental changes are needed to achieve the goal?

+  Specifically, who is expected to change, by how much, and by when?

Reviewing data from the needs assessment will help in establishing
target numbers. Being very clear by specifying numbers and percentages
facilitates monitoring progress. For example, program planners shall review
the infant mortality statistics and the prevalence of low birth weight babies
in the county by key demographics such as age, race/ethnicity, income,
education, marital status, and/or neighborhoods prior to writing up the
objectives to provide prenatal care and nutritional supplements.

When writing objectives, make sure that the objectives (1) are measur-
able, relevant, and achievable; (2) drive action and suggest a set of steps that
will help to achieve the goals within a specific time frame; (3) include a range
of measures directed toward achieving program goals; (4) are established at
the outset of the program in order to make evaluation possible; (5) support
short-term as well as long-term plans; and (6) are based on sound scientific
evidence (U.S. Department of Health and Human Services, 1997).

One approach to writing program objectives uses the mnemonic
SMART, which indicates objectives that are specific, measurable, achiev-
able, realistic, and time-phased (Evaluation Research Team, 2009). SMART
objectives allow you to proceed with your program, knowing that you have
a strong foundation on which implementation and evaluation plans can
be developed. The SMART mnemonic is described in more detail in the
following sections.

Specific
When you write an objective, clearly state exactly what you plan to achieve
by providing the appropriate type and amount of detail and one specific
action verb. The details can be summarized with the following “four
W’s” rule:
1. Who or what is expected to change or happen?
2. What or how much change is expected? (amount or degree of change)
3. Where will the change occur?
4. When will the change occur? (often indicated by a date)

For example, an objective of a program to prevent obesity among
African American girls might state, “By May 30, 2020, 50% of the African

American girls in grades 6 to 8 in the Riverside County Schools will
engage in 40 minutes of moderate to vigorous physical activity each day
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as determined by an annual youth behavior risk survey (Baseline: 30%
of African American girls work out 20 minutes of moderate to vigorous
physical activity in 2015).”

+ Who or what is expected to change or happen? African American
sixth- to eighth- grade girls will increase daily physical activity from
20 to 40 minutes

+ What or how much change is expected? Change from 30% to 80% of
African American girls

+ Where will the change occur? Riverside County Schools

+ When will the change occur? May 30, 2020 (The change will occur
over time beginning in 2017)

Some objectives do not have a quantifiable outcome and will not
involve many numbers. However, this type of objective is still required
to be specific, and the four W’s rule still applies. Here is an example of
this type of objective: “By June 30, 2018, Allegheny County commissioners
will adopt and disseminate a policy to restrict the sale of sodas and other
sugary drinks that are larger than 16 fluid ounces in food establishments
such as restaurants, movie theaters, sports arenas, delis, food trucks, and
street carts.”

+  Whatis expected to change or happen? Adoption of a policy to restrict
the sale of sodas and other sugary drinks

+ What or how much change is expected? Restrict the sale of sodas
and other sugary drinks that are larger than 16 fluid ounces in food
establishments such as restaurants, movie theaters, sports arenas, delis,
food trucks, and street carts

+ Where will the change occur? Allegheny County
+  When will the change occur? By June 30, 2018

The action verb of an objective indicates a clear action. Verbs such as
“understand” or “know” can be replaced by more specific ones such as “list”
or “write.” A list of frequently used action verbs can be found from http://
www.cdc.gov/healthyyouth/tutorials/writinggoal/docs/wgg_verb-list.pdf.

Measurable (or Observable)

In the first example in the preceding section, the measurable outcome is
whether the African American girls have increased their physical activity to
40 minutes per day. To measure the change that has occurred, you would
compare the percentage of African American girls engaging in 40 minutes
of daily physical activity as shown in the youth risk behavior survey that
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the school administers in 2017 to the percentage that were exercising in
2015 (30%).

In the second example, the achievement of the objective is a one-time
event—the adoption of the policy—that does not involve measuring a
quantity. However, one can observe whether the policy has been adopted
and whether the policy has been disseminated. The observable outcome
is whether the policy has been adopted. To verify that the policy has
indeed been adopted, you could obtain official documents. Verification of
dissemination could occur after the policy has been enacted and publicized
as part of the public health department’s periodic sanitary inspection of
food establishments such as restaurants, movie theaters, sports arenas,
delis, food trucks, and street carts.

Achievable (Reachable)

For objectives that have a quantifiable outcome, a baseline measure will
assist in estimating the level of success that one might expect to achieve.
Decide whether your objective is reachable by considering baseline mea-
surements as well as by using your knowledge and experience in this area.
For example, if at the start of the program, 30% of students engage in
20 minutes of physical activity per day, it may be too ambitious to aim to
increase the proportion of students who exercise an hour daily to 80% by
2017. An increase to 50% might be more achievable.

In practice, your estimation would depend on the strategies that you
were planning to implement as part of the health promotion program. In
the first example in the preceding section, if the intervention strategies
focused only on instruction about the value of exercise, one would choose
a smaller number. But if the intervention included a program in which all
K-6 teachers provide exercise breaks for students at their desk for 5 to
10 minutes several times a day, the number of students who achieve the
goal would increase more than if the intervention were just instruction.

In the second example the objective is a step toward a healthy food
environment. However, achieving a healthy food environment represents a
large goal that will take time. The objective to adopt and disseminate a policy
to prohibit the sale of large sugary drinks in all restaurants and public eating
establishments is one of the items that needs to be accomplished. Objectives
related to public education about the new policy and enforcement might
be subsequent steps (objectives) once this objective is achieved.

Realistic, Meaningful, and Important

Objectives need to address concerns that are absolute priorities. Programs
are expensive in terms of money and people’s time and energy. Often,
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there is a limited window of opportunity in which to address a concern. A
limited budget may force you to trim the scope of a program’s activities.
A program’s objectives will determine its interventions and its advocacy
agenda. For these reasons, from the beginning, you need to ask whether an
objective is realistic and whether it is the most important and meaningful
way to address a health concern.

Time-Phased

Effective objectives are time-phased. By what date do you want the outcome
to be achieved? A time frame is important to establish because the type
and intensity of your interventions, activities, and evaluation will depend
on how much time you think it will take to achieve your goal.

Deciding on Program Interventions

Once the goals and objectives of a program have been written, the health
promotion program staff, stakeholders, and participants need to identify the
interventions or strategies that will facilitate attainment of each objective
and all goals. The most effective interventions are culturally appropriate
and based on health theories and models. An intervention is any set of
methods, techniques, or processes designed to effect changes in behaviors
or the environment. Identifying the interventions explains how you intend
to achieve the objectives.

In planning program interventions, first consider the range of inter-
ventions available to be used in health promotion programs:

+  Instruction: teacher-based lessons (for example, lecture, discussion,
group work) and individual-based instruction (for example, web-based,
wearable personal health devices, written or audiovisual materials,
smart phones)

+  Counseling: individual or group sessions, behavioral modification,
behavioral contracting, skill building, or social support (texting)

»  Regulatory strategies: policy mandates, legislation, ordinances, rules,
regulations

+  Environmental change: changes in the physical, social, or economic
environment that provide incentives or disincentives for behavior
change

+  Social support: support buddy, support group, social networks

+  Direct interventions: screening, referral, treatment, and follow-up to
stimulate needed changes
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+  Communication or media outreach: mass media, such as radio, TV,
newspapers; personal media, such as social media, personal health
devices, and texting; printed media, such as pamphlets, billboards,
posters, direct mail, and church bulletins

+  Advocacy: organizing at the site, coalition building, community devel-
opment, social action, meeting with legislative representative

In planning which interventions a health promotion program will use,
it is important to match the intervention to the specific needs of the priority
population as well as to choose interventions that represent a broad range
of approaches in order to affect the priority population in different ways,
depending on whether individuals need knowledge, practice in specific
skills, change of attitudes, change in behaviors, support by significant
others, or broad environmental change. For example, drug abuse prevention
programs for school-age adolescents can achieve significant reductions in
the rates of social, behavioral, and academic problems when interventions
are designed for youths who are at risk to experiment with drug use.
However, this instructional program designed to prevent alcohol and drug
use in adolescents would not be effective for adolescents who already
have an addiction problem; the interventions that they would need would
be quite different. The selection of the intervention strategies is guided
by health behavior theories. For example, the social cognitive theory,
diffusion of innovation, and transtheoretical model are among the widely
used theories.

The Institute of Medicine (1994) identified preventive interventions for
different priority populations and different health problems and concerns.
The model uses the range of identifiable risk to categorize preventive
interventions. The three levels are:

1. Universal preventive interventions: The priority population is the
general public or a population that has not been identified on the basis
of individual risk. In other words, these interventions are designed
for everyone. Universal preventive interventions are found to have
mild to strong influences on different health concerns among different
populations. Examples of this type of intervention include mass media
campaigns via public service announcements on TV and social skills
instruction provided to all K-12 students.

2. Selective preventive interventions: The priority population is indi-
viduals or a subgroup of the population whose risk of developing illness
or disorders is significantly higher than average. Examples include
an education program to encourage construction workers to wear
earplugs or protective devices when operating noisy machinery and
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grief counseling sessions provided to students who are experiencing a
traumatic loss.

3. Indicated preventive interventions: The priority population is high-
risk individuals who have detectable signs or symptoms but have not
reached the diagnostic criteria of a particular health problem. Indicated
preventive interventions are found to have better effects on identified
health issues. An example would be a smoking cessation program for
heavy smokers.

Weisz, Sandler, Durlak, and Anton (2005) expanded the Institute of
Medicine’s model of preventive intervention to five levels of strategies;
health promotion and positive development strategies, and treatment
strategies are added to the components of the Institute of Medicine’s model.

1. Health promotion and positive development strategies address an
entire population with the goal of enhancing strengths in order to
reduce the risk of later problem outcomes or to increase prospects
for positive development. Examples include programs that focus on
building personal and social skills through teacher, parent, and youth
training and development of individualized action plans to improve
fitness levels after receiving the results of a fitness screening test.

2. Universal preventive strategies are approaches designed to address
risk factors in an entire population without attempting to distinguish
who is at elevated risk. Examples include programs that address risk
factors in broadly defined population groups (for instance, a pro-
gram in which all children in a particular grade or age range receive
anti-bullying instruction and improved recess supervision in which
teachers intervene with guided discovery when there is bullying on the
playground).

3. Selective preventive strategies are approaches in which specific
groups that share a significant risk factor, and interventions are designed
to reduce that risk. An example of a selective preventive strategy is
providing visits by a public health nurse to a young, unmarried, and
economically disadvantaged pregnant woman to promote behaviors
during and after pregnancy that will be healthy for both the woman
and her child.

4. Indicated preventive strategies are approaches designed for individ-
uals who have significant symptoms of a disorder but do not meet
diagnostic criteria. An example of an indicated preventive strategy is a
home-based and school-based intervention that focuses on disruptive
boys in kindergarten.
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Table 5.1  Typology of Health Promotion Interventions

Level Strategies

Health promotion Focus on information, modeling, education, and training in order to promote
interventions for change in knowledge, attitudes, beliefs, and behavior in regard to health risks
individuals such as smoking, eating, and physical activity.

Policy and practices of Focus on organizational change and consultancy in order to change organizational
organizations policies (rules, roles, sanctions, and incentives) and practices in order to produce
changes in individuals’ risky behavior and greater access to social, educational,
and health resources that promote health.

Environmental actions Focus on social action and social planning at existing sites and on creating new

and social change at sites (for example, organizations, networks, or partnerships) in order to produce
sites change in organizations and redistribute resources that affect health.
Public advocacy Focus on social advocacy in order to change legislative, budgetary, and institutional

settings that affect community, organizational, and individual levels.

Source: Adapted from Swerissen and Crisp, 2004.

5. Treatment interventions are approaches designed for individuals
who have high symptom levels or a diagnosable illness or disorder.
These interventions apply to those individuals’ diagnosed illnesses and
disorders. The interventions (treatment) usually take place in clinical
settings.

Table 5.1 presents different types of interventions along with corre-
sponding methods, techniques, or processes designed to effect changes
in behaviors or the environment. The four types of interventions focus
on health promotion interventions for individuals, policy of organizations,
environmental actions and social change at sites and beyond, and public
advocacy. While the types are nested within one another, they involve
different processes (Swerissen & Crisp, 2004).

Health promotion interventions are often created (designed) for a
priority population. Interventions that have already been developed can
also be selected (or sometimes purchased) and used. Program staff can
now select from an increasing number of evidence-based health promotion
interventions that have been researched and reviewed for their effectiveness;
evidence-based interventions will be discussed later in this chapter.

Selecting Health Promotion Materials

Many health promotion intervention materials are developed by govern-
ment or commercial developers. Existing materials can be obtained from
the catalogues published by government agencies or companies, but they
need to be reviewed before use. Even if the materials are considered
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acceptable, they still need to be pilot-tested by a sample group of the prior-

ity population. The following questions in regard to the program objectives,

theoretical foundation, interventions, and strategies can be examined:

.

Do the program materials enable the objectives to be met?

Do they deliver the intended theoretical methods and practical
strategies?

Do the materials fit with the priority population?
Are the materials attractive, appealing, and culturally appropriate?

Are the messages delivered by the materials consistent with the
program objectives?

Will the materials be properly used in the planned intervention?

After the materials are determined to be appropriate, the following

criteria can be considered:

Availability. The availability of the material, in terms of quantity and
time frame, can be considered in the planning stage. Reproduction
may be possible if permission is granted. Companies that produce
intervention materials may charge for them on the basis of quan-
tity or frequency of use. Many materials are placed on the web
in formats such as web pages, PDF documents, PowerPoint pre-
sentations, Word documents, videos, audio files, or graphics files.
Increasingly personal health devices and smartphone and tablet
apps are used to deliver programs. Attention is required to assure
that participants have access to and know how to use the tech-
nologies. If modification is needed, permission is to be obtained
from the developer in advance and proper acknowledgment can be
included in the materials.

Readinglevel. The reading level of a piece of writing indicates how easy
it is to read by assigning it a school grade level. The reading level
often determines whether the intervention material is acceptable
for the intended participants. Low reading literacy in the American
general population has become a challenge in developing health
promotion materials. Using graphics and short sentences helps to
make materials accessible to populations with low levels of literacy.

