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Overview of the book

Introduction

Health promotion is generally regarded as aiming to increase control over the
multi-levelled and complex determinants of health and illness using social inter-
ventions. To do this, health promotion should address individual attributes and
behaviours, the social norms that influence these, and the wider distribution
of rights, responsibilities and resources within societies that are the ‘upstream’
influences on these factors. The development of interventions is facilitated by:
the use of theory; understanding the determinants of health and illness; assessing
the needs of populations; understanding the approaches to promoting health and
their strengths and weaknesses; programme planning; and rigorous evaluation.
The focus of this book is on the last four of these elements. The book builds on
another book in the Understanding Public Health series, called Health Promotion
Theory, in which the first two ‘ingredients’ are explored.

Structure of the book

Each chapter follows the same format. A brief overview tells you about the con-
tents, followed by learning objectives and the key terms you will encounter. There
are activities which are designed to encourage you to think about an issue, or to test
your knowledge and understanding. Each activity is followed by feedback to enable
you to check on your own understanding. The book is arranged in three sections
which take you through the groundwork in developing interventions, the methods
and approaches which form the interventions, and delivery and reflection on
practice.

The groundwork

The focus of Chapter 1 is on developing a programmatic approach to health pro-
motion. It is argued that health promoters must be clear what they are aiming
to achieve – i.e. what ‘needs’ they will be addressing. In Chapter 2 you will learn
about needs assessment. The chapter considers how ‘health states’ and ‘needs for
interventions’ can be measured including use of routine and ad hoc data. Using
empirical research to inform health promotion is a complex matter. In Chapter 3
you will learn about some approaches to searching and appraising critically
research evidence that can provide health promotion planners with some of the
information they require.
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Choosing approaches and methods

In this section you will be introduced to different methods and approaches com-
monly used in health promotion to address individual, community and societal
determinants of health and illness. The groundwork should have led you to the
conclusion that there isn’t a simple divide between effective and ineffective
methods. Instead different methods will be effective at achieving different aims
with different groups in different settings. A health promotion programme which
is designed to address the multiple determinants of a public health problem is
likely to consist of a number of interventions. So although necessarily arranged
in discrete chapters, you should consider these methods and approaches as
potentially complementary rather than as competitors.

Individual level

While it may be the case that health promotion programmes have focused
on individual determinants to the neglect of addressing social influences, there
is still an important role for health promotion in enabling individuals to appraise
and modify their own health behaviour. Chapter 4 explores such individual-
focused approaches and methods. In Chapter 5 you will learn about an approach
for communicating with people during face-to-face interventions called
motivational interviewing. A central tenet of this approach is the exploration
and resolution of ambivalence about behaviour change. The motivational
interviewer’s task is to facilitate expression of both sides of the ambivalence and
guide the client towards an acceptable resolution that increases the probability of
positive change.

Group or community level

Arts-based activities are now widely recognized as useful tools of public health
across the world. In Chapter 6 you will be introduced to use of theatre in health
promotion and the range of theatre techniques available to support public
health and development programmes. Chapter 7 examines what is meant by peer
education and outlines some of the theories associated with this approach. Peer
education has become popular with practitioners and has incorporated a diverse
range of approaches and addressed a wide variety of health issues.

The mass media

The mass media can play a significant role in public health; both good and bad. In
Chapters 8 and 9, you will learn about two methods that utilize the mass media.
The first of these is mass media campaigns. It is argued that where mass media
interventions work, it is more likely to be because they activate a complex process
of change in social norms rather than because they directly change individual
behaviour. In Chapter 9 you will learn about media advocacy as an approach to
public health policy change, and compare and contrast it with other techniques
such as lobbying, advocacy and public relations.

2 Overview of the book
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Approaches

These chapters bring together different approaches that inform the development
of health promotion interventions. They are not ‘methods’ per se but can be con-
sidered as different philosophical standpoints which place either the consumer, the
community or the setting at the core. The first of these, which you will learn about
in Chapter 10, is social marketing. Social marketing takes ideas and techniques that
are used in the commercial sector to influence consumer behaviour and applies
them to health behaviour.

Chapter 11 looks at community development, an approach that seeks to empower
communities to recognize, confront and develop solutions to the issues that
affect them. The philosphy here is that the community itself has the greatest
understanding of the issues that it faces and when ‘empowered’ knows the best
ways to address these issues.

Chapter 12 introduces ‘settings-based health promotion’, a concept developed and
supported by the World Health Organization (WHO) since its first mention in the
Ottawa Charter in 1986. It embodies a holistic (whole system) philosophy.
The chapter provides examples of programmes that have attempted to translate
the rhetoric into practical action and contrasts ‘projectism’ with the structural
and organizational changes necessary for hospitals, schools and other settings to
become truly health promoting.

Influencing policy

Research has repeatedly demonstrated the importance of social conditions in
influencing the health of individuals and populations. Chapter 13 considers how
government policies – as major drivers of social conditions – may contribute to
health, and gives examples of how they may reduce, and sometimes increase,
health inequalities. It also considers the role of health impact assessment in
informing health public policies, and discusses how better evidence on healthy
public policy can be obtained.

Delivery and reflection

Having considered how to devise health promotion programmes and the strengths
and weakness of different methods for achieving specific aims and objectives,
the next stage is delivery. Successful delivery of health promotion requires sound
project management from planning through implementation to completion. In
Chapter 14 you will explore the different tasks involved in project management
and how to undertake these tasks. Chapter 15 considers evaluation and argues that
rigorous evaluation of outcomes and of processes is important but that before
evaluation designs and methods are chosen, the evaluation questions must be
specified. The chapter goes on to discuss the roles of different sorts of data and
different study designs. The final chapter, Chapter 16, looks at the issue of interven-
tion transfer and in particular generalizability and scale-up of health promotion
interventions.

Overview of the book 3



 

Page 4

Page 4

Acknowledgments

The book is based on two teaching units at the London School of Hygiene &
Tropical Medicine, namely Principles and Practice of Health Promotion and the
Health Promotion Integrating Unit. These courses have evolved over several years
under the influence of Yolande Combes, Nicki Thorogood, Spencer Haggard, Adam
Biran and many others. The editors are grateful to Jenny Douglas, Senior Lecturer
in Health Promotion at the Open University, for comments on the first draft,
Nick Black, Professor of Health Services Research for editorial input and Rachael
Parker and Avril Porter for administrative support.

Authors

Wendy Macdowall is a Lecturer in Health Promotion, Chris Bonell is a Senior Lecturer
in Social Science & Epidemiology, James Hargreaves is a Lecturer in Epidemiology
and Kaye Wellings is Professor of Sexual and Reproductive Health, London School of
Hygiene & Tropical Medicine; Maggie Davies is Principal Advisor in International
Health Development at the Department of Health; Ford Hickson is a Senior Research
Fellow at Sigma Research, University of Portsmouth; Antony Morgan is Associate
Director of Research at the National Institute for Health and Clinical Excellence;
Ginny Brunton, Helen Burchett, Rebecca Rees and Vicki Strange are Research Officers
and Meg Wiggins is Assistant Director, Social Science Research Unit, Institute of
Education; Oliver Davidson is an Associate Professor in the Department of Psycho-
logical Medicine, Dunedin School of Medicine, University of Otago; Melvyn
Hillsdon is Senior Lecturer in Exercise and Health Science at the University of
Bristol; Roy Head is Director of Development Media International; Martine Stead is
Deputy Director and Gerard Hastings is Professor of Social Marketing and Director of
the Institute of Social Marketing, University of Stirling; Rhian Twine is the coordin-
ator of the LinC office of the Wits/MRC Agincourt Health and Population Unit,
University of the Witwatersrand; Mark Petticrew is Associate Director and Matt
Egan is a Research Associate at the MRC Social and Public Health Sciences Unit,
University of Glasgow; Viv Speller is a freelance public health consultant; and Fiona
Sawney and Liza Cragg are freelance consultants.

4 Overview of the book



 

Page 5

Page 5

The groundwork

SECTION 1



 

Page 6

Page 6



 

Page 7

Page 7

Developing a programmatic
approach to health
promotion

Overview

The focus of this chapter is on developing a programmatic approach to health
promotion. You will consider what is required for something to be called an inter-
vention rather than just an activity and will be introduced to a number of inter-
vention qualities that can be investigated. Examples from HIV infection in Britain,
in particular a bio-psycho-social model of HIV incidence that is currently used to
plan HIV prevention programmes will be used throughout the chapter. This will
allow you to consider the larger question of what needs to change in order to
develop a programmatic approach to increasing health in a population.

Learning objectives

After reading this chapter, you will be better able to:

• understand what is meant by a health promotion need
• distinguish health-related behaviours from health-related needs
• describe the way in which health promotion attempts to influence people

to change their behaviour
• identify a range of intervention targets and needs that may be addressed

to improved the health of a population
• understand what are meant by a health promotion intervention and

health promotion programme
• plan health promotion programmes that address multiple needs

Key terms

Aim An expanded and refined version of a goal that sets out the means by which the end point,
in general terms, is to be attained.

Health-related behaviour Things people do that affect their health (e.g. sexual activity that
involves exposure to infections).

Health-related needs Attributes people need to have to be able to control their health-related
behaviour: knowledge and awareness; access to resources; interpersonal skills and physical
motor skills; and bodily autonomy.

Intervention A purposeful activity using finite resources that occurs in a specific place with the
aim of changing something specific for a specific person or group of people.

1
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Objective Concrete and specific elaboration of an aim.

Programme A collection of interventions that share an overall health-related goal.

Setting (site) The place or location in which intervention activities occur.

Introduction

States of health and disease are influenced by various behaviours. For example,
eating a balanced diet or taking antibiotics reduce the risk of some diseases and
engaging in unprotected sex or breathing asbestos increase the risk of others. In
turn, whether individuals engage in such behaviours is influenced by whether
people possess various things required to have maximum control over their
behaviour – i.e. whether various ‘needs’ are met or not. For example, whether
someone eats a balanced diet or not may be influenced by whether their need for
accurate information about nutrition has been met or not; whether someone
engages in unprotected sex or not may be in part influenced by whether their need
for developing interpersonal sexual negotiation skills has been met or not. We can
identify needs by asking the individuals themselves (i.e. ‘expressed’ need) or by
‘experts’ identifying on the basis of logic or research what someone might need
(i.e. ‘normative’ need). Most complex behaviours are associated with a number
of different needs (e.g. knowledge, interpersonal skills, access to resources). In
addition, different people may require different interventions to meet the same
need. For example, knowledge may be gained by some through a leaflet while
others may require a face-to-face conversation.

The extent to which individuals’ identified health needs are met is dictated by the
actions of policy-makers, education, health and social services and communities.
There is not always a sharp distinction between these constituencies but the dis-
tinction is worth retaining to illustrate the diversity of actors and actions for
health. Policy-makers include central and local governments and strategic
decision-makers in organizations, and it is policy-makers – rather than the people
delivering the services – who usually determine which and how services are
delivered. Further, everyone is a member of one or more ‘community’ and people
get many of their health-related needs met by the people they live with and are
around on a daily basis, making them important vectors for health too.

Each of the three constituencies (policy-makers, services and communities)
influences the health of others as a result either of their planned or unplanned
intervention or as a result of their not intervening. These constituencies’ activities
are themselves dictated by the extent to which their own ‘needs for action’ are met.
‘Need for action’ here refers to the things that these people need to have, such as
information, institutional capacity and favourable attitudes, in order to intervene
in a useful manner. An overall goal to improve the health of a population may
involve interventions targeted at the needs of these three constituencies to act in
the interests of the population, as well as (or even instead of) interventions targeted
at the population itself. It follows that no one type of intervention will be
able to meet all needs associated with a health issue for all people. Consequently,
a collection of interventions is usually needed to address any health issue. A
collection of interventions is called a programme.