Production quality and suitability. To address the overall suitabil-
ity of materials (including reading level), Doak, Doak, and Root
(1996) developed the suitability assessment of materials (SAM).
Although SAM was developed for use with print materials, it
has also been used to assess videotaped and audio instructions.
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SAM scores materials in six categories: content, literacy demand,
graphics, layout and typography, learning stimulation, and cultural
appropriateness. SAM vyields a final percentage score, which falls
into one of three categories: superior, adequate, or not suitable.
SAM can be used to identify specific shortcomings that reduce the
suitability of materials either in the developmental stage or in final
form. (A full description of SAM and a scoring sheet are available
in Doak, Doak, & Root, 1996.)

Using Evidence-Based Interventions

Evidence-based health promotion interventions are conceptualized as the
delivery of optimal care through integration of current best scientific
evidence, clinical expertise and experience, and preferences of individuals,
families, organizations, and communities. They provide to practitioners
interventions that are critically appraised and that incorporate scientific
evidence into practice. Evidence-based health promotion interventions
identify the priority populations that would benefit from the interven-
tion and the conditions under which the intervention works and may
indicate the change mechanisms that account for intervention effects.
The interventions include various tested strategies for different diseases
or behaviors. A defining characteristic of evidence-based interventions is
their use of health theory in both developing the intervention content
(activities, curriculum, tasks) and evaluation (measures, outcomes).

Numerous health promotion interventions are initiated, evaluated, and
found to be effective. Examples can be found in the published literature
by using the free PubMed database (http://www.pubmed.gov) created by
the National Library of Medicine and the National Institutes of Health.
Use key words related to the health behavior that is of interest to you.

Three key sources of evidence-based health promotion interventions
are operated by the federal government. The first is the National Registry
of Evidence-Based Programs and Practices (NREPP), which was developed
and is maintained by the Substance Abuse and Mental Health Services
Administration (SAMHSA) in the U.S. Department of Health and Human
Services. NREPP (http://www.nrepp.samhsa.gov) is a searchable database
of interventions for the prevention and treatment of mental and substance
use disorders (Figure 5.1). NREPP uses a voluntary, self-nominating system
in which intervention developers elect to participate. There will always
be some interventions that are not submitted to NREPP, and not all that
are submitted are reviewed. Nevertheless, new intervention summaries are
continually being added to the site. The registry is expected to grow to a
larger number of interventions over time.


http://www.pubmed.gov
http://www.nrepp.samhsa.gov
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Figure 5.1 Search Page on the Website of the National Registry of Evidence-Based Programs and Practices

The second federal source of evidence-based health promotion
interventions, Guide to Community Preventive Services (http://www.the
communityguide.org), is a resource from the Centers for Disease Control
and Prevention that evaluates the effectiveness of broad intervention
categories through systematic research reviews. The Guide takes a broader
approach looking at evidence-based policy and the community initiatives.
Figure 5.2 shows an example of a summary of evidence from the Guide.
The example is for tobacco cessation.

The third resource is Research-tested Intervention Programs (RTIPs)
developed and maintained by the National Cancer Institute (http://rtips
.cancer.gov/rtips/index.do). RTIPs is a database of programs as well as
products that individuals, groups, and organizations can access and use
(Figure 5.3). RTIPs is linked to the Guide to Community Preventive Services.

Identifying Appropriate Evidence-Based Interventions

Using NREPP, Guide to Community Preventive Services, and RTIPs, you
have choices about interventions that you can use in your program.
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http://rtips.cancer.gov/rtips/index.do
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Figure 5.2 Community Guide Evidence Summary Example Using Tobacco Cessation

To identify evidence-based interventions that are appropriate for your
health promotion program, consider the following:

Contexts for intervention. The array of settings in which the inter-
vention might be based needs to be considered when deciding
which evidence-based interventions would be most appropriate
to address specific goals. Settings to consider include homes,
schools, churches, primary care clinics, residential facilities, com-
munity centers, boys and girls clubs, after-school programs, teen
social centers, sports team facilities, volunteer centers, and sum-
mer job settings. Preventive interventions can be sited in the places
where the prioirty population lives or at the sites of other activities.

Coverage across the range of populations or settings involved in
a health concern. Many of the most prevalent and significant
risks and issues pertaining to specific health problems can now be
identified through published empirical data, but significant gaps in



USING EVIDENCE-BASED INTERVENTIONS 127

wi\l JONA L Research-tested Intervention Programs (RTIPs)
AN RTIPs - valng Science into F‘mgrams for F‘enp\s

I

BRTIPs Home WRIIPs Archive M Erequently Asked Questions M Fact Sheet M ContactUs &) Cancer Control PLAMN.ET. Home &

Use the link below to select a number of criteria, and

see a list that contains evidence-based programs from e [Tt o [T

several fopics. « Informed Decision Making
. * -Prostate Cancer Screening: Making the Best Decision (Post date: April,
Select from 167 Evidence-Based 2016)

Intervention Programs

« Colorectal Cancer Screening

cR;:f:r‘s;ﬁiﬁ;aﬁ;gsibﬁg g{l%"r‘:;”%‘z‘?fjg -Family CARE (Colorectal Cancer Awareness and Risk Education) Project
and is designed to provide program planners and R

public health practitioners easy and immediate access -Community Cancer Screening Program (CCSP) (Post date: February,

to research-tested materials 2016)

Register your pro ram now and be part of * New evidence-based programs are released periodically. Please check for
the RTIPs Community. updates.

For more information on how fo participate in a RTIPs
review, read the RTIPs Submission and Review
Process: A Guide for Program Developers

News and Announcements About RTIPs
Search Research to Reality (R2R) &, « RTIPs highlighted in the University of Kentucky News &

NCI's online community of practice that
links cancer control practitioners and
researchers, for discussions, cyber-

seminars, and much more

RTIPs and Research Reviews Tools Available:

The Guide to Community Preventive — [[2e==s « Putting Public Health Evidence in Action &: The Cancer

Services & evaluates the effectiveness WHKI.II“TT Prevention and Control Research Network (CPCRN) has
of types of interventions (as opposed to [y’ . GUlEorg created an interactive training curriculum to support e Acion
individual programs) by conducting e community program planners and health educators in

systematic reviews @ of all available What Works to developing skills in using evidence-based approaches

research in collaboration with pariners. | fromote fealth

The Task Force & on Community

Preventive Services then uses the systematic review
findings as the basis for their recommendations for
practice, policy and future research. The symbol to the

right links to Community Guide findings. Many We welcome your feedback on the Research-tested Intervention Programs
Research-tested Intervention Programs (RTIPs) are website. To submit feedback, please contact us. Thank you for helping to
directly linked to associated Community Guide improve this site for the cancer control community.

findings.

If you use tobacco and are trying to quit, please visit Smokefree.gov &.

Figure 5.3 Home Page of the Research-Tested Intervention Programs (RTIPs) Website

coverage still remain, both in terms of information and appropriate
interventions. For example, although anorexia interventions may
have demonstrated effectiveness among the 15 to 24-year-old
females who have the highest prevalence, the settings and program
designs may not apply well to preadolescents. You would search
extensively and find the most appropriate design for your audience.

Knowledge of what population interventions will be effective for—
and under what conditions. For each intervention that works,
you need to know as much as possible about the population within
which benefits accrue. You need to know in what settings an inter-
vention works. Even the best-supported interventions are apt to be
beneficial for some groups (defined by age, gender, socioeconomic
status, or other demographic characteristics) but not for others and
in some settings but not in others. Understanding factors (in terms
of population groups and conditions) that moderate intervention
effects is essential to understanding how and to whom to apply
various health promotion interventions.
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Impact of race, ethnicity, and culture. Factors of race, ethnicity,
and culture—for example, norms, beliefs, and values derived from
their respective cultures—influence the priority population and
program site. An effective intervention must be compatible with
relevant norms, beliefs, and values or must incorporate the ability to
understand, respect, and work with differences. Responses to health
promotion interventions may differ on the basis of participants’
ethnicity or culture.

Staff creativity, experience, and clinical expertise. Evidence-based
interventions have explicit protocols described in intervention
manuals that may provide essential principles and guidelines
but still allow considerable flexibility and use of staff’s creativity,
experience, and clinical expertise in the effort to achieve desired
intervention outcomes. Specific elements of these interventions,
combined in ways that fit the distinctive characteristics of the indi-
viduals, may produce genuine benefits. For example, an element
such as a role-playing activity to strengthen self-efficacy in refusing
a cigarette could be modified and used in another intervention
program to model how to ask friends to wear seat belts when one
is driving.

Balancing Fidelity and Adaptation

Evidence-based interventions have prescribed protocols to direct the imple-
mentation or use of the intervention, including a detailed set of instructions,
materials, and staffing requirements. Furthermore, there is a prescribed
implementation process as well as staff training and development. Devel-
opers of evidence-based health promotion interventions try to facilitate
maximum fidelity to the essentials of intervention while still allowing maxi-
mal adaptation for the specific needs of a setting.

Fidelity defines the extent to which the delivery of a health intervention
conforms to the curriculum, protocol, or guidelines for implementing
that intervention. Intervention fidelity is rated from high to low. A high-
fidelity intervention would be delivered exactly as intended by the people
who created it. A low-fidelity program would be delivered quite differently
than intended by the people who created it. Adaptation defines the degree
to which an intervention undergoes change in its implementation to fit the
needs of a particular delivery situation. The apparent antithesis of fidelity,
adaptation could alter program integrity if an intervention is adapted
so drastically that it is not delivered as originally intended. However,
it is possible for an intervention to be rendered more responsive to a
particular priority population through the adaptation process. For example,
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adaptation could increase an intervention’s cultural sensitivity and its fit
within a new setting.

Researchers suggest that modifying an intervention is acceptable
up to a zome of drastic mutation; after that point, further modifica-
tion will compromise the program’s integrity and effectiveness (Hall &
Loucks, 1978). In working with evidence-based interventions, it is nec-
essary to have a balance between fidelity and adaptation in order to
fine-tune the complex, dynamic interaction between a health promotion
intervention and its priority population and environment. Schinke, Broun-
stein, and Gardner (2002) recommend guidelines to help balance fidelity
and adaptation:

1. Identify and understand the theory behind an intervention. What are
the intervention’s theoretical underpinnings? Reading the published
literature on the intervention and talking with the individuals who
developed the intervention are two strategies for answering this ques-
tion. Understanding the mission, goals, and objectives of a particular
intervention can help program staff to persuade stakeholders of the
current health promotion program of an intervention’s utility to them
in the given environment.

2. Assess fidelity and adaptation concerns for a particular site or setting.
Determine what adaptation might be required to meet the needs of the
priority population and the environment where the intervention is to
be implemented.

3. Involve the individuals who developed the intervention. Talk with them
about their thinking as they shaped the intervention. Consultations
with other groups that have implemented the intervention in similar
environments may also be helpful.

4. Talk with the stakeholders at the site where the intervention will
be implemented. Discuss your thoughts on the balance of fidelity
and adaptation in order to understand concerns, build support, and
generate input on how to achieve successful implementation.

5. Employ an analysis of core components. A core component analysis
is a listing of an intervention’s core ingredients followed by discussion
with program staff, participants, and stakeholders about which are
essential for success and which are more amenable to modification
in order to meet local conditions and needs. Table 5.2 shows a list
of core components for an intervention to prevent substance abuse
in elementary schools and areas to consider for adaptation. A core
component analysis can be a bridge between intervention developers
and practitioners.
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Table 5.2  Core Component Analysis for an Intervention to Prevent Substance Abuse in an Elementary School

Core Component Description of Areas to Consider for Adaptation
Content focus Intervention focuses on generic life skills and specific skills for avoiding the use of
alcohol and tobacco. Consider adding marijuana as a content area.
Modeling and Instructor demonstrates new skills using set scripts; participant then performs the
behavioral rehearsal skill within the session. Consider student-produced scripts and use of upper

elementary and middle school students as peer leaders in sessions.

Homework assignments  Assignments (for example, journaling, practicing a skill at home with a parent or
others) reinforce concepts.

Cueing Instructor cues students to use new behavior in a specific situation. Consider having
the upper elementary and middle school student peer leaders cue students
during school activities (for example, during lunch or before and after school
programs).

Self-monitoring Participants log behavior in order to enhance awareness and enactment of desired
behavior. Consider using web postings and discussion boards.

6. Develop an overall implementation plan based on these inputs. Include
a strategy for achieving and measuring the balance between fidelity and
adaptation as the intervention is implemented

These guidelines inform and facilitate an implementation process that
maintains fidelity to the concept of the intervention and makes necessary
adaptations to facilitate effective delivery.

Developing Effective Policies and Procedures

Health promotion programs do not operate in a vacuum. They operate
within the structure of their setting. Each setting (school, workplace, hospi-
tal, community) has its policies—operating rules that specify people’s rights
and responsibilities as well as spelling out the rights and responsibilities
of the organization in regards to its stakeholders (for example, students,
employees, clients, or members). Policies are the backbone of health promo-
tion programs. Effective policies clearly state the health values and priorities
of the organization and are tailored to the unique requirements and needs
of the setting and stakeholders. Drawn from the policies are procedures,
which typically address program logistics and day-to-day operating details
such as recruitment, retention, and recognition of program participants.
The model smoke-free workplace policy in Table 5.3 was promulgated
and promoted by the New York City Health Department for use by
businesses and organizations at their sites in order to clearly state that
smoke-free workplaces are required by law and, furthermore, that each
organization, by personalizing the policy through such action as adding its
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Table 5.3  Sample Smoke-Free Workplace Policy for New York City

- Purpose. A smoke-free policy has been developed to comply with the New York City Smoke-Free Air Act
(Title 17, Chapter 5 of the Administrative Code of the City of New York) and New York State Clean Indoor
Air Act (Article 13-E of the New York State Public Health Law), and to protect all employees and visitors
from secondhand smoke, an established cause of cancer and respiratory disease. The policy set forth
below is effective March 30, 2003, for all [company name] locations.

+ Smoke-Free Areas. All areas of the workplace are now smoke-free without exception. Smoking is not
permitted anywhere in the workplace, including all indoor facilities and company vehicles with more
than one person present. Smoking is not permitted in private enclosed offices, conference and meeting
rooms, cafeterias, lunchrooms, or employee lounges.

- Sign Requirements. “No Smoking” signs must be clearly posted at all entrances and on bulletin boards,
bathrooms, stairwells, and other prominent places. No ashtrays are permitted in any indoor area.