8 The groundwork
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The relationships between health outcomes, behaviours and needs are complex
and often poorly understood. Most interventions are able to impact on a number of
needs, most needs are associated with a number of behaviours and most behaviours
have impacts on more than one health outcome. Conversely, how frequently a
disease occurs in a population (its incidence) is related to many biological, psycho-
logical and social factors. Not all of these are amenable to change through medicine
or health promotion and therefore not all can be thought of in terms of ‘need’.
Many diseases have multiple risk behaviours associated with them and the
incidence of each risk behaviour in a population influences the incidence of
several health outcomes. For example, the frequency of unprotected sexual inter-
course between people with and without HIV infection will influence how
frequently HIV is transmitted (only a proportion of these events will result in
transmission). How frequently this occurs will be influenced by rate of partner
change in the population and the overall frequency of unprotected intercourse.
These two factors will also influence the incidence of other sexually transmitted
infections, as well as pregnancies. So the same population behaviours have
multiple health impacts.

It follows then that any unmet health need is likely to impact on several health-
related behaviours. For example, lack of assertiveness makes safer sexual negoti-
ation more difficult and reduces ability to resist peer pressure around smoking and
drinking, as well as disadvantaging people in the health market-place. This is part of
the explanation for why different types of ill health cluster in the same people.

We can’t guarantee that by meeting what have been identified as needs will lead to
changes in behaviour that promote health. In some cases, despite addressing a
number of important health-related needs, others remain unidentified and there-
fore unmet. For example, health promoters might fail to identify the need to be
able to access healthy foods as an influence on whether someone eats a balanced
diet. Therefore, the behaviour changes that health promoters hoped to see don’t
materialize. Furthermore, people may simply decide that they do not want to
change behaviour, despite their ‘needs’ being met.

It is important to recognize that people have different views as to what is acceptable
to do to people to influence their behaviour. Some see the acceptable limit of health
promotion as enabling individuals to have maximum control over the deter-
minants of their health. In other words, health promotion should restrict itself to
meeting people’s needs as defined earlier. Others judge it acceptable to go beyond
this to influence behaviour through other means as well. Such people might see
health promotion activities as including empowering people to make healthy
choices where they want to, but in some cases might also see it as legitimate to
direct people’s actions in non-empowering ways. They might for example see it as
legitimate to pressurize people into eating balanced diets by increasing taxes
on fatty foods or by curbing the availability of fast-food restaurants via planning
regulations. Some might even see it as acceptable to outlaw certain kinds of sexual
practice, scare people, misinform them or interfere with their civil liberties in other
ways such as curbing their freedom of movement. It is important to recognize that
both approaches share the same behavioural goal for the population (e.g. increased
fruit and vegetable intake or fewer sexual HIV exposures); they differ in what sorts
of changes they are willing to bring about in order to ensure those behaviours
occur.

Developing a programmatic approach 9
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What one views as acceptable means of influence will determine how one evaluates
the success of health promotion interventions. If the approach to behaviour
change is solely in terms of empowering people to make their own choices, one
would evaluate health promotion mostly in terms of the extent to which it meets
identified needs as well as the behaviour it is intended to influence. If one views
health promotion as aiming to influence behaviours by any means necessary,
including empowering and in some cases directive ones, one would primarily
focus on changes in behaviour or health status, although one might also want to
examine other factors such as whether needs have been met in order to understand
how interventions may have worked.

Why describe interventions?

In health promotion planning and delivery there are three common reasons why
we might want to describe interventions. The first is to buy and sell them. Agencies
wishing to undertake interventions usually have to raise funds to do so, and a
key task here is conveying the essence of the intervention to potential funders.
Conversely, health commissioners often wish to bring particular interventions into
being and must issue a tender for them, in the process describing the intervention
they wish to purchase.

The second common reason for describing interventions is in order to evaluate
them (evaluation is covered in Chapter 15). Although it is possible to make some
judgements of undescribed activities it is not possible to say anything about the key
intervention performance parameters without an intervention description. So for
example, unless we say something about the intended target for an intervention,
we are unable to address questions of equity of access; if we know nothing about
the resources required for an intervention (or how many people got it), we
cannot talk about its unit costs. Most importantly though, if we have no aim for an
intervention we cannot say whether or not it is effective.

The third reason for describing interventions is to replicate them. An intervention
description then can also be a record of what to do if you want to implement it.
Interventions that do what we want them to do, for the people we intend them
to do it for, are valuable. An intervention that met the needs of some people in
one place may well meet another group of people’s needs somewhere else (see
Chapter 16 for some of the issues related to intervention transfer). Without an
intervention description it can be difficult or impossible for someone else (or even
ourselves) to run it again.

These are not all the uses of intervention descriptions, but buying and selling,
evaluating and replicating interventions would all be impossible in their absence.
The amount of detail an intervention description contains will depend on what it is
being used for. For example, a description of an intervention used to raise funds
need not contain as much detail as one intended to allow someone else to replicate
the intervention in the future. The easiest way of avoiding explicit failure is to
decline to specify what success would look like. Intervention evaluations are often
over-optimistic about the performance of interventions because the intervention
is so poorly specified as to make it difficult to fail. For example, many interven-
tions state what will happen (the objectives) but not what is hoped to change (the

10 The groundwork
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aim). Simply having done the intervention is therefore judged a success. Simi-
larly, stating the target group to be the people using the setting (e.g. school-
children, bar users etc.) means the intervention cannot fail in encountering its
target group.

� Activity 1.1

Read the description of an intervention in a journal article reporting an evaluation. Is
the intervention described in enough detail for you to replicate it in precisely the same
way? Does the report include the cost of the intervention? What other information is
missing?

Feedback

Few journal articles describe interventions in enough detail to replicate them and fewer
still include the monetary cost of the intervention.

What constitutes an intervention description?

Interventions are purposeful and planned actions intended to contribute to a
reduction in unmet health-related need (and hence a reduction in illness-related
behaviour or an increase in health-related behaviours). As you have learnt, they
include actions directed towards, for example, government ministers, newspaper
editors and service commissioners as well as actions directed at the population of
concern.

Without a purpose and a plan, an activity should not be considered an intervention.
The purpose for a health-related intervention is to address the requirements for
action, or needs, in a specific person or group of people. The needs are defined by
the health- or illness-related behaviour they are attached to (needs assessment
is considered in Chapter 2). The plan consists of a number of activities that take
place in a specific location, the site of the intervention. In order to complete an
intervention description, we should say something about the resources required
to do the intervention. So there are five essential elements to all intervention
descriptions: aim, setting, target, objectives and resources.

Intervention aims

As discussed above, different people approach influencing behaviours in different
ways. Some approach behaviour change through reducing the needs of the target
of the intervention. Others may seek to influence behaviour via empowering
people to make their own decisions (e.g. educating people about a healthy diet) and
sometimes by using more directive means (e.g. taxing foods with high fat content).
Which, if either, approach is effective will vary depending on the behaviour under
consideration. If we take the view that empowered populations act in their own

Developing a programmatic approach 11
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interests and make healthier decisions than disempowered populations, interven-
tions should aim to influence needs. In other words, the success of a specified
intervention is defined by its impact on needs. See Chapter 16 for an alternative
argument that evaluations should focus both on such needs and on other
outcomes such as changes in health behaviours and health states.

The remainder of this chapter argues for evaluation to focus primarily on outcomes
concerned with reductions in need. Needs in this case are defined as the require-
ments for control over health-related behaviours. For example, in the case of HIV
risk behaviours, HIV prevention needs may include physical autonomy (freedom
from assault and rape), assertiveness skills, ability to negotiate safer sex (inter-
personal skills), ability to establish one’s own HIV status (i.e. access to HIV testing),
access to condoms and the knowledge and ability to use them properly, knowledge
and awareness of HIV and its prevention etc. What we judge the needs related to a
behaviour to be are related to our theories about why people do what they do, our
judgements about what can be changed by interventions and our ethical position
about what interventions should do.

One way to elucidate the aims of an intervention is to answer the question In
what way is the target group different after the intervention objectives have occurred? It
is important not to fall back on the behaviours of the target group here. Since
different people may do the same thing for different reasons, and since the
same people may do different things for the same reason, any behaviour may be
associated with a wide range of needs. Interventions do not change people’s
behaviours. Interventions (sometimes) change people, and people change their
behaviours.

Intervention settings and sites

Settings specify how the people the intervention is intended to change encounter
the intervention activities. All intervention objectives must take place somewhere
and the place they occur in is a key determinant of both their feasibility and the
profile of the people who encounter them. Although no specific activities can be
done everywhere, there are few places in which no health promotion activities
can be done. This means the potential range of settings for health promotion
interventions is enormous. Interventions intended to reduce health-related needs
can be carried out in: the media (press, radio, television); the street; socializing
business (pubs, clubs, restaurants); schools; community and religious centres
(including churches, mosques, synagogues); service centres (clinics, organizational
bases); care-homes; prisons; personal homes.

In addition, interventions targeted at the needs for action of, for example, policy-
makers and service providers can occur through professional networks. In these
cases, the potential targets may hear about the intervention through being con-
tacted directly.

Many of these settings are places where people are present for some reason other
than health promotion activities. Activities in these settings do not usually require
a front-end (the people are already there). Interventions occurring in places where
people have to attend (i.e. where the intervened on come to the intervenor) usually
require an additional intervention (recruitment) in a place where people are
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already (including, e.g., reading press magazines and newspapers). Where these
front-end interventions occur will dictate who attends.

Intervention targets

Target groups are defined to maximize the impact of the intervention through
trying to ensure the people who encounter the intervention are those in most need
of it. Descriptions of target groups are therefore in some ways surrogate markers for
a combination of the health concern at issue or the specific unmet needs the inter-
vention addresses. However, interventions are not always targeted at those most
likely to suffer from an illness or most likely to have a need unmet. Very few
interventions can aspire to serve people equally irrespective of where they live in a
country (there are, e.g., few ‘national’ interventions). The interests of the funder of
the intervention and the values of the intervenor both mediate between need and
target group.

The specified target should be as comprehensive as possible and aspects of the
target group not mentioned should be assumed to be equally served by the inter-
vention. So, for example, ‘young people’ does not mean ‘young heterosexual
people’ unless it explicitly says so. An intervention whose target is simply ‘young
people’ should be expected to be of equal benefit to gay/lesbian and heterosexual
young people, young people from ethnic minorities as well as the ethnic majority,
disabled young people as well as able-bodied young people, and so on. It should
also be expected equally to benefit young men as well as young women, unless
specified otherwise.

The profile of people whose needs are intended to change as a result of intervention
activities can include consideration of gender, age, ethnicity, sexuality, disability,
class/occupation/education, area of residence, as well as other characteristics. If
the intervention is targeted at service providers or policy-makers, the intervention
description should be as precise as possible about who these people are. In this case,
the potential target audience is usually much smaller than the potential target
audience among the general public.

� Activity 1.2

Study the specified target group for an intervention (either a health promoter’s
description or in an evaluation report). Does it include information about where the
intended target group live, their sex, age, ethnicity, sexuality, disability, occupation
or education? What other characteristics are mentioned (exclude those based on
where the intervention occurs or on what the aim of the intervention is)? Considering
these seven characteristics (residence, sex, age, ethnicity, sexuality, disability, education/
occupation level), which sub-groups do you think are more likely to encounter the
intervention than others?

Developing a programmatic approach 13



 

Page 14

Page 14

Feedback

The term ‘general population’ is often used to ignore desirable and undesirable biases
in interventions. There is no health issue that is equally distributed across all charac-
teristics of the population. No intervention is encountered by all members of its target
group and all interventions have target group biases. For example, mass media interven-
tions are disproportionately seen by some sections of their target group more than
others, places on skills courses are taken more frequently by some groups. The target
group for an intervention should specify, where relevant, the desirable biases in who
gets the intervention more than others. For example, is the intervention intended to be
encountered equally by those with no educational qualifications as by those with uni-
versity education? If not, which group is intended to be served more than others?