- Compliance. Compliance with the smoke-free workplace policy is mandatory for all employees and
persons visiting the company, with no exceptions. Employees who violate this policy are subject to
disciplinary action.

- Any disputes involving smoking needs to be handled through the company’s procedure for resolving
other work-related problems. If the problem persists, an employee can speak to [company department
and phone number for complaints] or lodge an anonymous complaint by calling the New York City
Department of Health and Mental Hygiene’s complaint line, 1-877-NYC DOH7 (1-877-692-3647) or on the
web at nyc.gov/health. DOHMH’s enforcement staff will take appropriate action to resolve the problem.

- The law prohibits employers from retaliating against employees who invoke the law or who request
management’s assistance in implementing it in the workplace.

- Smoking Cessation Opportunities. [Company name] encourages all smoking employees to quit smoking.
[The company medical department or worksite wellness program offers a number of services for
employees who want to quit.] Smoking cessation information is available from the New York Smokers’
Quit Line at 1-866 NY QUITS (1-866-697-8487).

+ Questions. Any questions regarding the smoke-free workplace policy can be directed to [company
department and phone number handling inquiries].

Source: City of New York, 2003.

name and placing the policy on the organization’s stationery, agrees with

the policy and supports smoke-free workplaces. What makes this a good

policy is its clarity, nonjudgmental approach, grievance alternatives, and

resources for support and for having questions answered about the policy.
There are many reasons to put health policies in writing:

+ It creates a supportive health-promoting environment.
+ A written policy is required by a law or by the organization’s insurance
carriers.

+ It makes legal review possible.

+ It provides a record of the organization’s efforts and a reference if the
policy is challenged. It may protect the employer from certain kinds
of claims by stakeholders such as employees, families, or students.
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.

A written policy is easier to explain to stakeholders.

Putting the policy in writing helps stakeholders concentrate on impor-
tant policy information.

Developing a Health Promotion Policy

The policy development process guides the creation, writing, revision, and

adoption of policies. It can also identify outdated policies for archiving

health promotion goals and objectives, and it can identify gaps in policy.

The process for developing and implementing a health promotion policy is

as follows:

1.

Generate support from organization leaders and stakeholders.

Leaders. Provide leaders with a rationale for establishing a policy. Offer
them data that emphasize cost-effectiveness and benefits. Ask for
representatives to serve on the advisory committee.

Stakeholders. Provide stakeholders with knowledge about health con-
cerns (for example, passive smoking, cardiovascular disease, cancer,
or personal hygiene). Select representatives from different stake-
holder groups to serve on the advisory committee that will set
policies. Stress individual, family, and community benefits.

Organize a cooperative process for policy development.

Form an advisory committee to develop the policy. Designate one
person as chair. Include representatives from all segments of the
setting (for example, school, workplace, health care organization,
or community).

Review policy options.

Disseminate reports on the process, including the results and findings
of the needs assessment.

Develop policy content.

Locate policy samples from other similar organizations or government
agencies.

Draft the policy that is the best fit for prevention of disease or for health
promotion in the specific setting. Incorporate comments from the
public and input from stakeholders.

Prepare for implementation.

Send notification of the policy to those who will be affected well in
advance of the date when it takes effect. Notify people individually.
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Allow time for questions and adjustments during the transition period,
and have a contingency plan.

5. Implement the policy.

Devise a comprehensive plan, including a process for dealing with
grievances.

Make enforcement policy operational and consider any unanticipated
consequences or problems as learning opportunities to improve
the policy and its implementation.

6. Support stakeholders.

Support stakeholders—for example, by providing counseling, preven-
tive health care, or social support.

Continue to enforce the policy.
7. Evaluate the policy.

Periodically review the policy and its effectiveness. Reviewing the policy
will provide feedback on how to best implement the policy.

The most important task for every organization is to ensure that its
policy meets the needs of its stakeholders and setting. Whether or not laws
and regulations apply, the policy needs to address the key health topics of
concern. Organizations can write (or adapt) and organize content on the
key topics using whatever language and structure will best communicate the
information to their stakeholders. Organizations do not need to start from
scratch. They can borrow and adapt information from other organizations
and settings. For example, since the Drug-Free Workplace Act was passed,
many national, regional, and local programs have been set up to help
employers create effective policies. The programs provide free or low-
cost information, technical assistance, or model policies that organizations
can customize to meet their particular needs. For more information, visit
SAMHSA’s Workplace website and Helpline information at http://www
.samhsa.gov/workplace.

Basic Elements of an Effective Policy

The effective policy elements presented in this section are examples
from workplace policies in city government and small businesses to
promote drug-free workplaces. However, the elements can be adapted
for schools, health care organizations, and community settings in order to
develop health promotion policies across a range of health concerns,
problems, and issues.
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Statement of Purpose

Background

3

How was the policy developed? (For example, was it developed in
meetings with union representatives or employees representing dif-
ferent and diverse segments of the workforce, after consultation with
other organizations in the same industry, or in collaboration with the
organization’s legal counsel?)

Goals

What are the drug-free workplace laws and regulations (federal, state,
or local) with which the organization must comply?

What other goals does the organization expect to achieve? (For
example, does the organization hope to reduce or eliminate drug-
related accidents, illnesses, or absenteeism?)

Does the organization want to address the issue of preventing and
treating workplace drug use and abuse in the context of accomplishing
a broader goal of promoting worker health, safety, and productivity?

Definitions, Expectations, and Prohibitions

How does the organization define substance abuse?
What employee behaviors are expected?

Exactly what substances and behaviors are prohibited?
Who is covered by the policy?

When will the policy apply? (For example, will it apply during work
hours only or during work hours and also during organization-
sponsored events after hours?)

Where will the policy apply? (For example, will it apply in the workplace
while workers are on duty, outside the workplace while they are on
duty, or in the workplace and in organization-owned vehicles while
they are off duty?)

Who is responsible for carrying out and enforcing the policy?
Will the policy include any form of testing for alcohol or other drugs?

Are any employees covered by the terms of a collective bargaining
agreement, and if so, how do the terms affect the way the policy will
be carried out and enforced for those employees?
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Implementation Approaches

Dissemination Strategies

+ How will the organization educate employees about the policy? (For
example, the organization could train supervisors, discuss the policy
during orientation sessions for new employees, or inform all employees
about the policy through a variety of means—such as a section in the
employee handbook, posters in gathering places at work sites, or
information on the organization’s intranet system.)

Benefits and Assurances

+  How will the organization help employees comply with the policy?
+  How will the organization protect employees’ confidentiality?

+ How will the organization help employees who seek help for drug-
related problems?

+  How will the organization help employees who are in treatment or
recovery?

+  How will the organization ensure that all aspects of the policy are
implemented fairly and consistently for all employees?

Consequences and Appeals

» What are the consequences of violating the policy?

+  What are the procedures for determining whether an employee has
violated the policy?

+ What are the procedures for appealing a determination that an
employee has violated the policy?

Transitioning to Program Implementation

Once program staff, stakeholders, and participants decide on a pro-
gram’s mission, goals, objectives, interventions, outcomes, policies, and
procedures, a transition to program implementation occurs. Program
implementation is a process, not an event. It happens over time (maybe
over a number of years). Implementation will not happen all at once and
probably will not proceed smoothly, at least not at first. In the most effective
health promotion programs, staff, stakeholders, and participants are aware
of how the program changes and develops over time as it is implemented.
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According to Fixsen, Naoom, Blase, Friedman, and Wallace (2005), there

are six program implementation stages:

1.

Exploration and adoption involves program planning, including needs
assessments and programmatic decisions about mission, goals, objec-
tives, interventions, outcomes, policies, and procedures. Achieving
acceptance and support for the program in the setting is part of
this stage.

Program installation focuses on the structural supports necessary to
initiate a program. A capacity assessment (discussed in Chapter 4)
is the basis of program installation. A capacity assessment includes
ensuring the availability of funding streams, human resource strategies,
and supportive policy as well as creating referral mechanisms, reporting
frameworks, and outcome expectations. Additional resources may be
needed to realign current staff, hire and train new staff members,
secure appropriate space, or purchase needed technology (for example,
smartphones or tablets). These activities and their associated start-up
costs are necessary first steps in beginning a new program in any
setting (for example, a school, workplace, health care organization, or
community).

Initial implementation means operating a program for the first time
with the priority population in the setting. No amount of planning
and discussion can account for all the complexities involved when staff
members run a program with the program participants; there are too
many unknowns until a program has been operating for some period
of time. During initial implementation, the compelling forces of fear
of change, inertia, and investment in the status quo combine with the
inherently difficult and complex work of implementing something new
at a time when the program is struggling to begin and when confidence
in the decision to do the program is being tested. Learning from this
initial experience and in particular from unanticipated consequences
(both good and bad) is important to meeting the priority population’s
needs. Surprises and challenges may change the trajectory of the
program but hopefully will not derail its work to address peoples’
health needs. The strength of many programs can be traced to what is
learned during the initial implementation about program participants’
needs, critical staff skills, program policies and procedures, and the
match between the program interventions and participant needs.

Full operation occurs when a program is operating with full staffing
and full client loads, and all of the realities of doing business are
impinging on the newly implemented program. Once an implemented
program is fully operational, referrals are flowing according to the



SUMMARY

agreed-on inclusion or exclusion criteria, practitioners are carrying
out the evidence-based practice or program with proficiency and
skill, managers and administrators are supporting and facilitating the
new practices, and the setting has adapted to the presence of the
program. Over time, the program becomes accepted practice and a
new operationalization of “business as usual” takes place in the setting
(see, for example, Faggin, 1985). At this stage, the anticipated benefits
are realized as the program staff members become skillful and the
procedures and processes become routine.

5. Innovation happens over time as staff, stakeholders, and partici-
pants learn what works with a priority population in a particular
setting. Changes in staff, feedback from evaluations, and new condi-
tions present opportunities to refine and expand the program. Ensuring
cultural competence of the program is an important part of program
innovation.

6. Sustainability is about long-term program operation. Skilled practi-
tioners and other well-trained staff leave and must be replaced with
other skilled practitioners and well-trained staff. Leaders, funding
streams, and program requirements change. New social problems arise;
partners come and go. External systems change with some frequency;
political alliances are only temporary; and champions move on to other
causes. And in spite of all these changes, program staff, stakeholders,
and participants adjust without losing the functional components of
the program or letting the program die from a lack of essential financial
and stakeholder support. The goal during this stage is the long-term
survival and continued effectiveness of the implementation site in the
context of a changing environment.

Summary

Planning a health promotion program requires that staff, stakeholders, and
participants all know what a program seeks to accomplish and how it will
go about trying to accomplish it. As part of planning, decisions are made
about the program’s mission statement, and goals and objectives are set.
Questions about using existing interventions, creating new interventions,
or adapting and modifying interventions to achieve program goals are
all explored. Increasingly, health promotion programs use evidence-based
interventions drawn from health theory, paying attention to the balance
between fidelity to the core functions of an intervention and adaptation
to meet specific needs in a particular setting, in order to maximize a
program’s success in achieving its goals and objectives. Cultural sensitivity
and appropriateness of the interventions are critical considerations at this
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pointin the planning process if the program is to eliminate health disparities
among the priority population.

Another part of planning for a successful program is reviewing, creating,
or refining policies in order to clearly state the health values and priorities
of the organization or community in ways that are tailored to the unique
requirements and needs of the setting, staff, stakeholders, and participants.
Procedures support a program by addressing the health concerns within
the context of the site as well as by serving as a foundation for the program’s
day-to-day operation and logistics.

With all of the decisions about mission, goals, objectives, interven-
tions, policies, and procedures made, the staff can move forward with
implementing the program.

For Practice and Discussion

1. Identify the main differences between mission statement, goals, and
objectives in planning a health promotion program. How are these
statements related to each other?

2. What is the SMART approach to writing program objectives? What
does SMART stand for? Write clear objective statements using the
SMART approach, including the four W’s rule, for an intervention
program to reduce childhood obesity in alow-income African American
community.

3. In your opinion, what are the key factors in selecting different types
of interventions to achieve program objectives? What are the differ-
ences between universal preventive interventions, selective preventive
interventions, and indicated preventive interventions?

4. Explain the critical components in designing a health promotion
intervention for HIV/AIDS prevention among college students. What
theory, method, and materials would you select? What website might
provide evidence-based programs? If the materials are from the Inter-
net, how would you determine their appropriateness?

5. What would be the process for developing policies for a smoke-free
campus? Who would be the leaders, stakeholders, and enforcer? Where
can you find sample policies? What elements do you need to consider
in developing the policy?

6. You have been hired by a business to plan, implement, and evaluate
a program to promote physical activity among its 450 employees in
Los Angeles, California. Fully one-third of the employees are Latino,
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CHAPTER 6

IMPLEMENTATION TOOLS, PROGRAM

STAFF, AND BUDGETS

Jean M. Breny, Michael C. Fagen, and Kathleen M. Roe

From Program Planning to Action LEARNING OBJECTIVES
PIanning - Compare action plans, logic models,

and timelines and describe their
One of the most critical steps in the health promotion application to program
planning process is the creation of practical and specific implementation.

action plans. These practical documents are based on . "
- Discuss approaches to recruiting,

the program’s goals, objectives, and interventions. A good i, 1, 2 G

action plan provides a summary of how the program needs program staff with the necessary

to progress. The plan links the specific activities that will skills, commitment, and ability to

be undertaken with the outcomes desired. Once devel- work effectively with a variety of

oped, the action plan helps staff members track progress, stakeholders.

adapt to changes, and document accountability as the - Suggest methods of advertising

program unfolds. Because the action plan shows what program staff openings to attract

is planned, it can also serve as a key document in pro- highly qualified applicants.

cess evaluation—an ongoing review of the process by - Describe the relationship between

which the program is implemented and of the impact that income and expenses as it pertains to

the process has on the outcomes. Process evaluation, an the sound fiscal management of

important part of program evaluation, is discussed in detail programs.

in Chapter 10. - Describe the role of program staff,
Table 6.1 provides an abbreviated example of how their rights, and their responsibilities

goals, objectives, interventions, and activities can be to program funders.

written into an action plan that ensures that all the steps
needed to accomplish each intervention are identified and
assigned to a staff member to be completed by a certain
date. In the example in Table 6.1, one of the goals of the
school is to maintain the number of children who are within
their healthy weight zone as they progress through school.
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Table 6.1  Constructing an Action Plan That Documents Activities Needed to Execute Strategies

Goal: Decrease the number of students who are overweight and at risk of being overweight in Adams County Middle Schools while
maintaining the number of students who are at their correct weight for their height and age.