Intervention objectives

Generally, aims are where you want to be and objectives are what you do to get
there. What constitutes an objective depends on where an aim is pitched. For
example, if our aim is reducing new sexually-acquired HIV infections, our object-
ives could be to reduce sexual HIV exposures and the biological factors that
facilitate transmission (e.g. concurrent STIs, body fluid transfer, increasing post-
exposure prophylaxis etc.). Subsequently, if our aim is reducing sexual HIV
exposure, our objectives could be to increase knowledge, awareness, skills, access to
condoms, etc. Then if our aim is to increase knowledge, our objectives could be to
write, design, produce and distribute an information leaflet.

At the most immediate and basic level then, objectives are the things that you do
that constitute the intervention. This is the first level at which objectives can
be specified and it is what is meant when we refer to intervention objectives.
Objectives include the sequence of events that occur as well as the methods and
approaches being used. The different methods and approaches commonly used in
health promotion to address individual, community and societal determinants of
health and illness are covered in Chapters 4 to 13. There is not a simple divide
between ‘effective’ and ‘ineffective’ methods; rather, different methods are more or
less effective at achieving different aims with different groups in different settings.

Note that the objectives include what the people being intervened on do as well as
what the intervenor does. An intervention cannot be said to have occurred if a
leaflet is put in a rack but no one ever takes it and reads it. It is the act of reading the
leaflet that completes the objectives of the intervention.

Small media such as leaflets and postcards require a distribution mechanism to get
them into people’s hands. So, for example, ‘a leaflet’ is not in itself an intervention.
Similarly, some objectives are incomplete without a ‘front-end’. Recruitment is
often half of an intervention and should be included in the description of the
activities.
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Intervention resources

A description of an intervention should say something about the resources
required to carry it out. While this can be expressed as money, there may also be
some resources required to do the intervention that cannot be purchased by the
health promoter. So for example, an outreach session in a gay bar requires: trained
workers, resources to distribute (leaflets, condoms etc.) and a gay bar in which
to carry out the work. The objectives could include: arrangement with bar
owner/manager to visit and work the site; attending the site; approaching and
engaging clients; talking and listening to establish and address unmet needs;
and distributing leaflets and condoms.

Who is responsible for the health needs of a population?

There are numerous health issues unequally distributed between and within
countries. The size and nature of national responses to health issues varies, both
over time and across populations. Whether a health issue is responded to is often
related to who is being affected by it. Health issues which are limited to unpopular
or marginalized populations (such as HIV, tuberculosis or sickle-cell anaemia) are
less likely to garner public and political support for action than are those which
affect either the ‘general population’ or politically safe populations such as
children. This means that if we wish to impact on health issues affecting
‘unpopular’ populations we must also address the political context in which the
health promotion is carried out (or not). To a large extent though this is also true
for all health issues.

The success of national responses to health issues rests on the commitment
of diverse constituencies of people and organizations. As such, they demand a
multi-level approach to realize their goals. Moreover, there exists no one agency or
institution with overall responsibility for any single health issue nor any single
group of organizations commanding sufficient expertise, resources and respect to
ensure that an issue is comprehensively tackled. All health issues have a number
of agencies and organizations working on them, and the extent to which each
of them succeeds depends on its relationship and complementarity to all the
others. Hence collective success depends crucially on the degree and success of
collaboration.

Policy-makers and commissioners, service providers and the community share
the need for a collective, coherent and coordinated response to health issues.
With an increase in the numbers and types of players engaged in the response to
health issues there is a concomitant need for partnerships, referrals and exchange
of learning. These needs also require addressing and are appropriate aims for health
promotion interventions.

A typology of preventative action

This chapter has identified that some view acceptable health promotion as
empowering people in order to influence their health-related behaviours
while others believe that in some cases directive means can also be used. As many
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stakeholders are involved in addressing or undermining needs, health promotion
actions involve many groups of people other than the people whose health-related
behaviour we are concerned with.

Hence health promotion is affected by all policy areas, services and the common
conduct of most of the population. Many of these actions make health-related
needs worse, especially with regards to the needs of socially unpopular groups,
such as, for example, immigrants, gay men or prisoners. The social epidemics of
homophobia and discrimination associated with HIV, for example, have fed the
viral epidemic since its inception. Much HIV prevention activity has been spent
addressing these obstacles precisely among those people who could have been con-
tributing to a reduction in HIV incidence. Health promotion programmes often
seek to increase health-promoting activity in others, as well as directly reducing the
unmet health needs in the population of concern.

Any action that contributes towards meeting health-related needs for any target
groups can be recognized as a valid health promotion activity. This means it is
possible to have interventions that make a significant contribution to increasing
health without directly addressing health-related behaviours. From the preceding
it should be clear that a health promotion action can be carried out by:

• community members;
• policy-makers, researchers and resource allocators;
• education, health and social services personnel.

It should also be clear that a health promotion action can be targeted at:

• the illness- and health-related needs of people whose behaviours we are con-
cerned about;

• the needs of community members (knowledge, skills, resources) to carry out
health promotion actions (e.g. advocating health-related behaviours in peers,
cooking balanced meals for families);

• policy-makers, researchers and resource allocators’ needs (knowledge, skills,
resources) for health promotion actions;

• education, health and social services personnel’s needs (knowledge, skills,
resources) for health promotion actions.

Table 1.1 outlines the range of elements of a response to a health issue. The specific
examples relate to the HIV epidemic among homosexually active men, but the
categories of intervention are applicable to all health issues. The typology gives us
12 different types of intervention in three groups of four. Usually health promoters
will only consider the interventions they themselves do, but they also have a major
role in encouraging interventions by others.
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Table 1.1 A typology of health promotion action: building a programme

Actors Target of action Examples of interventions in a
national HIV prevention
programme

Policy-makers,
resource allocators
& researchers

Policy-makers’, researchers’ &
resource allocators’ action needs

National evidence base
programme

Public funds
Service providers’ action needs National and local prevention

strategies/plans

Development of HIV vaccines
and microbicides

Community action needs Leadership against stigma and
discrimination

Population of concern’s health-
related needs

Social equality & justice
legislation

Education, health and
social service
providers

Policy-makers’, researchers’ &
resource allocators’ action needs

Professional associations and
representation in policy-making,
research & resource allocation

Service providers’ action needs Training & professional
development

National & local collaborative
planning fora

Community action needs Community development
Population of concern’s health-
related needs

Equitable generic education,
health & social services
• HIV education & counselling
• Condoms & lubricant

distribution
• Access to HIV & STI diagnosis

& treatment

Community members Policy-makers’, researchers’ &
resource allocators’ action needs

Political action and lobbying

Service providers’ action needs Gay public involvement in
service planning

Community action needs Voluntary associations and
community mobilization

Population of concern’s health-
related needs

Peer education

Source: Hickson et al. (2003)
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� Activity 1.3

Choose a major health issue in your country. Imagine you work in a non-governmental
organization (NGO) dedicated to that issue. Using the typology above, identify one
potential intervention for each cell of the typology. Write a few words on the aim,
setting, target, objectives and resources for each intervention. Assuming you have a
limited budget, which interventions would you prioritize?

Feedback

The most appropriate programme for a health issue will depend on the current
awareness and response to the issue among community members, services and policy-
makers. It will also depend on the values and approach of your NGO.

Where to start planning an intervention

All interventions have the dimensions Aim, Setting, Target, Objectives and
Resources. The mnemonic ASTOR is a way of remembering these five dimensions.
An intervention can however be planned starting at any of the five dimensions but
once one or two of the dimensions are specified, the others become limited in what
they can be (the choices become narrower).

Start with an aim/need
Who has the aim/need poorly met?

Where can they be encountered?
What activities that reduce the need can be done there?

What resources are required?

Start with a target group
What needs do they have unmet?

Where can they be encountered?
What activities that reduce the need can be done there?

What resources are required?

Start with some resources
Whose needs do you want to address?

What needs/aims do they have poorly met?
Where can they be encountered?

What can be done there within the resources that will address unmet
needs?

Start with a setting
What activities can be done there?

Who can be encountered there?
What unmet needs do they have that can be addressed with feasible
activities?

What resources are required?
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Start with objectives/tools
What resources are required?

Where can the objectives be done?
Who can be encountered there?

What needs that can be addressed by the available tools do the target have
unmet?

� Activity 1.4

Return to the health issue you chose in Activity 1.3. Using the steps above develop five
interventions, one from each of the following starting points: (1) the factors associated
with the behavioural aspect of your chosen health issue that are amenable to change
through intervention; (2) the health issue as it affects middle-aged men (remember, they
may act as advocates for others); (3) 50,000 euros to spend on the health issue; (4) an
intervention that can be done in a local department store which is concerned about the
issue (could be with either employees or customers); (5) an intervention employing
advertisements and small group discussions. For each of the five interventions check
that the objectives can be carried out in the setting and within the budget (feasibility)
and that the budget is not excessive for the activities (efficiency). Also check that you
have specified the target group for each intervention and that it matches the setting in
which the activities will be carried out (accessibility to target group).

Feedback

Although the five interventions you have outlined will probably have different impacts
on the incidence of the health issue you are concerned about, they may not all be
equally available to your NGO. The existing relationships with other stakeholders, the
budget available, the accessibility of the target group and the expertise of the health
promoters with different tools will all limit which actions are available.

The goal in intervention planning is to develop a coherent intervention (planning
is covered in greater detail in Chapter 14). That is, one whose objectives can be
carried out in the setting (feasible), within the resources (affordable), are agreeable
to the target group (acceptable), which can bring about change in the aim (effec-
tive) and whose target group is encountered in the setting (accessible) and do not
already have the aim of the intervention met (needed).

Where we start planning an intervention from will depend on who we are, what
our role is and who our collaborators are. Government policy often determines
which diseases and target groups funding is available for and guides the activity of
statutory bodies. The intervention portfolio of any health promotion department
is influenced by the interests and expertise of the current staff team as well as
the unit’s history. Interventions also follow fashions and different diseases and
population groups become more or less popular as do different tools and settings.
However, evidence of the saliency of a disease in the local population and its
distribution in different sectors of the community should always be attended to.
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Summary

What is and is not a health-related need is a matter of both evidence and values.
We need evidence that a behaviour is related to the heath issue we are concerned
about, and we need evidence that any particular factor is indeed related to the
behaviour. For example, is lung cancer related to smoking, and is smoking related
to the price of tobacco, are two different hypotheses, both of which need evidence
to support them before manipulating the price of tobacco can be adopted as an aim
of a (policy) intervention to reduce lung cancer.

There is no set of intervention objectives that can be done anywhere, cost very
little, are liked by everyone and can address all needs, for all people. Therefore no
single intervention is able to tackle any one health issue, even less so the range of
health needs for any single population. So for any health issue, or the health of any
population, a programme of interventions is required that complement each other
and work together to cover the varied needs of a population.
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Needs assessment

Overview

Needs assessment in health promotion is essential in the development of appropri-
ate policy and programmatic solutions to public health concerns. It is commonly
used to review the health issues of populations, to identify and agree the priorities
for action and to demonstrate the most efficient and cost-effective use of scarce
resources in the public sector.

In this chapter, you will learn the importance of needs assessment, the processes
involved in carrying out needs assessment, the data sources most commonly used
and some of the current issues relating to this area of work.

Learning objectives

After reading this chapter, you will be better able to:

• describe the rationale for needs assessment in health promotion
• describe the main stages involved in a needs assessment study
• identify some of the major sources of information required to complete a

study
• distinguish the relationship between a range of tools and techniques

relevant to assessing the health priorities of local communities

Key terms

Community asset mapping An inventory of the strengths (assets) of the people who make up a
community; the interconnections of these assets and how to access them.

Health equity auditing (HEA) Identifies how fairly services or other resources are distributed in
relation to the health needs of different groups and areas, and the priority action to provide
services.

Health impact assessment An approach to ensure that decision-making at all levels considers
the potential impacts of decisions on health and health inequalities, and identifies actions that
can enhance positive effects and reduce or eliminate negative effects.

Health needs assessment A systematic process of identifying priority health issues, targeting
the populations with most need and taking action in the most cost-effective and efficient way.
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What is a needs assessment and why do it?