Objective 1. Increase the number of students who are physically active for sixty minutes each day from 30 percent to 55 percent by the
end of the school year.

Objective 2. Increase the number of students who can achieve the Healthy Fitness Zone on all components of the FITNESSGRAM from
15 percent to 30 percent by the end of the school year.

Objective 3. Increase the number of students who can identify and describe the components of fitness from 65 percent to 85 percent
by the end of the school year.

Objective 4. Increase the number of students who choose to eat five fruits and vegetables each day from 15 percent to 35 percent by
the end of the school year.

Objective 5. Decrease the number of students who daily eat high-fat, high-salt, low-nutrient foods from 80 percent to 65 percent by
the end of the school year.

Interventions
(What will facilitate
achieving the specific

objective?)

Activities
(What are the - action
steps to implement

the intervention strategy?)

Personnel
(Who will ensure
that each action step
is completed?)

Time Frame
(By what date does the
action step need to be
completed?)

Interventions for Objective 1:

1.1. Purchase evidence-based
physical activity program that
promotes physical activity
breaks within the classroom
as a means to improve
academic achievement as
well as increase daily physical
activity.

1.2. Add program components to
increase amount of time
students engage in moderate
to vigorous activity while in
physical education classes.

1.3. Implement fitness testing
followed by development of
individualized self-
improvement fitness action
plans by each student.

1.1.1. Schedule professional
development for
elementary teachers.

1.1.2. Identify and secure needed

resources.
1.1.3. Provide professional
development.

1.1.4. Start sixth-grade program.

1.1.5. Start seventh-grade program.

1.1.6. Implement coaching initiative
to reinforce the implementation

of classroom activities.

1.1.7. Evaluate the implementation

of classroom activities.

1.1.1. Project director

1.1.2. Project administrative
assistant

1.1.3. Project director

1.1.4. Sixth-grade team

1.1.5. Seventh-grade team

1.1.6. Project director

1.1.7. Project evaluator

1.1.1. January 30
1.1.2. January 30
1.1.3. February 10
1.1.4. March 1
1.1.5. March 15
1.1.6. March 15
1.1.7. April 20

Another goal is to reduce the number of children who are overweight or

at risk of being overweight. Five objectives are provided that address both

goals. Objectives 2 and 3 both require a similar strategy: an improved or

enhanced physical education program. Objective 1 will also benefit from

an enhanced physical education program that increases the amount of time

that students engage in vigorous physical activity during physical education
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classes. In addition, the plan for objective 1 includes an intervention of
promoting physical activity as a way to take “brain breaks” within the
classroom, an intervention that is facilitated by the regular teachers, thus
increasing the number of minutes that students are actively involved in
aerobics, strength building, or flexibility exercises. (Only the activities for
the first intervention in objective 1 [scheduling classroom breaks] are
identified in the abbreviated action plan.)

In the following sections, two additional useful tools for moving from
planning to implementation—a logic model and a Gantt chart—will be
introduced. A logic model helps communicate the relationships between
program elements to stakeholders and potential partners as well as the
priority population (Erwin et al., 2003; McKenzie, Neiger, & Thackeray,
2012). Gantt charts help put program elements into a specific timeline in
an at-a-glance format that allows staff and stakeholders to better manage
the program (Timmreck, 2003). While the action plan also identifies a
time when each activity is accomplished, the Gantt chart displays this
information in the most useful format. Both logic models and Gantt charts
are dynamic tools that can be revised and updated at regular intervals to
reflect program development and growth.

Preparing a Logic Model

As its name suggests, a logic model is a visual depiction of the underlying
logic of a planned initiative. It shows the relationship between the program’s
resources (inputs), its planned activities (outputs), and the changes that
are expected as a result (outcomes). Logic models can take many forms,
but they all are designed to provide a simple graphic illustration of the
relationships assumed between the actions that will be initiated and the
anticipated results. Figure 6.1 shows how to set up a logic model. A logic
model reads from left to right. Each column flows into the next, indicating
that what is in each column depends on the column before it in order to be
successful. The logic model thus shows what the planners are assuming will
happen as the program progresses. It also allows the staff and stakeholders
to track any changes from what was assumed and analyze the impact of
those changes on program outcomes. Logic models are useful for program
staff and stakeholders, helping them to succinctly communicate and agree
on the overall plan (Gilmore, 2011; Keller & Bauerle, 2009; MacDonald
et al., 2001). A clear and simple logic model will explain in a single page
how what is planned will make a difference in the health behavior or health
status of a population.
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Inputs Activities Short-Term Intermediate Long-Term Goal
Outcomes Outcomes Outcomes (or Goals)

What is The The immediate Results of the Longer-term Overall
needed to intervention results of the activities that are results that purpose for
implement —»| strategies —»| activities —»| expected a little —» might notbe — the initiative
program or specific later seen until long
objectives activities after the

program has

ended

Figure 6.1 Schematic Logic Model
Source: Adapted from W. K. Kellogg Foundation, 2004.

Figure 6.2 is an example of a logic model for a program to prevent the
initiation of tobacco use among young people (MacDonald et al., 2001).
The program’s long-term goals are to reduce tobacco-related morbidity
and mortality and to decrease tobacco-related health disparities.

Program Inputs and Activities

The first two columns in the logic model in Figure 6.2 contain informa-
tion generated during the program planning process when the planners
developed the goals, objectives, and strategies. In the first column (Inputs),
the major resources from the state public health department, along with
its partners, are represented. These resources could include funding and
staff from the health department’s office of tobacco use prevention, the
program staff of the health department’s bureau of drug and alcohol edu-
cation, and the staff and resources of various community agencies, as
well as the staff and resources of the local education authorities (superin-
tendent, principals, school health council or school health teams, school
health coordinator). The shorthand notation of the logic model is used
so that the entire plan can be reduced to one page that identifies all the
critical elements that are needed to implement the program as well as
their relationship to each other. Resources could be staff, locations to hold
program events, organizational resources, appropriate supplies, equipment,
technology, curricula, or instructional resources.

Moving to the right from Inputs to Activities brings into focus the
specific strategies and interventions that were selected during the planning
process on the basis of the staff and stakeholders’ understanding of the
underlying problem, its context, the program’s theoretical framework,
and the desired outcomes. In this second column, the key strategies



Inputs Activities Outcomes Goals
Short-Term Intermediate Long-Term
Outcomes Outcomes Outcomes
Internet-based Increased media
multimedia awareness and
" skills to
literacy programs  ——|
focused on evaluate
outh tobaccp
Y advertisements
ﬁfcehsﬁll\rsb?rsaeigin Changes in Smoking Improved Reduced tobacco-
Personnel 9 knowledge, denormalized quality of life related morbidity
and tobacco : "
alcohol and’ | attitudes, among youth for youth and mortality
Fundin . behavior, and
9 other drug skills
Equipment education
Supplies .
UPPI Policy and
Materials {igeﬂ?;?g action Decreased Schools and Reduced Decreased tobacco-
. restrictions of access to communities initiation of related health
Partnerships sale of tobacco Ly tobacco promoting and tobacco use disparities
5 roducts to products in all supporting among youth
pace gwinors in neighborhoods tobacco-free
Technology disparate and communities youth
populations
Community Increased
partnerships access to
to improve community-
youth community based youth
activities and programs and
supports activities

Figure 6.2 Logic Model for Preventing the Initiation of Tobacco Use Among Young People
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specified in this plan are Internet-based multimedia literacy programs
focused on youth; school-based life skills and tobacco, alcohol, and other
drug education; policy and regulatory action; and community partnerships
focused on youth community activities and supports.

Outcomes

Moving from what is planned to what is hoped will happen, we arrive at
the three Outcomes columns on the right side of the logic model. The
Short-Term Outcomes column lists the things that we expect will happen
as an immediate result of each of the planned activities. For example,
the media literacy program, school-based prevention, policy initiatives,
and the community activities and supports increases students’ knowledge,
awareness, and skills, as well as produce changes in students’ attitudes. The
key is making sure that there is a logical link between the items that are
specified in the Activities column and what is assumed will happen if these
are properly implemented (specified in the Short-Term Outcomes column).

The Intermediate Outcomes column is next; it refers to results that
may not be seen after a single activity but can be measured or verified at
some future point. In the example, the planners are hoping to denormalize
tobacco use. This intermediate outcome could be assessed by doing student
surveys at school or within the community after the instructional programs
have been delivered for several years.

The column Long-Term Outcomes depicts the ultimate extension of the
program’s impact. If the activities are effective and the planners achieve both
the short-term and the intermediate outcomes, the logic model specifies
that the related long-term results that could be reasonably expected are
reduced initiation of tobacco use among youths and improvement in
youths’ quality of life. In this case, the program manager might think
that the program has been successful if measurements completed each
year of the program and for three years after the program is terminated
demonstrate a steady decline in youth tobacco use.

Most health promotion programs are designed to achieve a very long-
term outcome that is health- or disease-related. The ultimate very
long-term outcomes that are envisioned are the program’s goals. In this
case, as shown in the Goals column, a reasonable long-term outcome for
the program to set as a goal might be a 20% reduction in tobacco-related
morbidity and mortality 20 to 40 years later, when the youths who received
the intervention are adults. Another very long-term result (goal) for the
program to strive for is a decrease in tobacco-related health disparities.
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Not all programs achieve their desired outcomes; others achieve the
outcomes but not at the levels anticipated. If, in the example shown in
Figure 6.2, participants gain the intended knowledge by the end of the
exposure to the lessons but do not demonstrate any change in attitudes
or behavioral intention, the project manager will be able to identify the
point in the logical chain that needs reinforcement. Working backward
and forward within a logic model throughout the action phase of a
program provides valuable checks that can greatly enhance the program’s
effectiveness if the project manager is able to learn through analyzing what
has happened and why.

Logic models can be created several ways. The process can be partici-
patory and community building, such as when a community advisory group
is facilitated through the design of a logic model on a white board or posted
paper. This approach aims to build consensus around the program’s key
elements and expected outcomes among key players in a way that fosters
inclusion and ownership. The key staff members responsible for moving
from program proposal to implementation may elect to develop the logic
model as an internal document, limiting input and review to a smaller
group and using the resulting document as a staff roadmap. Logic mod-
els can even be developed by program evaluators through key informant
interviews, designed to illuminate what different stakeholders assumed and
noticed as the program got under way.

Logic models can be sketched by hand, developed in Word or Excel, or
created through the many templates available online (for example: http://
www.uwex.edu/ces/pdande/evaluation/evallogicmodelworksheets. html).
Just type “logic model template” into your browser and you'll see the range
of styles (Logic Model Templates, 2010). The online Community Toolbox
offers several different logic model styles: http://ctb.ku.edu/en/table-
of-contents/overview/models-for-community-health-and-development/
logic-model-development/example (KU Work Group for Community
Health and Development, 2015a). The most important thing is to go
through the process, alone or in a group, and then get that logic into a
chart that will help guide implementation.

Using a Gantt Chart to Guide Implementation

A logic model, as was just illustrated, provides a visual picture of the
underlying logic of a program and how its key components rely on and
build on each other. However, it does not provide one very important
thing—a timeline. This is where a Gantt chart comes in handy.


http://www.uwex.edu/ces/pdande/evaluation/evallogicmodelworksheets.html
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A Gantt chart is a visual depiction of a schedule for completing a
program’s objectives. This particular method of charting project activities
and phases over time was developed in the early 1900s by a mechanical
engineer, Henry Gantt. Originally drawn by hand on graph paper, Gantt
charts and other project management planning tools are now easily devel-
oped with software such as Microsoft Excel or Project. Ideally, a Gantt chart
is no more than a single page, even for a complex project. The goal is to
show in clean and simple lines the development of the project across time
and on time. (Remember that the action plan has the details of who will do
what by when in order to implement each strategy.) A Gantt chart will help
program staff to organize all of those people and activities across the time
that is available to complete the program (McKenzie, Neiger, & Thackeray,
2012). It will also help communicate this calendar to all of the program staff
and stakeholders. A good Gantt chart can quickly become one of the most
useful tools available to program staff.

While an action plan lists everything that must be accomplished by
date and by the person responsible, the items are presented in order of the
program’s goals and objectives. The action plan does provide the staff with
useful information, but completing a Gantt chart that puts all activities on
a common calendar allows the staff to make sure that nothing is overlooked
and to see at a glance what activities need to be accomplished—and by
when. In order to move from an action plan to a program timeline (a Gantt
chart), the following questions need to be answered:

+  Which activities need to be done before others?
+ What are the critical deadlines for each activity?
+  How much time will be needed for each activity?

+  Are there any scheduled holidays, vacations, or other predictable
periods in which less work might get accomplished or activities won’t
be successful?

+  When are our evaluation and progress reports due?

In the example in Figure 6.3, the intervention is a set of educational
activities: a workshop series, including a skill-building session, and a
follow-up workshop.

The Gantt chart in Figure 6.3 identifies all of the things needed in order
to complete one full cycle of the educational intervention. For example,
if program funding begins January 1, staff need to be hired and trained
immediately. If it is assumed that it will take 8 weeks to get the staff on board
and ready, the first workshop series can begin in late March and conclude
by late April, if the workshop is going to use instructional materials that
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Figure 6.3 Abbreviated Gantt Chart of Educational Activities
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have already been developed. If the staff is to construct or adapt the lessons,
additional time for curricula development would need to be built into the
Gantt chart. Continuing to plot the activities across actual time, it becomes
evident that the first full set of educational activities—and evaluation data
collection and reporting—will be completed by the end of July. But what if
the teaching staff assigned to the project typically take vacation in July? Or
what if staff are ready to start the workshops in February but the weather
is typically so harsh or unpredictable at that time of year that participants
might have trouble attending? These kinds of considerations stemming
from the organizational or community context are crucial when moving
from planning to action. A carefully designed and updated Gantt chart
helps the manager plan ahead, adjust, and stay on top of the program as the
specifics of implementation unfold.