Rising demands in health care, limited resources and increasing inequalities
in health are some of the main drivers for needs assessment studies in European
countries (WHO 2001). Wright et al. (1998) report that over the last 30 years health
care expenditures in most developed countries have risen faster than the cost
increases reported in other sectors and that medical advances and demographic
changes will force costs and demands on health services to rise further. There is
increasing evidence to suggest that spending more on health care will not result
in significant improvements in population health. Governments are therefore
increasingly looking to the potential for prevention activities to alleviate some of
the burden from heath care services.

Cavanagh and Chadwick (2005) define health needs assessment as ‘a systematic
process of identifying priority health issues, targeting the populations with most
need and taking action in the most cost effective and efficient way’. This definition
encapsulates both the purpose and desired outcome of a good needs assessment
study. So while the purpose of needs assessment is to determine health priorities and
unmet health and social need the desired outcome should be action to address the
needs identified to ensure improvements in health are made. There are a number of
other reasons why needs assessment is important in health promotion as illustrated
in Table 2.1.

Basic needs assessment has been the cornerstone of health promotion and public
health activity for many years and has traditionally involved providing epidemi-
ological assessments of the state of population health to help determine priorities
for action. These have been conducted at the international, national and local
levels. They all in some way help decision-makers choose where investments in
health should be made to deliver the most health gain. In some countries, needs
assessment activities are becoming a statutory requirement to ensure that scarce
resources in the health sector can be maximized. For example, in England, health
authorities are required by the 1990 National Health Service Act to assess the health
needs of their populations and to use these assessments to set priorities to improve
the health of their local population (Wright et al. 1998).

Table 2.1 Why is health needs assessment important for health promotion?

• HNA is a recommended public health tool to provide evidence about a population on which
to plan services and address health inequalities

• HNA provides an opportunity to engage with specific populations and enable them to
contribute to targeted service planning and resource allocation

• HNA provides an opportunity for cross-sectoral partnership working and developing creative
and effective interventions

• HNA can provide a systematic process for monitoring progress of national and local
strategies for actions on health inequalities

• HNA can help to strengthen community involvement in decision-making
• HNA can improve team and partnership working
• HNA can promote professional development
• HNA can improve communication with other agencies and the public
• HNA can improve use of scarce resources

Source: www.publichealth.nice.org
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Some authors see needs assessment as only one of several steps in the early stages
of programme planning, others argue that needs assessment should be seen as an
iterative process, ultimately leading to changes in resource allocation (Ewles and
Simnett 2003; Cavanagh and Chadwick 2005). Stevens and Gillam (1998) high-
light that patterns of service delivery and programme development in the UK are
only weakly related to objectively assessed needs, generally because too much
needs assessment is divorced from managers’ deadlines and priorities.

What is ‘need’?

Bradshaw (1972) identified four main categories of need:

• Normative need is need which is identified according to a norm (or set standard);
such norms are generally set by experts. Benefit levels, for example, or standards
of unfitness in houses, have to be determined according to some criterion.

• Comparative need concerns problems which emerge by comparison with others
who are not in need. For example, one of the most common uses of this
approach has been the comparison of social problems in different areas in order
to determine which areas are most deprived.

• Felt need is need which people say or feel – that is, need from the perspective of
the people who have it.

• Expressed need is which can be inferred via people’s demand for health services.

One further way to understand the concept of need is to consider the related
concepts of supply and demand (see Table 2.2 for definitions). In an ideal world,
health systems would be able to cater for every need identified in a population.
This need would generate a demand for the appropriate service and the supply of
services would meet every demand. There would be no difference between giving
people what they need and giving them what they want, and also no under- or
over-supply of services. In reality however, demand usually outstrips supply,
often leading to the uneven supply of services as health professionals have to
prioritize within their given set of resources. It is important therefore that any
assessment of need is carried out with knowledge of the local demand and supply
of services, so that the provision of uneven services is minimized and issues of
equity are considered in all the decisions that are taken about the most appropriate
action.

Table 2.2 Need, demand and supply

Need Need in health care is commonly defined as the capacity to benefit. If health needs
are to be identified then an effective intervention should be available to meet these
needs and improve health. There will be no benefit from an intervention that is not
effective or if there are no resources available.

Demand Demand is what patients ask for; it is the needs that most doctors encounter.
General practitioners have a key role as gatekeepers in controlling this demand, and
waiting lists become a surrogate marker and an influence on this demand.

Supply Supply is the health care provided. This will depend on the interests of health
professionals, the priorities of politicians, and the amount of money available.

Source: Wright et al. (1998)
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� Activity 2.1

Why is health needs assessment important for health promotion?

Feedback

You have learnt that needs assessment is an essential activity in health promotion to
ensure that scarce resources are directed at those with most need. It provides a
process for assessing the health needs of populations and can be used to facilitate shifts
in resources from health care to prevention activities. It is important because health
promotion programmes must be based on the best available evidence and on the
principles of equity.

What are the features of ‘good’ needs assessment?

From the outset, needs assessment activities should have clear goals. Among these
are: generating awareness; satisfying a mandate; aiding in decision-making or pro-
moting action. In addition the assessment should be explicit about whether it is
interested in the whole population, a subset defined by place of residence or com-
munity of interest or whether it is attempting to address a public health topic area
(e.g. coronary heart disease, immunization). Of course it could be any combination
of these things.

Once you have decided this you can then define the aims and objectives for the
needs assessment to show what it is you want to find out about whom.

Developing a needs assessment plan is an essential first step to ensure that
you make explicit the key questions that you are trying to answer, the sources of
information that are required and that plans can be drawn up to secure effective
implementation of your findings.

The WHO guide for community nurses (2001) identifies five key steps to be under-
taken in needs assessment: profiling; prioritizing; planning; implementing; and
evaluating. These steps are used and expanded upon in this chapter to help you
think through the logical process of needs assessment activity.

Profiling

This involves the collection of relevant information that can inform you about the
state of health and health needs of the population and the analysis of this informa-
tion to identify major health issues. This will usually involve you in:

• making explicit the characteristics of the population in terms of their age, place
of residence and ethnicity;

• describing the health status of the people;
• identifying the local factors that affect their health.

A good needs assessment study will employ a range of sources of data and a range of
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methods employed to analyse the data. Typically it will include data which can
describe the target population and the programmes and services already in place,
factors affecting health including behaviour and lifestyle, physical and social
environment and genetics. The multi-layered model of factors influencing health
has become a familiar and accepted approach to understanding how an indi-
vidual’s health is influenced by social, cultural and environmental conditions and
provides a useful framework for thinking about the types of data that will be useful
in describing the health of the population and their context.

A needs assessment analysis should answer the question: What are the needs and
gaps in services? Programme design should be based on a clear understanding of
the size, distribution and nature of the problem or need. How many people have
the problem or condition? Where are they located? What are their characteristics?

There are two key ways of gathering this information:

• Routine sources which typically include census data; vital statistics (including
births and deaths); health and lifestyle data and other data relating to the
wider determinants of health. Time-series measures of various outcomes such
as poverty, unemployment, crime victimization, drug use, education and
employment.

• Ad hoc studies where data are not available. In this case you may need to collect
new data. The most commonly used data collection method for this purpose is
a survey (in which data are collected using questionnaires and/or interviews).
Other commonly used methods are focus groups (small group discussions with
key stakeholders or informants) and key informant interviews (i.e. interviews
with individuals with special inside knowledge about the problem or need and
the target population). Whatever data collection method you select (and you
will probably use a combination of methods), it is essential that the data be
representative or, if not, that you understand the ways in which the data are not
representative and attempt to compensate those data with additional data.

While there is often much routine data to draw on to inform all stages of the needs
assessment process, good quality local information is often difficult to obtain.
Where new information collection is required, attempts should be made to use a
combination of approaches. Stevens and Gillam (1998) call for triangulation of
data to help tell the story of the population being considered. Information there-
fore should be considered from routine and ad hoc sources, can be numerical or
textual and may sometimes have to be taken from national or regional sources
acting as proxy measures for the local situation.

Prioritizing

This involves a process and assessment of four key areas for action:

• What programmes are currently being provided and what is known about the
effectiveness of these approaches?

• What do local people see as their health needs?
• What are the national and local priorities for health?
• What is the best available evidence we have to determine the interventions with

potential for biggest health gains?
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Essentially the prioritizing stage of needs assessment aims to help you reassess
current provision of services and programmes against felt need expressed by
both professionals and lay people. It also allows you to gather the most up to date
knowledge about ‘what works’ to improve health and reduce health inequalities,
and to select those actions most likely to have the biggest impact in terms of health
gain.

Planning

This involves selecting and developing the programmes most likely to bring about
change and identifying the key stakeholders (who you need to work with and who
the programmes that will be developed are targeted at). Including stakeholders in
the planning processes will ensure their perspectives are represented, ownership
of the needs assessment outcomes is secured and the effectiveness of the actions is
guaranteed.

This involves detailing the steps that will be put in place to bring about change and
ultimately shifts in resources to those with most need. All action plans should
endeavour to be transparent in terms of the process. This will involve being clear
about:

• what it is you are trying to achieve and how you are going to do it (aims and
objectives);

• where you are now (baseline measures);
• how you will know whether you have achieved your aims and objectives

(monitoring and evaluation).

Planning is covered in more detail in Chapter 14.

Implementing the planned activities

Over the last decade our knowledge about what works in health promotion has
increased and there are an increasing number of international and national
organizations (e.g. Centre for Disease Control, Atlanta (www.cdc.gov); Cochrane
Collaboration (www.cochrane.org) and the National Institute of Health and
Clinical Excellence (www.nice.org.uk)) whose job it is to synthesize and dissemi-
nate knowledge about the most effective interventions in health promotion and
public health. This knowledge is an essential starting point for those conducting
local needs assessment studies. However, there are many issues to consider in the
transfer of interventions that those carrying out needs assessment should consider
(see Chapter 16).

Evaluation of health outcomes

It is important that all needs assessment studies should involve an evaluation
which will allow you to assess what has changed as a result of your profiling,
prioritizing, planning and implementing. In some ways evaluations take you
back to the start as they allow you to reassess where you are now and the process
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starts again. The evaluation usually asks the questions: What worked well? What
problems were encountered? How could you have done it better? Once the
evaluation is complete, share it with others interested in needs assessments. This
will provide an opportunity to learn from one another (see Chapter 15).

� Activity 2.2

What are the key features of the five stages of needs assessment outlined above and
what challenges do most professionals face in carrying out each stage?

Feedback

Profiling • Good use of routine and other sources of information to describe the
size and characteristics of the population

• Populations should be described in terms of geography, setting, social
experience (e.g. age group ethnicity etc.) and experience of a
particular medical condition

• A broad definition of the determinants of health should be used to
describe the population

Prioritizing • Use of explicit criteria for prioritizing actions, including an assessment
of which determinants of the biggest impact on the burden of illness
and which interventions have the most potential to see improvements
in health

• Decisions on priorities should be balanced to match national priorities
and the views of local people

Planning • Aims and objectives of the needs assessment exercise should be clear;
roles and responsibilities of those involved in interventions made
explicit; resources identified for all aspects of the implementation and
evaluation process

Implementation • Choose realistic timescales for the delivery of the intervention
• Be clear about some of the barriers to effective implementation and

put in place actions to overcome these barriers
• Put in place mechanisms to ensure ongoing and effective consultation

with users

Evaluation • Process and outcome indicators should be used to assess the
effectiveness of your programme

• A combination of methods should be used to assess the success of
your interventions (e.g. quantitative and qualitative data)

• Methods chosen should be driven by the purpose of the evaluation
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Tackling health inequalities – needs assessment, health equity auditing
and other tools and techniques

Many countries of Europe are richer and healthier than they have ever been before.
However, health inequalities remain a key challenge for many governments across
Europe and internationally. Encouragingly, over the last 10–15 years there has
been a substantial increase both in the recognition of the existence of inequalities
and the development of a range of policies aimed at reducing them. Documenting
inequalities has become common. What is less common at a service level is the
clear targeting of resources to identified needs and reviewing the impact of inter-
ventions designed to reduce inequalities in health. Having a better picture of the
inequalities that exist helps to target resources at those in greatest need.

Programmes designed to reduce inequalities often fail due to the time and resources
available to carry them out and a lack of evidence about what works across different
segments of the population. Increased policy commitment internationally to
tackle health inequalities has led some governments to introduce mandatory
systems for assessing need against all aspects of health inequalities.

In England for example, the concept of health equity auditing (HEA) has been
introduced to ensure that local community plans for health and development
prioritize those with the greatest need. HEA identifies how fairly services or other
resources are distributed in relation to the health needs of different groups and
areas, and the priority action to provide services relative to need. Unlike some
needs assessments, HEA is not complete until something changes to reduce health
inequalities, for example, changes in resource allocation, commissioning, service
provision or health outcomes.

HEA provides a framework for systematic action. It highlights the need to think
about inequalities in terms of age, gender, disability, geography and disability as
well as socioeconomic status. An HEA will consider the health needs of particular
groups taking account of at least one of these dimensions against the provision of
services and resources for good health.

There are six stages in HEA: stage 1 – agree priorities and partners; stage 2 – do an
equity profile, identify the gap; stage 3 – agree high impact local action to narrow
the gap; stage 4 – agree priorities for action; stage 5 – secure changes in investment
and service delivery; stage 6 – review progress and assess impact.

You should note at this stage that the overall process of HEA is not dissimilar to the
process of a ‘gold standard’ needs assessment. Some argue it is just a new fashion-
able way of describing needs assessment processes with a particular emphasis
on the issue of health inequalities. Hamer et al. (2003) indeed admit that HEA is
not new and that NHS organizations, local authorities and other agencies have
been working for many years to identify and reduce inequalities in the health and
well-being of different groups in their communities. However, they stress that the
difference now is that tackling health inequalities is integrated into mainstream
planning and service delivery within the NHS and partner agencies and has
become mandatory in England.

Hamer et al. argue that there are a number of ways in which a health equity audit
can assess equity in service delivery in the NHS, local government or elsewhere.
This can include a review of:
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• equal access for equal need: such as greater availability of free fruit in schools in
the most deprived areas;

• equal use for equal need: such as greater use of smoking cessation services among
low-income smokers;

• equal quality of care for all: such as culturally appropriate and relevant maternity
services for black and minority ethnic communities;

• equal outcomes for equal need: such as greater reductions in coronary heart disease
mortality among lower socioeconomic groups.

Health impact assessment (HIA), which you will learn about in Chapter 13, is also
used as a tool for decision-makers in assessing health inequalities in local popula-
tions. The purpose of HIA is to identify the potential health consequences of a
proposal on a given population and to maximize the positive health benefits and
minimize potential adverse effects on health and inequalities.

HIA has been in existence much longer than the concept of HEA in its formal sense
and is gaining increasing importance on the international stage as a key tool for
health promotion decision-making.

Quigley et al. (2005) compare the similarities and differences of HEA and HIA along
with other techniques such as integrated impact assessment and race equality
impact assessment. In doing so, they attempt to highlight their unique contribu-
tion to assessing health needs, informing decisions and assessing impact.

The commonality between these approaches is that they are all used as
planning tools to promote decision-making to ensure effective public health
services, in both the health and non-health sectors and that they all work best
when they involve a wide variety of stakeholders, building new ways of working
together and ensuring joined-up planning – at project, programme, strategy or
policy levels.

� Activity 2.3

Describe the main differences between the complementary techniques of health needs
assessment, HEA and HIA and find examples to illustrate your answer. In your view,
how different are these techniques and do these differences warrant the investment in
their development?

Feedback

All three approaches can be used to take account of inequalities to help improve health and
reduce health inequalities:

• HNA by providing a local picture of inequalities through describing the health needs and
health assets of different groups within the population

• HIA by viewing how proposals may affect the most vulnerable groups in the population
compared with how they may affect the least vulnerable

• HEA by redirecting investment in organizational resources to places where there is most
inequity
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Community involvement, asset mapping and needs assessment

In recent years, there has been greater recognition of the importance of social
factors in the aetiology of health and disease with an increase in public health
strategies which set out proposals to tackle health inequalities. Although there is a
dearth of rigorous evaluations of social interventions aimed at reducing health
inequalities, reviews have identified certain characteristics of successful approaches
(Gillies 1997; NHS Centre for Reviews and Dissemination 1997):

• local assessment of needs, especially involving local people in the research pro-
cess itself;

• mechanisms that enable organizations to work together – ensuring dialogue,
contact and commitment;

• representation of local people within planning and management arrangements
– the greater the level of involvement, the larger the impact;

• design of specific initiatives with target groups to ensure that they are acceptable
(i.e. culturally and educationally appropriate), and that they work through
settings that are accessible and appropriate;

• training and support for volunteers, peer educators and local networks, thus
ensuring maximum benefit from community-based initiatives;

• visibility of political support and commitment;
• reorientation of resource allocation to enable systematic investment in

community-based programmes;
• policy development and implementation that brings about wider changes in

organizational priorities and policies, driven by community-based approaches;
• increased flexibility of organizations, so supporting increased delegation and a

more responsive approach.

Most people working with local populations realize that good community capacity
is a necessary condition for the development, implementation and maintenance
of effective interventions and this is reflected in an increasing number of public
health strategy documents. However, Jordan et al. (1998) argue that while the
nature and extent of public involvement in determining health needs has

HNA, HIA, and HEA can then tailor recommendations to address inequalities – for example
by changing priorities and targeting resources – or at least ensure inequalities do not widen
further. Their common features include:

• improve health, especially inequalities, and promote social justice
• have both short and long timescales, and avoid compromising the health of future

generations
• require broad ownership and involvement of the target population
• require real collaboration of all key players
• are systematic, explicit and transparent
• use the social model of health, although HNA also includes the medical model
• require a wide range of skills, knowledge and experience
• require a wide range of types and sources of information
• require a balance between the time taken to undertake the assessment and the potential

benefits
(www.publichealth.nice.org)
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increased, the quality of consultation remains questionable. One reason for this is
that policy-makers under heavy pressure to achieve very specific national policy
targets may feel that the involvement of the community is time-consuming and
that they can suffer a loss of control. This can lead to community involvement
activities becoming tokenistic and separated from the main decision-making pro-
cesses of professionals.

Another problem associated with poor community involvement is that pro-
fessionals tend to define communities by their deficiencies and needs. These
needs are often translated into deficiency-orientated policies and programmes
which identify the problems and try to address them. Deficit models tend to
define communities and individuals in negative terms, identify problems and
needs requiring external actors, measure risk exposure and vulnerability and ask
communities to prove that they are worse off than others in order to justify the
expenditure of resources – decreasing self-esteem. A possible downside to this
approach is highlighted by Kretzmann and McKnight (1993), who claim from their
work with communities that many low-income urban neighbourhoods have
become environments of service where behaviours are affected because residents
come to believe that their well-being depends upon being a client. They therefore
suggest that rather than focus on deficits an alternative approach would be to
develop policies and activities based on the assets, capabilities and skills of people
and their neighbourhoods: ‘Communities have never been built upon their
deficiencies. Building community has always depended upon mobilising the
capacities and assets of a people and a place. That is why a map of neighbour-
hood assets is necessary if local people are to find the way toward empowerment
and renewal’. Asset models tend to accentuate positive ability, capability and
capacity to identify problems and activate solutions, which promote the self-
esteem of individuals and communities leading to less reliance on professional
services.

Opportunities for health protection and promotion are, to a large extent,
dependent on local circumstances and assets. The WHO European Office for
Investment for Health Development has defined ‘health assets’ as resources
that individuals and communities have at their disposal, which protect against
negative health outcomes and/or promote health status. These assets can be
social, financial, physical or human resources (e.g. education, employment skills,
supportive social networks, natural resources etc.) (Morgan et al. 2004).

An inventory of health and development assets would, as a minimum, include
family and friendship (supportive) networks, intergenerational solidarity, com-
munity cohesion, environmental resources necessary for promoting physical,
mental and social health, employment security and opportunities for voluntary
service, affinity groups (e.g. mutual aid), religious tolerance and harmony, lifelong
learning, safe and pleasant housing, political democracy and participation
opportunities, social justice and enhancing equity.

Ziglio et al. (2000) maintain that thinking in terms of assets for health and devel-
opment does not come naturally. Most interventions to promote health ought to
focus on the needs or problems of a population. In most cases this is necessary but
not sufficient for bringing about sustainable and equitable results. An effective and
sustainable strategy for health will also require the strengthening of individual and
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community health and development assets. In other words, need reduction must
be complemented by action, tailored to maximize the health and development
assets present in a given country or community.

The identification and strengthening of health-promoting assets will help to
achieve equity in promoting health, strengthening community involvement,
stimulating intersectoral collaboration and defining health’s role in economic and
social development.

An asset-based approach to health and development adds value to the deficit model
by:

• promoting the population as a co-producer of health rather than simply
a consumer of health care services, thus reducing the demand on scarce
resources;

• strengthening the capacity of individuals and communities to realize their
potential for contributing to health development;

• contributing to more equitable and sustainable social and economic develop-
ment and hence the goals of other sectors.

Good health needs assessment should provide a means of identifying the health
assets and needs of a given population to inform decisions about service delivery in
order to improve health and reduce health inequalities.

Learning how to ask what communities have to offer begins a process of building
and developing. It brings knowledge, skills and capacities out into the open, where
they can work together to everyone’s benefit. As the web of assets grows, so does
the potential for the community.

Kretzmann and McKnight (1993) have described a useful way (through ‘asset
mapping’) of measuring and diagnosing positive community capacity prior to
intervening, which helps focus activity on the areas requiring attention and thus
ensures more successful project implementation. An asset map is an inventory of
the strengths and gifts of the people who make up a community. Asset mapping
reveals the assets of the entire community and highlights the interconnections
among them, which in turn reveals how to access those assets.

The community asset mapping process is intended to initiate a process that will
fully mobilize a community to use its assets around a vision and a plan to solve its
own problems. Kretzmann and McKnight illustrate the differences between the
traditional approach to assessing need and the assets approach which identifies the
following distinct categorizations for asset identification:

• primary building blocks – assets and capacities located inside the neighbourhood
and largely under neighbourhood control (e.g. skills, talents and experience of
residents, citizen associations etc.);

• secondary building blocks – assets located within the community but largely
controlled by outsiders (physical resources such as vacant land, energy and
waste resources, public institutions and services);

• potential building blocks – resources originating outside the neighbourhood
controlled by outsiders (e.g. public capital improvement expenditures).

The needs assessment map (Figure 2.1) and the assets map (Figure 2.2) illustrate the
differences taken by professionals to identify needs and develop actions to support
the development of healthy communities. Guy et al. (2002) promote asset mapping
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as a positive, realistic (starting with what the community has) and inclusive
approach to building the strengths of local communities towards health improve-
ments for all. Assets maps provide a starting point for taking action in a way which
builds trust between professionals and local communities.

Figure 2.1 Needs assessment map
Source: McKnight (1995)
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The concept of asset mapping combined with more traditional ways of measuring
need provides health promoters with a potentially more effective way of develop-
ing programmes that aim to improve health and tackle health inequalities.

In reality, both models are important. However, more work needs to be done to
redress the balance between the more dominant deficit model and the less well
known (and understood) assets model. What is needed now is a more robust
evidence base which can demonstrate that investing in the assets of individuals,
communities and organizations has the potential to develop cost-effective health
promotion strategies for the future.

� Activity 2.4

Describe the main features of an assets map and contrast the asset mapping approach
to that of a traditional needs assessment.

Figure 2.2 Neighbourhood assets map
Source: McKnight (1995)
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Feedback

Your answer should draw on the work of Kretzman and McKnight to illustrate how
the process of asset mapping can help to build strong partnerships between health
professionals and the local community – identifying ways in which the community can
be involved in all aspects of the planning, development, implementation and evaluation
of programmes for health improvement.