A good Gantt chart also includes critical evaluation and reporting
deadlines. Figure 6.3 shows the evaluation data collection periods associ-
ated with each component of the educational intervention. Each period
concludes with an evaluation report. However, the funder or stakeholders
may require progress reports on a regular basis. If so, these need to be
added to the Gantt chart. If the process evaluation plans call for ongoing
monitoring of program activities for fidelity to the original design, that
monitoring also needs to be added to the chart.

There are several online tools planners can use for designing and
managing Gantt charts and project timelines. Among these are Smartsheet,
Gantter, and Google’s program, Ganttproject. All are easy to use, are
interactive, and can be shared with program staff. The most popular online
program management tool, however, is Microsoft Project, which comes
with the Office software suite of programs. Project is a great tool to
manage large or small projects. It creates timelines and Gantt charts, allows
you to assign resources to tasks, and easily manage the timelines when
implementation challenges occur. Tutorials for all of these programs are
available for free on the Internet. Find one that works for you and helps
you with the daily tasks of managing a program.

Additional Implementation Planning Tools

Logic models and Gantt charts are excellent implementation planning
tools. As health promotion programs increasingly emphasize changes to
the policies and environments (“structural changes”) that influence health
behaviors, additional planning tools are useful. One important resource for
structural change planning is provided by the CDC’s Healthy Communities
Program’s Action Guides (see Figure 6.4). Some of these guides provide a
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Action Guides

Working with Schools to Increase Physical Activity Among Children and Adolescents in Physical
Education Classes E [pPDF-1.8M] &

This action guide, developed by Partnership for Prevention, provides resources and key steps for working with schools to increase

physical activity among children and adolescents in physical education classes. It aspecific rect ion from The Guide

to Community Preventive Servicesinto "how to” guidance.

Facilitating Development of a Community Trail and Promoting Its Use to Increase Physical Activity
Among Youth and Adults & PoF-2m)&

This action guide, developed by Partnership for Prevention, provides resources and key steps to facilitate the development of a
community trail and promote its use among youth and adults. It translates a specific recommendation from The Guide to Community

Preventive Services into “how to” guidance.

Working with Healthcare Delivery Systems to Improve the Delivery of Tobacco-Use Treatment to

Patients % [POF-1.6M] &

This action guide, developed by Partnership for Prevention, provides resources and key steps for working with health care delivery

systems to improve tobacco-use treatment for patients. It a specific ion from The Guide to Community

Preventive Services into *how to® guidance. Tobacco-use screening and brief in-ervention is among the top clinical preventive services.

Promoting Health Equity: A Resource to Help Communities Address Social Determinants of Health
) (PDF-15M)

This action guide is for public health practitioners and partners who want to imorove health equity in their communities. The guide

offers advice from experts in local community leadership, public health, medicine, social work, sociology, psychology, urban planning,

sciences, and housing.

Media Access Guide: A Resource for Community Health Promotion & [PoF-1.5M] e
— Y

This action guide helps communities to develop effective relationships with the media and gain valuable news coverage for health- f i‘!
related issues. It offers:

« Instructions, tips, and templates for writing press releases, media advisories, and other media-related materials. . .

« Methods for monitoring media coverage.

« Strategies for placing public service announcements and hosting press conferences.

~ Top of Page

Figure 6.4 (DC's Healthy Communities Action Guides

series of action steps for conducting specific initiatives, such as developing
a community trail that promotes physical activity. Others provide case
studies of initiatives designed to produce far-reaching structural change,
such as promoting health equity. Additional guides focus on important skills
necessary for effective health promotion programming, such as working
with the media. All guides provide practical advice written in plain language,
and are helpful implementation planning tools that supplement your use
of logic models and Gantt charts.

Planning for Implementation Challenges

There are no right or wrong formats for an action plan, logic model, or
Gantt chart. All need to be thoughtful, living documents that help the
program staff and stakeholders accomplish the program objectives on time
and in the way intended. They are tools that program staff and stakeholders
(and even participants) can use to build and shape a program. Ideally,
they also reflect the energy, passion, and excitement of the program
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stakeholders for addressing health problems by proactively promoting
health and eliminating disparities.

Program staff prepare for changes and challenges during a program’s
implementation period; programs are planned on paper, but they take
place in schools, workplaces, health care organizations, and communities,
where change and challenge are to be expected. Talking about a program
is very different from actually implementing it. Chapter 5 discusses the
transition from planning to implementation and the six stages of imple-
mentation (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005): exploration
and adoption, program installation, initial implementation, full operation,
innovation, and sustainability. In the remainder of this section, we dis-
cuss implementation challenges that are often encountered when moving
through the stages, particularly program installation, initial implementa-
tion, and full operation.

Lack of attention to details is hampering execution of the program.
Attention to the details at the start of a program’s operation is
necessary and important. As the first day of program operation
approaches, brainstorm a list of details to attend to, down to “open
the doors and let people into the program.” Anticipating how
staff members will get to know participants’ names and contact
information, establishing how participants will arrive at the pro-
gram (for example, taking a bus, being dropped off by parents,
walking from their offices), having room door keys and equipment
ready to use, and having computer access are small details that, if
not attended to, will disrupt the flow and progress of a program.
Tending to these details establishes staff and participant relation-
ships that are trusting, supportive, and caring, which is important
because good staff-participant relationships are fundamental to an
effective health promotion program. It also has the wider effect
throughout the organization or setting on the program’s image and
creditability as a competent and caring resource that is an asset to
the organization.

The realities of actual program operations are more difficult than
program planners anticipated. Rarely do programs function as
planned, at least initially. There are too many unknowns and vari-
ables to permit program staff to plan for everything. Some typical
problems are confusion on the part of participants about start and
finish times (for example, date, day of the week, time) or location
(for example, street address, building, room number), equipment
problems, technology failures, program schedule conflicts caused
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by allotted times being either too long or too short, too few or too
many participants, and erratic attendance (for example, some par-
ticipants come late, others miss parts of the program, and some
have to drop out). All of these initial problems have the potential
to derail operations. These situations require staff members to
troubleshoot by quickly assessing problem areas and what actions
are needed to address them. When problems arise, it is essential
to avoid blaming the participants or the organization. Focus on
what is being learned, and incorporate it into the operation of
the program.

Staff and stakeholders do not follow the action plan or Gantt
chart. Staff and stakeholders often need to make decisions as the
program is developing, particularly in response to participants’
needs. Adherence to the plan and schedule may be viewed as
no big deal by a staff member but have real consequences if
future program segments depend on sequential completion of
activities and tasks. Not everyone has to agree on every detail in the
plan during program implementation; however, staff knowledge
of what is actually occurring is critical to problem solving when
programs struggle. Sharing the timeline and routinely referring
back to it helps everyone see the way in which their responsibilities
contribute to the integrity and ultimate success of the project. It also
helps people realize in advance what the consequences will be for
the entire program if they make independent decisions about the
program without communicating them to the entire staff. Having
frank and honest discussions of progress to date on a regular basis
and adjusting the timeline as needed can help keep everyone on
track. The Gantt chart will also help make expectations about
timelines very clear for staff, which is helpful in both program
process evaluation and staff performance evaluation.

Conflicts occur. Conflict and struggles are natural parts of program
implementation. Each staff member and stakeholder will have his
or her own work style, priorities, and level of commitment. For
some, working with the health promotion program may be only
one of their responsibilities. Complicating staff and stakeholders’
concerns is the fact that participants will each have their own
reasons and motivations for participating in the program. All of
these personal concerns can lead to conflicts in the daily opera-
tions and delivery of a program. Agreed-on deadlines are missed.
Conflicts are opportunities for program staff and stakeholders to
learn how best to move from theory to practice, from plan to
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action. Most adults are shy about engaging in conflicts, yet con-
flicts and struggles are hard to avoid, given the nature of the work
and of working with people and organizations who may have very
different agendas and needs. It is best to talk about the struggles.
Creative problem-solving and conflict resolution strategies can be
used in these situations. It is difficult and awkward to deal with the
conflicts and struggles, but there is a lot to be learned from them.

Unanticipated staff turnover leaves vacancies in positions that
are critical to accomplishing the plan. Hiring, training, and
retaining staff is an integral part of program implementation, as
we will discuss later in this chapter. The person who was hired
to provide instruction in the planned workshops may leave for
another position or is reassigned to another department, or the
process evaluation may indicate that this staff member is not
capable of delivering the instruction and must be assigned to other
responsibilities. When such emergencies occur, the Gantt chart
will help prioritize the next steps by identifying how much time
is available before the vacancy seriously disrupts the program. If
the disruption is for more than a very short time, updating the
Gantt chart to reflect the time spent dealing with the situation and
getting back on track will help guarantee that subsequent activities
are completed on time. It will also document what really happened
during implementation—a critical data element for the process
evaluation.

Crisis occurs in the organization or community, and the program
has to be put on hold. Despite the best planning, events sometimes
require staff or participants to focus their efforts in another area
for short or long periods of time. Deadlines for new proposals,
year-end reports, and emergencies can all interfere with health
promotion programs. If a program needs to be placed on hold, the
Gantt chart will be very helpful in getting back on track once the
crisis is resolved.

The timeline is unrealistic. This also happens. The process of moving
from an action plan to a Gantt chart timeline helps identify whether
this might be the case as all the necessary activities are placed on
one calendar. If the timeline turns out to be unrealistic, the staff
may need to “rightsize” the plan. Discussing the situation with
a supervisor or funder is helpful; it may be possible to get an
extension or additional support in order to bring the program to
completion on time and as planned.
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Staff members are unhappy with their jobs. Unhappy staff members
typically do not perform to their capabilities and contribute to
turbulent work environments. The best way to promote staff
satisfaction is through systematic hiring decisions followed by
quality training, management, and evaluation. Despite managers’
best efforts, however, some staff members may become dissatisfied
with their jobs. In these instances, it is important to help the staff
member find work in a different program or organization.

Staff members are challenged by working in teams. Working in
teams has become a common approach to implementing health
promotion programs. While some staff members naturally work
well in these types of small groups, others are challenged in a variety
of ways, which may include not being able to compromise, share
leadership, or make meaningful contributions. Effective leaders
engage their staff in a variety of team-building activities that are
designed to maximize overall team performance, ensure contribu-
tions from each team member, and minimize conflict. However,
even effective leaders sometimes need to reorganize staff teams
when teams are not performing near their capacity.

Planning is analytical, but implementation is an art. The more experi-
ence that a program’s staff and stakeholders have with program implemen-
tation, the better they will be able to anticipate, deal with, and adjust to
the many challenges that can happen once a program is under way. Each
experience in implementing a health promotion program provides insight
and information for the next time. Clear and current action plans, logic
models, and Gantt charts can be critical tools that facilitate the open and
proactive communication with the program’s stakeholders, staff, and par-
ticipants that keeps a program moving forward, even when change happens.
Regularly updating and modifying the action plans, logic model, and Gantt
chart can create a visual record of a program’s growth and development.
These tools can tell the story of how the planned program was implemented
in real time with real people, reflecting the actual changes and challenges.

Hiring and Managing High-Quality Program Staff

Hiring staff is one of the most important program leadership functions.
Quality hiring decisions contribute to effective programs and positive work
environments. Conversely, hiring mistakes can lead to program implemen-
tation problems and turbulent work environments. Thus, investing time,
energy, and resources in making effective hiring decisions is critical for
producing successful programs (Hunt, 2007).
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Hiring Considerations

A number of strategies can be used in order to make effective hiring

decisions. In general, seek to hire staff who

.

Have skills and experience thatare specifically matched to program
goals. If a youth development program is to be implemented, seek
staff who have experience in working with young people.

Have interpersonal qualities that are desirable for the program.
If the program’s work is highly collaborative, seek staff who value
compromise and working in teams.

Are culturally competent. Cultural competence is a requirement for
program staff. Staff diversity and cultural competence contribute to
supportive and caring relationships with stakeholders and participants
as well as among the staff members. These relationships are critical
to participants’ participation in a program and their motivation to
address a health concern.

Have an interest in the organizational mission. If the organization’s
mission is to help eliminate health disparities, seek staff who are
committed to this work.

In addition, use the following techniques to improve the hiring

process:

.

Create high-quality job announcements. An effective job announce-
ment will describe the organization, program, minimum qualifications,
and desired skills and experiences in an easy-to-understand and attrac-
tive format. Interested candidates will know how to apply, to whom,
and by what deadline.

Distribute job announcements widely. Circulate the job announce-
ment in multiple formats and places, including Internet career sites,
electronic mailing lists, professional journals, and local bulletin boards.
The object is to generate the largest possible pool of qualified
applicants.

Screen applicants systematically. Identify leading candidates by
using a grid that rates each applicant on qualifications, skills, and expe-
rience. Table 6.2 shows a sample grid in which applicants’ attributes
are rated on a scale of 1 (lowest) to 5 (highest). Such grids help clarify
which traits are applicants’ strengths and which are most important
to the project. Augment this rating process with brief telephone inter-
views of 10 to 15 minutes as necessary. The object is to create a short
list of three to five candidates who will be interviewed.
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Table 6.2  Applicant Screening Grid

Desired Trait
Suitable Educational Ability to Design  Ability to Work in Experience with
Applicant  Background Program Materials  Collaborative Teams Similar Programs
Applicant 1 5 2 3 3
Applicant 2 4 4 4 4
Applicant 3 5 3 4 2
Applicant 4 3 4 2 5

Interview Leading Candidates

Conduct in-person interviews with the short list of candidates. Ask inter-
view questions that will help clarify candidates’ relevant skills, experiences,
and potential fit with the rest of the program staff and your organization’s
mission (Camp, Vielhaber, & Simonetti, 2001). One way to identify the
best candidates is by asking them to describe potential approaches to
program-specific scenarios. Table 6.3 provides a list of sample interview
questions. You might also ask applicants to perform some appropriate
skill—for example, teaching an abbreviated sample lesson or constructing
a letter to a specific group of program participants. If you keep your hiring
considerations in mind as you interview the candidates, the chance that
the staff member hired will be a good fit for your program and your
organization increases.

Training, Coaching, Managing, and Evaluating Staff

After making good hiring decisions, effective leaders retain qualified staff
by investing in staff development: training, coaching, management, and

Table 6.3  Sample Interview Questions

Describe your previous work experience that is relevant to this position.
Describe a needs assessment you performed as part of planning a health promotion program.
How have you applied health theories and planning models in your work?

How have you adapted an evidence-based health promotion intervention to fit a population in a setting different
from the intervention’s intended use while maintaining the intervention’s fidelity?

Provide a logic model or Gantt chart you have prepared as part of a grant application.

How have you addressed challenges during a health promotion program implementation in a school, workplace,
health care organization, or community setting?

How do you engage and support program participants and stakeholders?

Describe how you have used program evaluations to improve a health promotion program.
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evaluation (Barbazette, 2007; Fixsen, Naoom, Blase, Friedman, & Wallace,
2005). Staff development focuses on supporting staff so that they can
(1) perform their work effectively, (2) contribute meaningfully to the
organization’s mission, (3) achieve high levels of satisfaction with their job,
and (4) continue to expand the depth and breadth of their knowledge of
health promotion.

The best staff development programs are concrete, tailored to staff
needs, and ongoing. Initial sessions cover the organization’s mission, poli-
cies, and procedures. Orientation sessions often match new staff members
with more experienced ones in a shadowing or mentoring relationship. The
new staff member learns from the established staffer through a series of
observations, initial implementation efforts, and debriefing sessions. Ideally,
the relationship develops on a basis of trust, understanding, and mutual
respect. If so, the new staffer then has a person to consult for discussion
and support about implementation challenges as they are encountered. The
initial sessions will be followed closely by training sessions on the program
and its implementation.

Professional development does not stop once staff members are
grounded in program implementation. Rather, training includes ongo-
ing supervision. In most program structures, staff members report to a
specific program director. The best programs provide time and space for
these directors to meet regularly with their staff in supervisory meetings
that focus on problem solving. The process of learning from a mentor
continues with supervisors, who coach their staff members, using the
same process (observations, debriefing, discussion). Supervisors may also
demonstrate skills and work directly with staff members on tasks, helping
to strengthen and refine staff skills. Furthermore, good supervisors will
help their staff identify areas for additional training, which may include
technical skills (such as techniques for designing program materials) or
process skills (such as techniques for motivational interviewing). These
training sessions might be provided by the organization or via external
professional development opportunities.

Effectively trained staff is pleasant to manage because they understand
their job responsibilities, have the skills to fulfill them, and are supported
through mentoring and supervision. Strong leaders are effective managers
who understand the importance of structuring programs so that staff mem-
bers will be poised for success. Preparing staff members for success means
matching staff skills and experience with job functions while providing
opportunities for growth and learning. Staff members must feel comfort-
able approaching their managers with concerns and requests for additional
professional development opportunities. In turn, managers must create
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work environments that allow these requests while ensuring that all staff
members perform in ways that are beneficial to both the program and the
organization.

The primary method that effective leaders use to manage for staff
success is performance evaluation. Workplace performance evaluation is
often thought to mean year-end reviews that determine raises, bonuses, or
even job cuts. While annual reviews play a role in performance evaluation,
the best leaders evaluate their staff on a continual basis. Such ongoing
evaluation starts with staff goals that are formulated in partnership with
supervisors and that meet staff, program, and organizational needs. These
goals provide the blueprint for staff work, are discussed in regularly sched-
uled meetings with the primary supervisor, and are adjusted as necessary
on the basis of changes at the staff, program, or organizational level. In this
manner, the year-end review becomes a culminating event that synthesizes
and summarizes staff performance instead of providing a single high-stakes,
make-or-break performance rating (McDavid & Hawthorn, 2005).

Budgeting and Fiscal Management

The extent to which staff members of a health promotion program need
specialized training in finance, accounting, and funding and resource
development depends, to some degree, on the size and complexity of the
health promotion program for which they work. Generally, the larger or
more complex the organization, the greater the likelihood that the program
will use specialized financial management expertise. For example, the norm
for major health promotion organizations with large health promotion
programs (for example, the American Heart Association or the Centers
for Disease Control and Prevention) is to appoint senior staff members
as the chief financial officer and business manager. These individuals
assume primary responsibility for coordinating the organization’s cash and
credit, financial planning, accounting, budgeting, funding development,
and management information services.

Despite the increased presence of trained financial specialists in orga-
nizations that operate health promotion programs, it is important to
understand that almost all decisions made by program directors and pro-
gram staff—no matter what their role in the organization—have financial
implications. Even in organizations in which staff members take on special-
ized roles in direct services (for example, health educators, social workers,
physical therapists, physicians, or nurses), it is critical for those individuals
to understand how their decisions affect and are affected by available funds,
cash flow considerations, project revenue streams, and budget constraints.
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Therefore, it is extremely important for any person who is working or
aspires to work in a health promotion program and organization to develop
skills in basic accounting, financial analysis and planning, funding and
resource development, and budgeting.

At the minimum, a well-prepared health promotion staff member
has the ability to interpret three basic financial documents: balance
sheet, income statement, and cash flow statement. A balance sheet shows
what an organization owns and how it is financed. An income statement
shows the financial performance of an organization over a specified time
period—typically, a year. Finally, a cash flow statement shows how an orga-
nization’s operations have affected its cash position. Effective interpretation
of these three documents is crucial to making sound business decisions.
These documents equip health educators with information that is essential
to analyzing, controlling, and improving their organization’s day-to-day
operations and long-term prospects. In addition to acquiring basic skills
in financial and managerial accounting, students who are contemplating
senior executive roles in health promotion organizations gain knowledge
of the fundamental concepts of corporate and public sector finance.

During the planning process, a budget needs to be developed for the
program that is to be implemented. Effective program implementation
requires careful adherence to the budget and timely reporting of any
variation between what was planned and what actually happens. Effective
leadership establishes a tone of honesty, problem solving, and transparency
in every aspect of the program, but particularly in regard to budget and
resources. An effective program leader is a good steward of the trust that
comes with the position and the resources of the organization.

Budget Basics

A budget is simply a detailed statement of the resources available to a
program (income) and what it costs to implement it (expenses). In the
planning phase, the budget is a reasoned prediction; in the implementation
phase, the budget is a living document, changing as resources come in
and funds are spent. Budgets for small programs are simple and fairly
straightforward; they often have a limited number of expense categories
and a single funding source. More complex health promotion programs
may have more complicated budgets, with multiple funding streams, varied
expenses, and anticipated changes in both expenses and income at various
program stages. Whether the budget is large or small, complex or simple,
the principles of sound financial management are the same (http://ctb
Jku.edu/en/table- of- contents/assessment / assessing- community- needs-
and- resources / conduct - concerns - surveys / main; KU Work Group for
Community Health and Development, 2015b).
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Resources

Some health promotion programs have fixed incomes. They are funded
at a certain level to implement a set of activities over a given period of
time. In the case of multiple-year funding, annual reports that show how
the resources for one year have been used may be required before funds
are released for the next year. Careful spending of resources according to
the approved categories and within the approved limits makes this kind of
fiscal management relatively easy.

In contrast, some health promotion program budgets are based on
variable factors, such as the number of people who enroll, the number of
clients who complete a series of program activities, matching funds, revenue
from services, fundraising, or in-kind contributions from other sources.
Luckily, when a program has this many moving parts in its resource base,
it is usually housed in an organization that has professionals who can help
program staff and program leaders understand, manage, and utilize their
resources to ensure their program’s viability (Johnson & Breckon, 2007).

Expenses
Most program budgets have four primary expense categories:

Personnel: the compensation to the paid staff of the program. In
most cases, the personnel category is actually divided into two
categories: wages and benefits. Personnel who work more than
50% of full time on the program usually have associated benefit
costs, including health insurance and retirement benefits. Benefits
can add 15 to 30% to the amount allocated for wages.

Supplies: items that are needed to implement the program. Standard
supply categories include printing and copying, postage, office sup-
plies, telephone, and equipment. Depending on the program plan
and the rules of the organization or funder, it may be possible
also to include reasonable costs for entertainment or incentives in
supply categories (for example, lunch for an advisory group, food
and music for a volunteer thank-you reception, grocery store gift
cards for participants).

Services: specific skills, talent, or expertise that must be hired —usually
for a short period of time. Examples might include kitchen staff
for two nights to supervise a school-based family health night,
translators to adapt or create materials, or transportation for a
youth group’s field trip. These services are usually priced by the
hour and do not include benefits. A funder or organization may
place limits on the hourly rate or number of hours allowed.
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Travel, training, and dissemination of results: the travel and pro-
fessional development costs needed to train staff or participants
and the costs of sharing what the program has done with others.
This expense category may include modest compensation for local
or regional travel required for site visits or program delivery in
remote areas, usually calculated as cost per mile. Some funders
who require grantees or staff to attend an annual meeting include
the associated costs in the program’s travel budget. Some funders
even encourage program staff or leadership to present program
findings at regional or national conferences in order to disseminate
results in the field. If so, full or partial travel costs may be funded
as a program expense.

It is very important that program staff understand in advance
what can and cannot be claimed against the expense projections in
the budget. For example, organizations may require proof of defen-
sive driving instruction prior to authorizing travel reimbursement.
Some funders will fund meal expenses, but most will not fund
alcohol. Reviewing the expenses in the program budget and the
rules and procedures of both the funder and the fiscal agent in
their own organization will help program staff manage the budget,
pay the bills, and keep their program running smoothly—at least
on the financial end.

Monitoring the Budget

Program resources and expenses can be monitored with simple spreadsheet
software such as Microsoft Excel or Apple’s Numbers. It is very important
to monitor the budget on a regular basis in order to make sure that
expenses and income are within the projected range (Dropkin, Halpin,
& La Touche, 2007). It is also important to make sure that program
staff, stakeholders, and participants understand the rules and procedures
for spending money and obtaining reimbursement for program-related
expenses. Submitting requests for reimbursement without appropriate
receipts, submitting requests too late, or expecting reimbursement for
items that are not approved by the funder wastes time and resources and
disappoints everyone.

The program director is responsible for making sure that the allocated
funds are spent by the end of the time periods designated by the funder.
For example, a three-year grant for $60,000 may require that $20,000 be
spent each year. Underspending in year 1 will not benefit the program if the
funder cannot allow funds for year 1 to be spent in year 2 (called carryover
or roll-forward). The program director needs to make sure that everyone
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involved is aware of the key deadlines for each reporting period and does
his or her part to make sure that the resources are used for the intended
purpose within the designated time frame.

Budget Challenges

A budget lays out what is expected to happen with program resources
and expenses and then tells the story of what actually happened. Ideally,
the two scenarios are identical. However, even the best-planned program
may deviate from its budget during the implementation phase (Johnson &
Breckon, 2007). Two common budget challenges are presented here, along
with strategies for overcoming them.

First, what if there’s not enough money in the budget? Sometimes this
happens despite careful planning. If a resource shortfall is identified during
the planning phase, the program staff can search for funding or resources
that will cover the additional expenses. For example, some federal grants
cannot pay for food at program-related events. If this is known, yet the plan
involves training or events at which the staff would like food to be served,
donations (for example, from local stores) could be requested, a small grant
(from a local organization or foundation) could be solicited, or resources
from another source could be explored. Perhaps another resource stream
within the agency that is running the program could be tapped to cover the
expenses not included in the base funding.

If the staff are not successful in obtaining additional funds to cover pro-
viding lunch at the training event, the implementation plan will need
to be adjusted so that program activities stay within budget. Over-
spending without prior approval from the funder might result in fewer
resources for the next phase of the program. Even worse, overspending
might jeopardize the program’s continued or future funding, the project
manager’s position as a program leader, or the ability of the agency to
successfully seek future support from this funder. These are serious conse-
quences, but they can be avoided by carefully planning and monitoring the
program budget.

Second, what if money is left over? This is a good problem to have,
and it can happen for several reasons. Sometimes an expense item ends
up costing less than anticipated or personnel costs are reduced through
in-kind contributions of staff time from other sources. Careful monitoring
of the budget on at least a monthly basis helps staff members to identify
places where savings are occurring in plenty of time to make wise decisions
about what to do with the extra money.

Minor changes within budget categories (for example, spending money
saved on printing costs to upgrade the cover of a training manual) usually
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only need careful accounting in the next budget report. More significant
changes within categories (for example, using money saved on printing
volunteer manuals to print banners promoting program events) is raised
with the funder or at least the grant or fund manager within the host agency
prior to investing the resources. Changes across budget categories (for
example, using the money saved on printing to fund travel for an additional
staff person to the national conference where program results are being
presented) must be cleared with the funder in advance. Remember that
money left over at the end of a project year may not be allowed to roll
forward into the next year. Similarly, unspent funds that were awarded to
an agency in order to carry out a particular program may need to be repaid
if they are not spent within the designated period. So watch the budget
carefully, process expenses and reimbursements on time, and maintain
open communication with the funder so that there are no surprises for
anyone at year’s end.

And when exactly does a project year end? That depends. The term
fiscal year refers to the dates of the funding year. Some grants or contracts
begin on January 1 and end on December 31, so the funding cycle follows the
calendar year. Other funding, particularly that associated with schools or
universities, begins on July 1 and ends on June 30. Still other funds may have
a start date based on the day the award was made—March 1, October 1,
or any other month in the year. It can be challenging for managers
to handle grants with different fiscal years. However, it is manageable,
given careful planning, organized files, and someone who can help with
questions. Never be afraid to ask questions about managing a program’s
budget; both one’s supervisor and the funder will appreciate proactive
attention to the responsibilities of budget management. Good stewardship
shows commitment to the program participants, the organization, and the
funder. It also communicates to potential funders that the agency is a good
investment for future funding.

Summary

Action plans, logic models, and Gantt charts are tools that program staff and
stakeholders can use to implement a program and reach the desired program
objectives and goals. All need to be thoughtful, living documents that help
program staff and stakeholders accomplish the program’s objectives on
time and as intended.

Program staff and stakeholders need to be prepared for changes and
challenges during a program’s implementation period; programs take place
in schools, workplaces, health care organizations, and communities, where



FOR PRACTICE AND DISCUSSION

change and challenge are to be expected. While it can be anticipated that
challenges and struggles will arise, what they will be for any one specific
program is unknown until the program is operating. It is difficult and
awkward to deal with challenges and struggles, but there is a lot to be
learned from them.

During implementation, staff and stakeholders manage the program’s
human and fiscal resources. Recruiting, selecting, developing, and support-
ing a skilled, motivated, diverse, and culturally competent staff contributes
to caring and supportive relationships between and among program staff,
stakeholders, and participants. A program’s finances are a shared respon-
sibility; everyone involved in the program needs to be made aware of his
or her role in maintaining good fiscal practices that will contribute to
long-term program growth and sustainability.