Creating a map of the community’s assets starts the process of community involvement
in health by identifying the gifts, talents and abilities of individuals, associations and
institutions. These will be carried out on an ongoing basis and will include information
relating to:

• the talents of local residents (including new people who have moved to the
community);

• the ‘emerging leaders’ that can be found in the community
• local institutions, including their physical, human and financial assets
• informal community and neighbourhood organizations
• existing community leaders who are committed to using the gifts and talents of local

people, institutions and informal organizations to build a stronger, more vibrant
community

Asset mapping is more than an inventory of the skills, talents and resources of
individuals and organizations – in order to be effective it should find effective strategies
for linking the various talents and resources together.

Summary

Needs assessment in health promotion is essential in the development of appro-
priate policy and programmatic solutions to public health concerns. It encom-
passes reviews of health issues, identification and agreement of the priorities for
action and demonstration of the most efficient and cost-effective use of scarce
resources in the public sector.

Health needs assessment promotes and helps to ensure that those in most need
have equal chances of accessing and benefiting from the services and programmes
that health promotion provides. It draws on a range of tools and techniques such as
health impact assessment, health equity auditing and asset mapping to ensure that
programmes are planned, implemented and evaluated in the most efficient way.
Needs assessments that are carried out as an integral part of health promotion
planning processes can support the most efficient use of scarce resources and
support cost-effective approaches to achieving an equitable and sustainable rise in
the general level of population health and well-being.
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Reviewing the evidence
base for health promotion
planning

Overview

The aim of this chapter is to outline some basic approaches to searching and
critically appraising research evidence that can provide health promotion planners
with some of the information that they require, as well as to discuss the com-
plexities inherent in seeking and appraising different kinds of research evidence.
Awareness of this complexity should lead you first to ask whether others have
already produced reliable reviews of research that you can use. To help you work
through the following learning objectives, the chapter will use scenarios relating to
sexual health promotion.

Learning objectives

After reading this chapter, you will be better able to:

• specify a research question
• identify the broad type of research most likely to answer that

question
• outline the potential role of systematic reviews of research evidence

for health promotion planning and ways of locating and appraising
such reviews

• explain the challenges involved in locating and appraising relevant and
reliable research evidence for health promotion planning

• describe how existing research evidence is valuable as one part of the
jigsaw of information and judgement needed for health promotion
planning

Key terms

Acceptability Whether an intervention is acceptable to the recipients or those providing it.

Critical appraisal The consistent assessment of research studies in order to determine the
validity or trustworthiness of the evidence they contain.

Effectiveness The extent to which an intervention produces a beneficial result under usual
circumstances.

Feasibility A characteristic of issues for which there is a practical solution.
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Free-text terms Inconsistently applied terms taken from the text of a reference, used to
catalogue research studies.

Indexing (thesaurus) terms Consistently applied database-specific terms used to catalogue
research studies.

Outcome evaluation Research that determines the end results of an intervention.

Process evaluation Evaluation that concentrates on examining the process of an intervention.

Search filter A combination of index and free-text terms designed to search a database in order
to locate every possible and yet relevant research study.

Systematic review A review of the literature that uses an explicit approach to searching,
selecting and combining the relevant studies.

Views study Research that asks and reports on people’s perspectives, opinions, beliefs or
attitudes about a topic of interest (such as a particular intervention or social exclusion).

Introduction

Using empirical research to inform health promotion planning is a complex
experience. There is no simple divide provided by research between ‘effective’ and
‘ineffective’ interventions, for a variety of reasons. The relevant evaluation research
might just not exist and what research there is may be of varying quality. There
may also be differences between the situation you are planning for and the popula-
tions, settings or outcomes addressed in the existing research studies. As well as
asking whether an intervention has been shown to be effective or not, we must also
look at its likely feasibility and acceptability. Judgements need to be made about
the likelihood that interventions found to be feasible, acceptable and/or effective
in one setting will be so in another.

Moving from a planning need to a researchable question

Working through the activities in Chapter 2, you will have thought about the
particular health need present in your setting and the health promotion planning
that is required to meet that need. What is now required is for you to reframe your
health need into researchable questions. As later sections will show, this will help
you avoid being overwhelmed by the quantity and range of research that you are
likely to come into contact with.

Research evidence can be used to identify likely causal or modifying factors for
health and disease, and identify the likely range or extent of needs in given popula-
tions. However, this chapter concentrates instead on using existing research to
evaluate the potential for particular health promotion interventions to address
such needs.
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Evaluation research questions and helpful study designs

Various types of questions can be asked about health promotion interventions,
including those relating to effectiveness, feasibility and acceptability. While these
concepts may tend to overlap to some extent, here each one is looked at in turn.

An intervention’s effectiveness is sometimes defined as whether it works to help
produce favourable outcomes. Others talk in terms of an overall balance of benefit
and harm. After all, there are numerous aspects of life that might be influenced
and, even with the best intentions, it is possible to have a negative influence as well
as a positive one. For example, a health education intervention aiming to reduce
unintended pregnancies among adolescents might also bring benefits in terms
of reduced rates of sexually transmitted infections and self-esteem. However,
such an intervention could also potentially bring about harms, for example to the
self-esteem of those adolescents who are already pregnant or parents.

If looking for answers about effectiveness, you will therefore need to identify
studies that evaluate outcomes, both positive and negative, after exposure to an
intervention. The various designs that attempt this can be grouped together under
the umbrella term ‘outcome evaluation’. It is widely but not universally held that
experimental designs, in particular randomized controlled trials (RCTs), are
superior to other kinds of design for determining a causal relation between an
intervention and its intended outcomes. These designs allocate study participants
so that some receive an intervention and some do not. If allocation is done at
random, it is argued, the baseline characteristics of study participants should not
have led to any differences in outcomes between the two groups and any difference
seen can be attributed instead to the intervention. However, due to issues of
practicality and ethics, experimental studies are not always possible. For this and
other reasons they can be in short supply and other designs may need to be con-
sidered. These include designs that compare recipients of an intervention with
others drawn from the general population or from groups matched on certain
baseline characteristics (sometimes called controlled before and after designs), or
studies that repeatedly examine outcomes within one group over time (e.g. inter-
rupted time-series designs).

It may be that you are satisfied that a health promotion intervention is effective
but instead want to consider whether it will be feasible in your own setting. You
will want to explore what is known about the circumstances or processes that help
an intervention to work or impede effectiveness. In reading existing studies of
interventions you might want to know, for example:

• How was the intervention developed or modified (e.g. what was the nature of
participatory work with potential intervention recipients and providers)?

• What was the intervention’s planned content (e.g. activities, materials, media
and settings) and the intensity of contact between the intervention and those
receiving it?

• What actually happened (e.g. who did the intervention reach, which providers
were actually involved in delivery, which intervention components were
actually delivered, what did those involved in providing the intervention have
to say about how it was implemented and what were the financial, time and
other resource costs)?
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While this kind of evidence about intervention processes can be produced as an
integral part of studies that also evaluate outcomes, such process evaluations
can also be stand-alone. In either case, a variety of data collection methods can be
employed such as questionnaires, observations, interviews and focus groups, with
or without comparison between groups of people or over time.

When seeking evidence about an intervention’s acceptability, emphasis is often
placed upon the views or experiences of the public or service users; that is, people
likely to be at the receiving end of interventions. Again there is no single study
design through which evidence about acceptability should be produced. Par-
ticipants in experimental studies of intervention outcomes can also be asked for
feedback about their experiences, as can people questioned in non-experimental
intervention studies. In building up a picture of how one might appropriately
intervene in people’s lives, it might even be helpful to find evidence of people’s
views about important influences in their lives. These may be located in local or
population-based questionnaires, interviews or focus-group studies that are con-
ducted independently of any intervention evaluation.

Specifying the other dimensions of your research question

Having clarified whether you are interested in effectiveness, feasibility, accept-
ability or all three, and having thought about study designs that might help you
answer your question type, you then need to specify the other dimensions of your
research question. In doing this it will help to define the boundaries of your interest
as explicitly as you can.

For example, if you are interested in an intervention’s effectiveness you would
normally build your question by focusing in turn on three dimensions of study: the
population; the intervention; and the outcomes of interest. One example of an
effectiveness question is: ‘In females aged 11–16 years, do educational or career
development interventions have an effect on the rate of unintended teenage preg-
nancy?’ This question indicates clearly that interest is focused on younger teenage
or even pre-teen women, on two types of social intervention and on a particular
type of pregnancy. You can probably already see how some of these terms need to
be specified further. Before progressing much further, for example, you should
probably specify what kinds of pregnancy you would consider as ‘unintended’.

Again, using the idea of a question structured according to population, interven-
tion and outcomes, a question about feasibility of implementation might be
phrased thus: ‘What are the ethnicities and ages of the young people actually
reached by voluntary service programmes for vulnerable teenagers aimed at pre-
venting teenage pregnancy?’ An acceptability question might focus either on a
specific intervention or on a health area, while also specifying a population and
the kinds of views of interest. Examples include: ‘What kinds of interventions do
young parents regard as important and appropriate influences on their lives as
teenage parents?’ and ‘What are the perspectives of young people in the UK on the
role of social exclusion in teenage pregnancy?’
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� Activity 3.1

Select a health promotion intervention you are interested in and draft one research
question each about the intervention’s effectiveness, feasibility and acceptability. Then
think about the kinds of research designs that might help you address each of these
questions, taking five minutes to complete each question.

Feedback

You may have chosen to specify your questions very precisely or instead opted for a
broader focus in some or all of the defining dimensions, perhaps along the lines of: ‘I’d
like to know the extent to which various health promotion interventions are effective
(and/or feasible and/or acceptable) for affecting this problem’. The broader your
research question’s focus, the more likely it is that research exists to answer it. How-
ever, as much of this chapter will illustrate, a broad focus also means more work. The
broader the question, for example, the more potentially relevant research you will have
to screen to find the research you actually want.

This section has explained the importance of thinking through the kind of research
you are really interested in before you start to look. Identifying these different
research dimensions should also help you when the searching and appraising
actually starts.

Locating relevant research

The breadth of research literature available to inform policy and planning is
staggering. Busy policy-makers and practitioners in public health will rarely have
the time to find and assess all of this research evidence.

Probably the best step to take before starting searches in any depth is to seek out an
information specialist or librarian and ask their advice. Librarians should be able
to guide you as to which bibliographic databases might be best suited for your
needs, and can help with drawing up sets of search terms and with the tricky act of
running searches on databases. They can also help you identify other potential
sources to search (e.g. health promotion journals held by local libraries that might
not be indexed well or at all by databases).

The next essential step is to ensure you don’t reinvent the wheel. You should
look to see whether anyone has already summarized and appraised research for the
topic you are interested in. Several international initiatives are now underway that
focus upon the production and dissemination of high quality reviews of research of
relevance to health promotion, as will be seen below.

Examples of sources that provide access to reviews of health promotion research
evidence and to health research are listed in Table 3.1.
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When planning searches for reviews the following points may be helpful:

• No single source provides access to all the health promotion and public health
reviews that exist. This means that you may also want to search other, more
general sources too.

• The sources listed vary in terms of how they can be searched. Some, like the
Community Guide, are websites that have basic search engines built into
them for searching using simple free-text terms, while others are bibliographic
databases that use powerful search engines that can run quite complex searches.

• Some databases, for example the Cochrane Database of Systematic Reviews and
the Database of Abstracts of Reviews of Effectiveness (DARE), only contain sys-
tematic reviews.

• Others, such as the Social Science Research Unit’s Database of Promoting Health
Effectiveness Reviews (DoPHER) have indexing terms (see below) that can either
be applied to identify systematic reviews from a larger pool of reviews, or can be
used to identify specific methods that authors may have used to make their
reviews more systematic (such as describing their search strategy used to locate
primary studies for their review).

• If the source does not catalogue references with the kind of study type used, try
limiting your search with terms such as ‘systematic review’, ‘synthesis’ or ‘meta-
analysis’ (see below for more detail about review search terms and the possible
pitfalls of restricting searches with study-type terms).

• Systematic reviews that address questions of intervention effectiveness far out-
number those addressing other kinds of research question. It is possible, how-
ever, for systematic reviews of health promotion to integrate different types of
evidence. Some review organizations (e.g. the Cochrane Collaboration) focus
solely on questions of effectiveness; others (e.g. the Social Science Research
Unit’s EPPI-Centre) have a broader focus such as synthesizing research on
effectiveness, feasibility and acceptability. Reflecting this, the study types
reviewed by different review organizations vary. While Cochrane reviewers, for
example, tend to focus on RCTs, EPPI-Centre health promotion reviews draw on
controlled trials (with and without random allocation), process evaluations and
views studies.

• You will find some reviews that are very highly specified, while others explore
broader questions. While a narrow focus can provide clear answers and simplify
the research process, its utility may be limited for health promotion policy-
makers and service users.

• If you can’t find a relevant review that has been published, it is possible that
there is one in production or that there are other people out there wanting to
start a review. The Cochrane Collaboration’s Health Promotion and Public
Health Field maintains a list of ongoing health promotion reviews and members
interested in different topics. If you have the time and interest to summarize the
evidence on your health need, you might want to consider joining a review
team and contributing your experience. The Field also provides training and
guidance to new and experienced reviewers. For more information on how to
become involved, visit www.vichealth.vic.gov.au/cochrane.

Increasingly, reviews of research evidence are being done in ways that attempt to
deal with the challenges of making reliable research evidence available to policy-
makers, practitioners and the public. Being able to seek out and identify such
reviews is an important skill for health promotion planners.
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It is worth remembering that research reviews are just as subject to bias in their
methods as primary studies. Biases in a review of studies of intervention effective-
ness, for example, could lead to conclusions that make an intervention appear
more or less effective than it actually is. It is worth considering what might make a
review biased and how this might be overcome. These influences are important if
we want to appraise the quality of any reviews that we might use to modify policy
or practice. They are also clearly important to consider if we are reviewing research
ourselves.

Reviews may be adversely affected because they do not contain all of the relevant
studies possible. For example, in compiling a review of effectiveness, the easiest
studies to find can often be a biased subset. Studies that are published in the most
accessible locations, such as in large biomedical databases, like PubMed, can come
from journals that tend to avoid publishing inconclusive study results in favour of
positive results (International Committee of Medical Journal Editors 2004). Studies
reporting non-significant or even negative results are not as likely to be published
and are thus more difficult to locate (Easterbrook et al. 1991; Hopewell et al. 2002).
We can also be unintentionally influenced by our own expertise and preferences.
Studies which report results that resonate with our own previous experience or
beliefs are more likely to be kept on hand.

Using a partial set of studies to answer our research question in these ways may
only provide one side, or a distorted image of the evidence picture. Therefore it is
important to identify reviews that have searched exhaustively for all relevant litera-
ture and have consistently assessed it used pre-specified criteria: these are often the
two characteristics used to label a review as being systematic. Health promotion
review indexing done by the authors and their colleagues at the EPPI-Centre in the
UK specifies that, for a review to be systematic, authors should as a minimum
describe which sources they searched for primary studies and what criteria were
used to include and exclude primary studies from the review. Once a review has
been judged to be systematic, its precise methods should then be critically
appraised. Oliver and Peersman (2001) have argued for the use of the criteria shown
in Table 3.2 to appraise systematic reviews critically.

Table 3.2 Quality assessment criteria for reviews
Source: Oliver and Peersman (2001)
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Several sources for systematic reviews are listed. Some of them use indexing or
thesaurus terms to catalogue the reviews in online databases so they can be
searched using either index terms or free-text terms (i.e. BiblioMap, CDSR,
DARE), while the remainder of sources list the titles of reviews only, to be scanned
manually (e.g. Public Health Effectiveness Project, The Community Guide to Pre-
ventive Services, Public Health Electronic Library, Health Technology Assessment
Monographs). Similarly, sources of outcome evaluations, process evaluations and
views research such as BiblioMap have the ability to be searched online, again
using either index terms or free-text terms. Web of Science is the only one of these
database sources that allows searching by free-text terms only.

Previous work (Harden et al. 1999; Kavanagh et al. 2002) offers a number of
pointers when planning searches:

• You should complement searches of general databases with searches of health
promotion-specific databases.

• Many databases have their own sets of indexing terminology or controlled
vocabulary for searching, also known as a ‘thesaurus’, that you need to get
to know if you are going to increase your yield of relevant studies. You can
instruct most databases to restrict searches to look solely for references that
have been given a particular index term. Again, however, this approach can be
problematic, because indexing is inevitably subject to human error. Searches
using index terms are often therefore supplemented by free-text searches for the
words or phrases that authors might use within the title or abstract.

• There is no such thing as an agreed taxonomy of research designs. As a result,
both database indexing and the terms that authors use in their titles and
abstracts are not very good at distinguishing between different kinds of research
or between research and other kinds of papers. Haphazardly chosen study
design or research methods terms can miss potentially relevant research.

These pointers illustrate the complexity involved in just trying to locate the
research you are interested in. Before using the above suggestions to embark on a
search, it is important to talk through your plans with an information specialist.

A searching technique in particular that it is worth thinking through prior to any
such discussion with an information specialist is one where you go back to the
structure of your research question and try to think of potential synonyms for each
of your question’s dimensions. An information specialist can then help you map
these terms onto the indexing terms used by the databases you are going to search
and use the search engine of the database you are interrogating to combine all of
these sets of search terms. If you know of a study that fits your research question it
is possible to start this process yourself. You need to take each database in turn and
look to see if the study is on it. If it is, you then need to identify which indexing
terms the database has applied and consider adding them to your search strategy.

For an effectiveness question, for example you might develop draft sets of terms
that are synonyms for your research dimensions of population, intervention and
outcome. If you combine sets of search terms in this way, the resulting references
will be restricted to those that contain at least one of the selected terms from each
set. Figure 3.1 illustrates this approach to searching for a question that is about the
effects of health promotion interventions on reducing teenage pregnancy or social
exclusion.
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Sets of search terms that together describe a dimension of research are sometimes
called ‘filters’. These ‘search filters’ are time-consuming to build and test. However,
several groups have developed and tested their own and some of these are freely
available. The Centre for Reviews and Dissemination (www.york.ac.uk/inst/
crd/search.htm) can provide search filters for systematic reviews in general. The
EPPI-Centre can provide a search filter for broad health promotion and public
health topics, a filter to locate reviews of effectiveness, as well as several specific
topic filters based on past health promotion reviews. Researchers from the National
Institute for Health and Clinical Excellence have developed health promotion-
specific review search filters for a variety of social science sources (see
www.publichealth.nice.org.uk/page.aspx?o=516406).

� Activity 3.2

Using a diagram similar to Figure 3.1, go back to one of the research questions drafted
in Activity 3.1 and take 15 minutes to try to brainstorm the various terms that might be
used to describe each of the concepts contained within the study. Try to think about
ways in which authors might use words or phrases in the abstracts or titles of papers.
Try also to apply what knowledge you have about variations in health promotion
terminology used in different countries in coming up with relevant terms.

Feedback

Your diagram will have involved several dimensions, the number depending on whether
you selected an effectiveness question or one focused upon feasibility or acceptability.
You may have distinguished between terms or even spellings likely to be used by
American, Canadian, English or Australian authors, or even have suggested non-English

Figure 3.1 Using research questions to focus literature searching
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language terms, which would be important if you were keen to explore a method that
had been developed and possibly researched in a country that did not use English as
its first language. In practice, this kind of brainstorming may only get you so far and an
approach that builds on identified search terms might be helpful. You may find, for
example, that a paper published in a country that you are not so familiar with, or
browsing through available database indexing systems, leads you to other synonyms for
the same concept. If you were not able to get very far with this activity you could reflect
on whether the dimensions in your research question are sufficiently specified or
whether they are still too vague to use in a search. This might also be a good moment to
think about what kind of support you might need for this kind of work. Can you identify
colleagues that you could do this kind of brainstorming with? How would you go about
getting support from information specialists to turn this conceptual work into a prac-
tical strategy for searching several databases?

Critically appraising research

Regardless of which type of potentially useful evidence is to be used, once located it
must be critically appraised in order to determine if it is valid and useful for your
needs. Many guides have been developed to help evaluate the validity or trust-
worthiness of evidence and different groups advocate different criteria as a way of
judging quality. In the absence of consensus, having criteria by which to assess
studies can at least provide an explicit and consistent way of looking for indicators
of quality across research studies.

Various groups have developed sets of criteria for judging the quality of outcome
evaluations (Deeks et al. 2003). Oliver and Peersman (2001) describe certain
characteristics of studies identified as important for maximizing the validity of
findings on intervention effectiveness (Table 3.3).

Table 3.3 Quality assessment criteria for outcome evaluations
Source: Oliver and Peersman (2001)
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Criteria for examining the quality of process evaluations have also been developed,
but at present little methodological work has been undertaken to determine which
criteria are ‘best’ to use. As a suggested framework (Oliver and Peersman 2001),
process evaluation studies assessing implementation have been considered to be of
good quality if they meet many or all of the criteria listed in Table 3.4.

Criteria for judging the quality of studies of people’s ‘views’ have only been
developed more recently and one set of criteria is presented in Table 3.5. Harden
et al. (2001) argue that, in the absence of consensus on what designs and methods
should be used in such studies to make them trustworthy, at the very least it is
important to understand which designs and research methods such studies used.

In brief, guidelines exist that will assist in deciding if any primary effectiveness,
feasibility or acceptability research located to answer your question was well
conducted, or at the least, reported in enough detail to understand whether there
was any potential for bias.

Table 3.4 Quality assessment criteria for process evaluations
Source: Oliver and Peersman (2001)

Table 3.5 Quality assessment criteria for ‘views’ studies
Source: Harden et al. (2001)
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Once studies have been located and have been critically appraised against criteria
relevant to their research design, what is to be done with them? Should only high
quality studies be used or can poorer quality studies be used but somehow given
less weight? How do we decide which studies are ‘good enough’ to be used? At
present, studies determined to be of lower quality (i.e. failing more of the questions
asked at the critical appraisal stage) tend not to be used to generate conclusions
about effectiveness, implementation, feasibility or acceptability. However, they
may be used to make recommendations for future research – for testing a promising
intervention that was not previously well evaluated, for example.

� Activity 3.3

Read the following two extracts from summaries of systematic reviews. Compare
the scope of the two reviews in terms of what kinds of study participants or health
promotion methods did studies have to focus on in order to be included.

� HIV prevention programs with heterosexuals (Rotheram-Borus et al.
2000)

Authors’ objectives

To identify efficacious human immunodeficiency virus (HIV) prevention programmes
designed for heterosexual adults.

Specific interventions included in the review

Studies that aimed to reduce the risk for heterosexual transmission were included. Three
types of intervention were identified: those which were based on social cognitive theories
that aimed to improve HIV-related knowledge, attitudes, norms and behavioural practices;
the treatment of sexually transmitted diseases (STDs); and pre- and post-test HIV testing
and counselling programmes.

Participants included in the review

Studies included in the review had to include both men and women or be designed for
heterosexual men.

Outcomes assessed in the review

The outcomes included decreases in sexual transmission of HIV following the intervention,
the reduction in HIV risk, and the reduction in the rates of STDs.

Study designs of evaluations included in the review

Pre- and post-intervention studies with a comparison condition for heterosexual men and
women, or with heterosexual men only, were included.

What sources were searched to identify primary studies?

Index Medicus, Psychological Abstracts, PubMed, MEDLINE and HealthSTAR were
searched. In addition, ongoing reviews by government agencies were sought, and interviews
were conducted with journal editors and leaders in the field of HIV prevention.
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Criteria on which the validity (or quality) of studies was assessed

The authors do not report a method for assessing validity.

How were decisions on the relevance of primary studies made?

The authors do not state how the papers were selected for the review, or how many of the
reviewers performed the selection.

How were judgements of validity (or quality) made?

The authors do not state how the papers were assessed for validity, or how many of
the reviewers performed the validity assessment.

How were the data extracted from primary studies?

The authors do not state how the data were extracted for the review, or how many of the
reviewers performed the data extraction.