By using tools such as action plans, logic models, Gantt charts, budgets,
and staff resources, the challenges of program implementation can be made
manageable and often turned into learning opportunities.

For Practice and Discussion

1. A middle school is implementing a program to promote students’ eating
healthy lunches that include fresh vegetables and fruit, healthy bever-
ages, whole grains, and low-fat choices. Program components include
increasing healthy school lunch selections and providing classroom
education and personal nutrition counseling for children, parents, and
guardians. What challenges might be expected as the program moves
from installation to initial implementation and full operation (stages
discussed in Chapter 5)?

2. Have you ever had to plan anything big, like a wedding, a Thanksgiving
dinner, or a graduation party? Did you use any kind of program
management tool? Using a program like Microsoft Project and a budget
of $2,000, develop a project plan for your college graduation party.
Develop a Gantt chart and budget to see what you need to create a
successful party.

3. What have your experiences been with on-the-job training? Has any
job you have worked at provided training for you? Describe how the
training was helpful, how it could have been improved, and what it
entailed. Next, design a training program for a health promotion staff
working in a school-based health clinic. What do they need to know
in order to do their job? In what areas do you thinking coaching by
program supervisors will be effective?
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KEY TERMS

Action plan

Balance sheet

4. What tools do you use for your personal financial record keeping and
financial planning? Do you use computer programs like Quicken or
Excel? Or do you use paper-based products? How might any of these
tools help you implement your program’s budget? Complete a tutorial
for Microsoft Excel. What makes this a useful budgeting tool for health
promotion professionals?

5. Draw a logic model based on the academic program in which you
are enrolled. Start with the program’s resources, then its objectives,
and finally its long-term goals. Discuss whether you see the program
activities being able to reach the program goals.

Implementation challenges

Income statement

Budget Intermediate outcomes
Cash flow statement Logic model

Fiscal management Long-term outcomes
Fiscal year Performance evaluation
Gantt chart Short-term outcomes
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CHAPTER 7

ADVOCACY

Regina A. Galer-Unti, Kelly Bishop, and Regina McCoy Pulliam

Creating an Advocacy Agenda
for a Program

Advocacy is action in support of a cause or proposal.
It is political, as in lobbying for specific legislation, or
social, as in speaking out on behalf of those without a
voice. Broadly, advocacy is part of being a professional in
a health field. At the same time, from the narrow per-
spective of a staff member, stakeholder, or participant in
a health promotion program, advocacy is championing
the program, fighting for funding, and engaging others
in order to sustain the program, address a specific health
problem, and eliminate health disparities. Health promo-
tion programs live with the tension that on any given
day, changes may happen: funding is cut for political rea-
sons, regardless of program performance; legislation may
divert funding to new, higher-priority initiatives; changes
in program participants’ eligibility criteria may affect the
priority population’s access to a program; economic fac-
tors such as a recession might make money tight; or a new
national (or state, local, school, business, hospital, or com-
munity) health priority might usurp a program’s place in
funders’ and people’s consciousness, leaving the program
and its staff, stakeholders, and participants vulnerable to
program closure.

Clearly, if there were unlimited resources, all health
needs would be met, but given limited resources of time,
materials, knowledge of what works best, and people’s
energy, advocacy is one tool that health promotion
programs staff, stakeholders, and participants need.

LEARNING OBJECTIVES

- Compare and contrast the perspectives

of health educators and health
promoters on the role of advocacy in
health programs.

- Describe the essential elements of a

successful health advocacy effort and
the relative importance of each
element.

- Define the roles played by advocacy,

media advocacy, community
engagement, and mobilization in
moving a health agenda forward.

« Describe the key methods of gaining

support from elected officials for a
health promotion agenda.

- Identify the ways that 501(c)(3) status

affects agency efforts.
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For without advocacy, programs disappear and public policy that protects
and promote health is not created, even if they are effective.

Advocating for a health promotion program based on health the-
ory that champions health equity and uses evidence-based interventions
requires calling on someone with power to take action. That power can
derive from different sources—from an elected or legal mandate or from
popular support and the power of numbers. In a particular setting (such
as a school, workplace, health care organization, or community) power
is held, for example, by owners, stockholders, chief executive officers,
boards of directors, superintendents, program directors, foundation staff
members, government workers, and politicians such as local, state, and
federal legislators.

Advocacy is about affecting the larger environment of public policy,
and raising awareness of a single program is insufficient to create lasting
social change. Public policy must be shaped in a way that will sustain
change across institutions. For example, advocates might aim for passage
of a public policy that creates safe housing through testing and removal of
lead-based paint, but advocates might also make the point that community
members need to get informed about safe housing issues and lead paint
poisoning prevention, communicate with elected officials, and vote.

Advocacy during program implementation has roots in a number of
the health theories. Community mobilization theory supports advocacy
through its focus on individuals’ taking action organized around specific
health issues at a site. Social network and social support theory, with its
emphasis on relationship building based on mutual support and shared
interest, reinforces for advocates the importance of building social support
and networks when advocating. The more people involved with advocacy,
the better. Furthermore, communication theory, the diffusion of innova-
tions model, and social marketing all help to shape how and with whom
program staff, stakeholders, and participants talk in order to champion
a program.

Green and Kreuter (2010) have discussed the necessity of creating
healthy environments in which behavior change can occur. In his “Health
Impact Pyramid,” Frieden (2010) discusses how broad, societal change can
have the most influence on the public’s health. While it is important to
improve individual health behavior, it is more likely that change will occur
when conditions are favorable for such improvement (e.g., you'll ride your
bicycle to work if there are safe bike paths). Advocacy efforts also include
calls for environmental change. Thus, your organization may advocate for
individual smoking cessation, but your efforts also include advocacy for
tobacco taxes and smoke-free environments.
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As part of implementing a health promotion program, the program
staff may develop an advocacy agenda and strategy. The agenda is part of
the program’s action plan, just as an evidence-based health intervention
is. One of the most important parts of effective advocacy is having a clear
vision of the big issue the program addresses, what has to change, and a
plausible plan of action for making the changes. Five key questions can help
show the way:

1. What action—one that is feasible—will actually solve the health
problem? What action needs to happen? Is it a new law, regulation,
funding, service, or research initiative? The action needs to be com-
pelling in order to get people interested in working for it. It also needs
to be small enough that the program can achieve at least part of the
action within a year or two, to keep people interested. Whatever the
action, state it clearly and succinctly. Often such a statement is thought
of as a program action (or behavioral) objective (discussed in Chapter
5) that directs and shapes a program’s advocacy. It would be titled the
advocacy action objective.

2. Who needs to take action? Who actually has the authority to make
the change? For example, can a mayor, city council, or state or federal
agency or legislature effect the desired change? Who needs to be
wooed because they can influence those with authority? For example,
can members of the media or specific citizen groups help advance
the cause?

3. What does your audience need to hear? What advocacy message
will move all those people to make the change? An effective advocacy
message has two parts: an appeal on the merits (“This bill is important
because . . .”) and an appeal to self-interest (“Hundreds of voters want
to know how you'll vote on . . .”).

4. Who is best to share the message with your audience? What messen-
gers can be recruited, and who will be most persuasive? An advocacy
campaign needs a mix of messengers—people who can speak from
personal experience, people with recognized authority, and others who
might have some special pull with the people you are trying to reach.

5. What actions will you use to make your point? What will people be
asked to do to deliver the message? The options are many: people
are asked to lobby officials politely or protest in front of their offices,
get an article in the newspaper, or attend a town meeting. Generally,
the best actions to advocate are those that require the least effort and
confrontation but still get the job done.
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Advocacy as a Professional Responsibility

Advocacy for funding, legislation, regulations, governmental infrastruc-
ture, services, or research ensures successful health promotion programs.
Researchers assert the importance of combining programs and advo-
cacy in order to best serve the needs of the public (Christoffel, 2000;
Roe, Minkler, & Saunders, 1995). Clearly, the importance of advocacy to
health promotion programs is profound. Health advocacy is defined as
“the processes by which the actions of individuals or groups attempt to
bring about social and/or organizational change on behalf of a partic-
ular health goal, program, interest, or population” (Joint Committee on
Health Education and Promotion Terminology, 2002). In short, health
advocacy creates environments in which health promotion programs
are successful.

Engagement in advocacy has long been suggested as a professional
responsibility of health professionals (Freudenberg, 1982; Ogden, 1986;
Steckler & Dawson, 1982). The Institute of Medicine report Who Will Keep
the Public Healthy? contains a call to action for advocacy around health
policy issues (Institute of Medicine, 2003). Healthy People 2020 stresses
the importance of developing policies that aid in achieving the goals and
objectives of the Healthy People 2020 initiative (U.S. Department of Health
and Human Services, n.d.). The Galway Consensus Conference Statement
lists advocacy as one of the areas of core competency necessary for engaging
in successful health promotion practice (Allegrante et al., 2009). Health
promotion practitioners clearly need to be effective advocates for a piece of
the resource pie for their profession and for the people they work to help
(Radius, Galer-Unti, & Tappe, 2009).

For many people working in health promotion programs, the acqui-
sition of advocacy skills seems difficult and just one more thing among
many that they need to know. Health promotion specialists are busy with
the daily reality of implementing interventions, mobilizing and organizing
stakeholders, and writing and revising policies. They often feel that the
extra time and energy to advocate for their program just is not there.
However, this view is shortsighted. Health promotion programs require
supportive and receptive environments in order to achieve long-term sus-
tainability. Focusing only on health promotion interventions and policies
leaves out part of the work involved in the planning, implementation,
and evaluation of successful health promotion programs; advocacy is part
of the work.
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Examples of Successful Health Policy Advocacy

Public health measures such as improvements in clean air and water, proper
sanitation, and adequate and nutritious food have significantly increased
longevity and lessened human suffering. In 1999, the Centers for Disease
Control and Prevention listed the top 10 advances in public health in the
20th century (Centers for Disease Control and Prevention, 1999). It is safe to
say that many of these advances, including vaccinations, improvements in
motor vehicle safety, safer workplaces, better food safety, and recognition of
tobacco as a health hazard are attributable not only to scientific discoveries
but to advocacy for education and policy change. In the following examples,
note how advocacy was used to contribute to these advances.

Mothers Against Drunk Driving (MADD) was founded by Candy Light-
ner after her daughter was killed by a drunk driver. The driver of the
automobile was a repeat offender, and MADD used a media advocacy
campaign to educate the public about the dangers of drunk driving. This
advocacy raised public consciousness about the threat of drunk driving and
spurred lawmakers to initiate more legislation to curb this danger. MADD’s
media advocacy has been recognized as the impetus that inspired action
that decreased fatalities resulting from drunk driving (DeJong, 1996).

The March of Dimes (originally known as the National Foundation for
Infantile Paralysis) is an example of a voluntary health organization that
achieved its goal. Founded in 1938 by President Franklin D. Roosevelt, it
began as a campaign to collect money toward research to find a cure for polio
and toward care for those suffering from the disease. All individuals residing
in the United States were asked to voluntarily give one dime toward the
effort. In 1958, 3 years after the Salk vaccine was introduced to the general
public, the March of Dimes changed its focus, becoming an organization
dedicated to preventing birth defects, premature birth, and infant mortality
(March of Dimes, n.d.); the March of Dimes had achieved its goal of finding
a vaccine for polio. As times have changed, many organizations such as the
March of Dimes have applied their efforts not just toward soliciting dona-
tions for research but also toward advocacy for more funding for research in
their chosen areas. Today’s March of Dimes works in the areas of research,
education, community services, and advocacy (March of Dimes, n.d.).

The strides made in legislation to control tobacco use are credited
largely to the advocacy of researchers, activists, health practitioners, and
nonprofit organizations. Long-term efforts to educate and heighten aware-
ness about the harmful effects of tobacco have resulted in increased
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legislative activity in the area of tobacco control. It is interesting to note
that these efforts have been accentuated by researchers’ and advocates’
efforts to heighten awareness about not only the health impact but also the
economic costs of tobacco use (Givel & Glantz, 2004). As a result, signifi-
cant legislation has been passed that limits tobacco manufacturers’ contact
with children, confines the use of tobacco products in public settings,
and protects the worker from the health consequences of secondhand
smoke. Advocacy techniques coupled with researchers’ conclusions and
recommendations have been used to decrease smoking in the United States
(Chaney, Jones, & Galer-Unti, 2003).

Not all advocacy efforts are as well documented or as noticeable as the
ones we have just described. Nutrition advocates have been responsible
for a fair amount of legislation designed to protect and strengthen the
healthful food supply in the United States. These advocacy efforts led
to sweeping reforms in federal policy such as Public Law (P.L.) 101-535,
commonly known as the Nutrition Labeling and Education Act of 1990,
which mandates nutrition labels on packaged foods. This law represented a
major victory for dietitians and consumers who had heavily advocated for
the addition of this educational tool.

Some policy advocacy results in changes at state and local levels.
Tip O'Neill, former speaker of the U.S. House of Representatives, has
been credited with stating, “All politics is local.” That is also true for
many types of health policy, as one can see in the wide variance, for
example, in ordinances that restrict the purchase of guns in municipalities,
designate speed limits in states, direct alcohol sales, and ensure swimming
pool safety.

At times, ordinances formulated for use in one area rise to the state
or national level. This frequently occurs when a local news story gets
attention in the national media (for example, through an article in a
national newspaper or a story in an online source or National Public
Radio). Increasingly, a news story will catch the fancy of a legislator, a
legislative body, or the constituents of another state. In this age of rapid
media transfer and multiple media outlets, news of unusual or important
ordinances is quickly disseminated to other municipalities.

Becoming Fluent in the Language of Advocacy

In order to build skills in advocacy, it is necessary to learn the terminology
of advocacy. Table 7.1 lists some key advocacy terms. The terms reflect the
interactions of organized political and government structures in the making
and administering of public decisions for a society. Advocates and lobbyists
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Table7.1  Key Advocacy Terms

Term Definition

Advocacy The processes by which individuals or groups attempt to bring about social or
organizational change on behalf of a particular health goal, program, interest, or
population

Direct lobbying Communication with a legislator or a member of a legislator’s staff that gives a
viewpoint on a specific piece of legislation

Grassroots lobbying  Any attempt to indirectly influence legislators by motivating members of the public to
express specific views to legislators and legislative aides

Law Alocal, state, or federal bill that has been passed by a legislative process (for example,
a federal law passed by the U.S. Senate and the House of Representatives and
signed by the president)

Lobbyist An individual hired to represent the legislative interests of an organization (or related

group of organizations) to members of a legislature

Media advocacy Strategic use of news media and, when appropriate, paid advertising to support
community organizing to advance a public policy initiative

Ordinance A statute or regulation, usually enacted by a city government

have the task of getting the public involved in the decision-making and
administration processes and influencing the decisions made within them.

Legislative advocacy is, essentially, advocating for or against bills,
ordinances, and laws. A bill is a piece of legislation that has been introduced
as a proposed law. At the federal level, when a bill has been approved
by the Senate and the House, it is signed into law by the president.
Information about the process through which bills are formulated and
processed through Congress are found at the House of Representatives
website (see Table 7.2). The Library of Congress has created a website
(http://thomas.loc.gov) to aid in tracking legislation. States vary widely in
their processes of passing a bill to create a law. In order to find information
about government procedures, go to the state or municipal websites that are
easily found through a search engine. Table 7.2 lists some useful websites
that pertain to advocacy for health promotion programs including where
to access statistics and examples that will prove useful in the development
of advocacy materials.

Municipalities typically pass ordinances, which are enforced within the
confines of the city. So an ordinance that applies within the confines of
one town may not exist in the next town over. This is often confusing to
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Table7.2  Advocacy Organizations and Websites

Organization URL Brief Description
American Public Health http://www.apha.org/policies-and- Provides advocacy tips, examples, and instructions for carrying
Association advocacy/advocacy-for-public- out advocacy work

Centers for Disease Control
and Prevention—The
Community Guide

County Health Rankings
and Roadmaps

Society for Public Health
Education

University of
Kansas—The
Community Toolbox

Federal Government

health/advocacy-activities

http://www.thecommunity
guide.org

Encourages the use of evidence-based research for policy
decisions, program planning, and research design

Provides per county and per state information on a variety of
health factors

Provides access to bill histories, resolutions, House and Senate
committee reports, and the Congressional Record

http://www.sophe.org/
ChronicDiseasePolicy/Full_Guide.pdf

http://www.house.gov
http://www.senate.gov
http://www.whitehouse.gov

Manual provides guidelines for working with state and local
policymakers

State-by-state health data on specific health issues and relevant
policy and funding information

Provides information on community building and advocacy;
maintained by the Work Group for Community Health and
Development at the University of Kansas

Official sites of the U.S. House of Representatives, U.S. Senate,
and White House that provide information about elected
officials, staff, committees, legislative initiatives, and

procedures utilized in formulating and funding public laws

people. One town may allow drivers to use cell phones while an adjacent
community requires a hands-free device. Driving across the city limit, then,
while talking on a cell phone, might result in a fine.

Two types of legislative processes are of significant interest to us. An
authorization is a law that authorizes a program. An example of this, as
previously discussed, is P.L. 101-535. The legislative history of the bill
is available at http://thomas.loc.gov. Knowing the numbering system for
public laws is helpful in gaining a clearer understanding of them. Congress
meets in two-year terms. The first number in the P.L. number is the number
of the Congressional session. Thus, the 101 means that the bill was enacted
during the 101st Congress. The second number is the number of the law
passed in that two-year session. In our example, 535 is the number of
the law.

Appropriations differ from authorizations in their emphasis. Whereas
authorizations set policy or programs, appropriations designate money
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for specific purposes. The federal government and state legislatures have
clear deadlines for their budget approvals. Unlike bills, which are debated
throughout the legislative calendar, appropriations occur at a set point in
the legislative calendar. It is a good idea to keep an eye on these funding
cycles in order to know when arguments for funding for health promotion
programs will be most effective.

Influencing the legislative process occurs in a variety of ways. Different
types of lobbying might be used to influence passage of a bill or approval
of an appropriation. In the following section, the legal and employment
ramifications of participation in lobbying are discussed.

Legalities of Health Advocacy

Advocacy and lobbying involve some legal issues. Health advocacy might
take the form of delivery of general information and educating the public
about a topic. For instance, an opinion piece about the dangers of hepatitis
C and how it is transmitted is an important form of advocacy. Such an
opinion piece might be written, for example, if there is a current attempt
by a local governing body to enact an ordinance regulating tattoo parlors in
the community. The piece is not written either for or against the ordinance;
instead, the piece advocates for healthy and safe practices. There are no
restrictions on this type of advocacy behavior.

The U.S. tax code exempts certain types of organizations from federal
taxation of income. All of these organization types appear in Section
501(c)(3) of the Internal Revenue Code. Organizations must apply for
tax-exempt status; if they receive this status, they are often referred
to as 501(c)(3) organizations. Organizations receiving tax-exempt status
are primarily schools, colleges, universities, religious organizations, and
charitable organizations (for example, community health organizations as
discussed in Chapter 1). Many health promotion programs are initiated by
501(c)(3) organizations or government agencies.

The IRS is very clear about banning the involvement of tax-exempt
organizations in electioneering. Electioneering is defined as any attempt to
persuade voters in a political campaign. For instance, making telephone
calls that actively try to persuade people to vote a particular way on Election
Day is electioneering. Organizations with 501(c)(3) status are barred from
electioneering activity by tax law, and they cannot actively work for a
candidate or a political party, nor can they support or oppose a candidate
for political office (Vernick, 1999) or intervene in partisan elections. This
regulation covers all houses of worship in America. Thus the law is clear
that tax-exempt institutions cannot engage in electioneering; however,
their ability to legally participate in lobbying is a little less clear.
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Lobbying occurs when an attempt is made to influence legislation. The
tax status of an employer determines whether employees may lobby and to
what extent employees may engage in specific activities.

Basically, there are two types of lobbying: direct lobbying and grassroots
lobbying. These distinctions are important; definitions for both are provided
in Table 7.1. In direct lobbying, individuals make contact with a legislator,
a member of the staff of a legislator, or a government official who is
involved in formulating legislation. A request is made, for instance, that
a senator vote yes on a bill. This request is direct lobbying because it is
an attempt to directly influence legislation (Vernick, 1999). In grassroots
lobbying, the public is encouraged to approach legislators about a piece
of legislation—for example, when members of an organization contact
members of the public through a call to action that urges them to ask
a government official to vote in a certain manner (Vernick, 1999). There
is a complicated formula for the percentage of time that employees of a
tax-exempt organization can spend on lobbying. Organizations need to be
certain that they are in compliance with lobbying restrictions. Failure to
comply may result in extra taxes or loss of tax-exempt status. Employees
of tax-exempt organizations consult their employer about the policies of
their organization.

Advocating While Maintaining One’s Job

Advocacy activities on the part of employees is encouraged or discouraged,
depending on the employer. Government employees must be exceedingly
careful about advocacy work because of the need for employees of the
government to avoid any appearance of bias. Employees of 501(c)(3)
organizations need to be careful to stay in compliance with IRS rules
that their organization must follow in order to maintain tax-exempt
status. If you are encouraged as an employee and even as a private
citizen to engage in advocacy activities, be certain to stay within your
employer’s guidelines.

Supervisors need to be informed when employees are engaging in advo-
cacy efforts outside of regular work duties. Although the First Amendment
to the U.S. Constitution ensures individuals’ right to advocate (the right to
free speech), there are no protections from firing if these activities put the
employing agency at risk or harm the functioning of the agency.

Once the employer has been informed about the employee’s intention
to engage in advocacy work, care is taken to be certain that work and
after-work advocacy activities are kept separate. When speaking in public,
making a phone call, or sending a written communication, be certain that
everyone is informed that advocacy work is being performed by you as a
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private citizen. For example, if you are speaking before the city council
on restricting the sale of alcohol, you might say, “My nameis __
Some of you may know me as the head of the student health center.
Today, however, I am expressing my personal views on the subject of bar
hours.” Note that, in general, as a person’s visibility increases, people will
increasingly tend to see that person’s private remarks as opinions of the
employing agency. There may come a point at which the public is unable
to differentiate between an individual’s personal remarks and his or her
position in the agency. Take this factor into account and be pragmatic
when making decisions about engaging in advocacy work.

Additional precautions are taken when engaging in advocacy work
outside of an employing agency: do not use work titles, work stationery,
work phones or fax machines, work e-mail or Internet systems, your work
address, or a work cell phone or business card when you are acting as a
private citizen. In the event that someone sends an e-mail to you at work,
for instance, asking that recipients of the e-mail contact a legislator to
urge passage of a bill, do not respond from the work account. Forward the
e-mail to a home account, and use your home account and home computer
for private advocacy efforts. If a local reporter calls to ask questions about
your involvement in a local campaign, call her back on a private cell phone
while on a break from work. Think twice before using your work facilities,
workplace communication devices, or your work title.

Forming Alliances and Partnerships for Advocacy

Successful advocacy efforts do not happen in isolation; they are the result of
coordinated, collaborative efforts by individuals and organizations working
to achieve common goals. Effective partnerships rely on the strengths each
individual or organization brings to the group. One partner may have more
financial resources; another may have an established network that are easily
mobilized. One may have more clout and thus be able to bring attention to
the cause.

In addition, each organization’s ability to advocate must be considered.
As we noted earlier, employees of government agencies are restricted in
how much and what types of advocacy and lobbying they are allowed to do.
Nonprofit organizations (for example, community health organizations)
tend to have fewer restrictions on advocacy and lobbying, and many
for-profit organizations have paid lobbyists on staff or under contract.

When recruiting partners to advocate for health, examine what types
of resources are needed, identify who or what organizations can bring
those resources to the group, and then actively recruit the individuals
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or organizations. Consider all sectors of the community. Each sector
can take an active role in advocating for health. Consider all traditional
health allies, but also consider nontraditional partners: businesses, schools,
faith-based organizations, youths, health care providers, elected officials,
and community leaders. Be sure that partnerships represent the diversity
of the community.

Establishing effective partnerships is a lot like establishing an effective
relationship with a significant other. Individuals find each other and
then spend time learning more about each other, including compatibility
issues, commonality of goals, likes and dislikes, what each brings to the
relationship (including excess baggage), and the amount of energy each is
willing to expend to make the relationship successful and lasting. And like
relationships, effective partnerships require care and maintenance.

Many effective public health advocacy campaigns are collaborations
between national, state, and local partners. A good example of such a cam-
paign began in 1991 when public health practitioners were encouraged to
advocate for policy change as part of the National Cancer Institute’s Amer-
ican Stop Smoking Intervention Study for Cancer Prevention (ASSIST)
(National Cancer Institute, 2005). ASSIST was a demonstration project
designed to bring public and private partners together to advocate for
policies to prevent tobacco use and for tobacco control policies. On the
national level, ASSIST was a joint effort of the National Cancer Institute
(NCI) and the American Cancer Society (ACS). Both organizations had
a common goal: to prevent cancer. NCI contracted with 17 state health
departments (SHDs) to hire staff and fund interventions, including advo-
cating for policies that had shown promise in reducing and preventing
tobacco use. ACS committed resources (time, dollars, and staff) to ASSIST
at national, state, and local levels.

As in any relationship, dynamics and challenges had to be recognized
and addressed. From the beginning, ASSIST was beset with challenges
that may not have been anticipated. The project required two structurally
and functionally different types of organizations (SHDs and ACS) to work
together. Funding the SHDs and not the ACS units was perceived by some
to cause inequity in power. Despite these and other challenges, effective
ASSIST partnerships at national, state, and local levels were successful,
and today, ASSIST is considered a best practice model for effecting policy
change to reduce disease and death.

C. Everett Koop, then U.S. surgeon general, believed ASSIST was
successful in advancing his goal for a smoke-free society. In NCI's mono-
graph ASSIST: Shaping the Future of Tobacco Prevention and Control, Koop
states, “I have seen the important role that ASSIST leaders and coalitions
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played in advancing smoking cessation efforts and tobacco containment.
They were in the vanguard of these efforts and helped to fashion the next
phase of comprehensive tobacco control interventions.” He further states,
“In my estimation, several key points stand out as legacies of ASSIST,”
including “the strong emphasis on policy and media strategies to shift
the focus from the individual to population-based interventions has had a
long-lasting impact on behavioral health . . . and the lessons of ASSIST are
broadly applicable to many public health disciplines.” Koop goes on to say,
“The lessons of ASSIST are essential to the tobacco prevention and control
movement and, perhaps even more important, to the entire field of public
health” (National Cancer Institute, 2005).

Since the end of ASSIST in 1999, the national tobacco control
movement has grown to include all 50 states; territories; municipalities;
numerous public and private for-profit and nonprofit organizations; and
individuals— paid staff and volunteers from all walks of life—and has been
successful in advocating for local, state, and national policies to prevent
tobacco use, eliminate exposure to environmental tobacco smoke, and help
people quit using tobacco.

Advocacy Methods

There are many advocacy methods, and new ways of advocating are being
developed as times, technologies, and communication styles change. Only
a few years ago, e-mail was not available to the masses, but it is now
regularly used in advocacy efforts. Podcasts, blogs, texts, tweets, and the
move to more rapid transfer of information offer a host of opportunities
for empowerment through advocacy.

Talking Points

One of the first things developed is a list of talking points, which can then
be used in a variety of advocacy efforts such as a meeting with a legislator,
developing a public service announcement, writing a letter to the editor, or
making a contribution to a blog.

Talking points are succinct, stay on the topic, and developed with
a specific message in mind. Collect and assemble facts on the health
problem or issue. Concentrate on short, understandable, manageable facts
that will aid a reader or listener in understanding the importance of the
problem on a personal or local level. For example, when speaking about
lung cancer in Alabama, pull out the figures on cancer in Alabama. Find the
percentage of cancer deaths per annum in Alabama, the cost to Alabama
for treatment of cancer and loss of revenue due to cancer, the figures that
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show the impact of cancer on the ability of Alabama facilities to handle all
of their patients, and other relevant statistics (see Table 7.2).

Different points might be accentuated for different groups. The devel-
opment of talking points can actually aid in the development of a strategy
for an advocacy campaign. Once the list of talking points is developed, use
them in developing the other advocacy methods.

Newspaper Editorial Pages

The print and electronic versions of newspapers’ editorial pages include
letters to the editor and op-ed articles. Typically, these appear in both
print and online versions of most papers, allowing them to be e-maile