Number of studies included in the review

Thirty-two studies with 53,951 participants were included.

How were the studies combined?

The studies were combined narratively within the three main intervention categories
described.

How were differences between studies investigated?

The authors did not test for heterogeneity.

� HIV sexual risk reduction interventions for women: a review (Wingood
et al. 1996)

Authors’ objectives

To assess the effectiveness of interventions targeted specifically towards women in increas-
ing condom use during sexual intercourse.

Specific interventions included in the review

Non-theory-based interventions: these typically included single sessions communicating
HIV preventive strategies through individual or group counselling or video presentations.

Theoretically-based interventions: these were based on psychological theories, and were
typically multi-session programmes that included skills training and strategies to modify
perceived peer or partner beliefs about risk-taking behaviour.

Participants included in the review

Women aged from 12 to 40 years, sampled in a range of settings in the US. These included
adolescent health, obstetric and primary care clinics, a methadone maintenance pro-
gramme, a family health centre and an African-American community-based organisation.
Studies were excluded if they sampled primarily commercial sex workers. The majority of
women in the included in the review were ethnic minority women.

Outcomes assessed in the review

Primarily, reduction in sexual risk behaviours, knowledge, and condom use, though other
outcomes are also reported in the appendices.
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Study designs of evaluations included in the review

Five randomised controlled trials (RCTs), one non-randomised controlled trial and one
before-and-after study were included.

What sources were searched to identify primary studies?

ERIC was searched from 1981 to May 1995, PsycLIT from 1984 to May 1995, and
MEDLINE from 1981 to May 1995. The search strategies are provided.

Criteria on which the validity (or quality) of studies was assessed

A set of methodological criteria was used to assess the primary studies. The criteria were:
(1) clear description of study site and sample; (2) clear specification of aims; (3) specifica-
tion of a theoretical framework; (4) description of programme implementation; (5)
description of content and behaviour change techniques, sufficiently detailed to permit
replication; (6) clear description of differences in treatment and control conditions for
primary and secondary outcomes post-intervention; (7) inclusion of a randomly-assigned
control or comparison condition; (8) specification of the length of follow-up; (9) specifica-
tion of refusal rates reported for each study condition; (10) use of blinding; (11) reporting
of retention rates for each study condition; (12) adherence to intention-to-treat principles
in the data analysis; (13) assessment of pre-test equivalence on sociodemographic,
behavioural and psychosocial factors between study conditions; (14) clear description of
data analysis techniques; (15) specification of a measure of variability for the designated
effect size; and (16) sample size justification.

How were decisions on the relevance of primary studies made?

The papers were assessed for relevance by two independent authors.

How were judgements of validity (or quality) made?

The papers were assessed for validity by two independent authors, and any disagreements
were resolved by discussion.

How were the data extracted from primary studies?

The authors do not state how the data were extracted for the review, or how many of the
authors performed the data extraction.

Number of studies included in the review

Five RCTs (697 participants), 1 non-randomised trial (214 participants), and 1 before-and-
after trial (241 participants) were included.

How were the studies combined?

The studies were combined by a narrative review.

How were differences between studies investigated?

Differences between the studies are described in terms of methodology and whether or
not the interventions were theory-based. In addition, the characteristics of the studies in
which the intervention proved effective are compared with the characteristics of those in
which the intervention was ineffective.
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Feedback

You might have noticed that:

• One of the reviews was restricted to studies conducted in the USA alone. Much
evaluation research is conducted in the USA and concerns are frequently raised as to
possible differences between the social norms seen in the USA and elsewhere.
Reviews that include studies from a variety of locations could provide an opportunity
to explore these concerns empirically.

• The review foci are quite different in terms of the kinds of participants covered. One
review restricted its focus in terms of gender (studies of women only) but also in
terms of how participants were recruited (largely through health care settings) and
excluded studies of commercial sex workers and interventions targeted at reducing
injecting drug behaviours increasing risk of HIV infection. Reviewers explained
in their report that this was in order to ensure that the recommendations were
applicable to the majority of women at risk of HIV infection. The other review makes
no restriction by gender but instead makes restrictions in terms of who was involved
in the interventions studied.

• One review required that studies measure distal outcomes relating to disease states
or behaviour (‘risky sexual behaviour’, the transmission of HIV and other sexually
transmitted diseases) while the other also included studies of impacts on inter-
mediate measures, such as sexual health knowledge. Other potentially important
outcomes, such as impacts on self-reports of perceived control over sexual health, or
skills to increase negotiation or in other ways reduce sexual exposure to disease,
could have been measured but were not.

If you are interested in examining the strength of research evidence for health pro-
motion, then the relatively methodological abstracts produced by DARE should be of
interest to you. Research evidence is also increasingly available in formats designed
to be more accessible to practitioners and planners (see e.g. CRD’s free publication,
Effectiveness Matters, available via their website at www.york.ac.uk/inst/crd/em.htm or
on written request).

Evidence as one piece of health promotion planning

Existing evidence may be able to provide you with information about how feasible,
acceptable and/or effective an intervention was in the setting in which its
evaluation occurred. You will need to decide what this evidence can tell you about
whether such an intervention will be feasible, acceptable and/or effective in your
own setting. It can’t be assumed that these aspects of an intervention are auto-
matically generalizable or transferable from one setting and time to others. You will
need to use judgement, informed but not dictated by evidence, to decide to what
extent they can be transferred.

Health promotion researchers are just beginning to think about such questions,
which they term ‘technology transfer’. This stresses the importance of whether an
intervention will be feasible, achieve high coverage and be acceptable in another
setting and whether an intervention’s aims address the needs that are key to pro-
moting health in another setting. When reviewing existing evidence in order to
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inform action in a new setting, it is important to stress that there is no straight-
forward means of synthesizing evidence to produce a simple answer about whether
an intervention should be implemented in a new setting. Human judgement is
necessary.

� Activity 3.4

Read the two structured abstracts again and reflect on the extent to which you think
the health promotion interventions focused upon in these reviews might fit in the
health promotion settings you are most familiar with.

Feedback

You might want to consider aspects of your own setting that would influence these
interventions:

• What are the characteristics and needs of your local population?
• Would the interventions be provided by the professionals or volunteers, and would

the recipients of the interventions have a preference?
• What kind of funding is available? Would it be enough to finance these interventions?
• Would your organization’s management support interventions such as these?

Understanding more about the context within which you want to implement an inter-
vention will help you to decide if it is likely to work.

Summary

Research evidence is increasingly being used to inform health promotion planning.
Answering questions about whether an intervention is effective, feasible or accept-
able is a complex process. A vast array of literature exists which can be difficult for
busy health promotion professionals to locate and time-consuming for them to
appraise. Systematic reviews summarize all of the available research evidence on an
intervention and should be the first type of research evidence that is looked for. It is
also important to understand that having research evidence on the effectiveness,
feasibility or acceptability of an intervention is only one piece of the picture. Local
needs, funding available and organizational characteristics will also influence
whether an intervention is likely to be accepted and successful in promoting
health.
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Cognitive behavioural
approaches to health
promotion

Overview

The development and maintenance of risk behaviour has its basis in individual
and group dynamics, as individuals are strongly influenced by both personal and
social factors. The cultural constructions around sex, age, race, ethnicity, physical
appearance, socioeconomic status and religion provide strong drivers for how
people grow up seeing themselves as an individual and as a member of that culture.
While social and group interventions (e.g. peer, media, marketing) in health pro-
motion are covered in later chapters, there are still vital roles that the individual
can take in actively appraising and modifying their own health behaviour, either in
accordance with, or against, the group norms around them. This chapter explores
such individual-based strategies, which are best applied once an individual has
decided to change and improve their health-related behaviour. Such strategies
are grouped together under the heading cognitive behavioural therapy (CBT)
techniques, as they have an emphasis on the identification and modification of
people’s health-related behaviour and thoughts.

Learning objectives

After reading this chapter, you will be better able to:

• explain the key features of the cognitive behaviour model
• identify key cognitive behavioural therapy issues specific to health

behaviour
• describe the use of relapse prevention as a specific cognitive behavioural

therapy technique in reducing risk behaviour
• describe the application of the cognitive behavioural approach to health

behaviour using the example of sexual behaviour

Key terms

Behavioural Observable pattern of human behaviour.

Cognitive Thought processes such as attention, concentration, perception, thinking, learning,
memory, beliefs, expectations and assumptions.

Relapse prevention A technique whereby people become aware of the antecedents of their
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own risk-related behaviour and learn to implement behavioural strategies that are incompatible
with the risk behaviour but still achieve the same function in reducing stress and tension.

The cognitive behavioural model

Over 50 years of research into behavioural and cognitive science has established a
number of core models as to how humans think and act. To a large extent patterns
of both behaviour and thinking (cognition) are learnt during early life, tend to
become habitual once learnt, and continue in that habitual fashion unless a signifi-
cant external (social or physical) or internal (psychological or biological) event
modifies them. The biopsychosocial model is a template to which CBT is applied. It
encapsulates the three modalities of the biological (physiology, anatomy, bio-
chemistry), psychological (thoughts, feelings, behaviour) and social (relationships,
socioeconomic status, culture and so on) as crucial factors in understanding human
experience. This chapter outlines those internal psychological factors that require
scrutiny and modification before an individual is able to make significant changes
to their health behaviour.

There are a number of key principles in CBT:

1 CBT is robustly evidence-based.
2 The emphasis is on conceptualizing people’s presenting problems as formula-

tions and hypotheses which can be tested and adapted across time, rather than
the use of static diagnoses.

3 The focus is on current factors maintaining the problem, with less attention
paid towards the aetiology of the problem.

4 Therapy and interventions are problem-based and focused towards finding
solutions to those problems.

5 Clients/patients are actively involved in their own assessment and treatment.
6 Interventions are aimed at clearly identifiable goals and outcomes, which

should be measured, monitored and evaluated.

The cognitive behaviour model states that human experience can be broken down
into four factors:

• behaviour (situations, events, actions, skills);
• affect (mood, feelings, emotions);
• cognitions (thoughts, attitudes, beliefs, assumptions, memories, expectations);
• physiology (tension, fitness, diet, health status).

CBT arose from this model as a therapeutic tool to help relieve people from psycho-
logical distress. It argues that people become distressed as a consequence of what
behaviour they engage in and, perhaps more importantly, what beliefs they have
about those behaviours. Put simply, behavioural therapy argues that we are what
we do, and cognitive therapy argues that we are what we think. Therefore, if you
want to change, you need to change what behaviour you engage in, and how you
think about your world and your behaviour. Such changes will then modify how
you feel about yourself, and if the changes in behaviour and cognition are adaptive
and functional to healthy living, then you will feel better about yourself and have a
better quality of life. The relationship between these key factors is outlined in
Figure 4.1.
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The CBT model stipulates that emotions arise not just as a consequence of certain
events occurring in our life but also as a consequence of how we think about those
events. For example, while a screening procedure for a serious medical condition
may seem to be stressful in itself, a person’s emotional response to the procedure
and to the subsequent test result are also determined by what meaning that pro-
cedure and its outcome has for the person. Different expectations as to the level of
risk, the perceived seriousness of a positive test result, the expectations of what
treatments are available and how effective they are, and the priority that such a
condition would have in a person’s life all dictate how the person feels about
undergoing the procedure. Such an emotional response will then determine how
likely the person is to go ahead with the screening behaviour or not. Similarly, a
fearful or anxious emotional response then feeds back internally and manifests
itself by way of different adrenergic responses such as increased muscle tension,
heart rate, sweatiness and so on.

The key concepts in the cognitive and behavioural understanding of health
behaviour include:

• Health-related behaviour and cognitions are learned from childhood onwards
and, if unchecked, become increasingly habitual.

• People respond to their behaviour being rewarded (positive reinforcement) by
increasing that behaviour. They decrease their behaviour if it is followed by an
aversive consequence (punishment). They increase behaviour if it is followed by
the removal of an unpleasant situation (negative reinforcement) which is often
achieved through escaping or avoiding the unpleasant situation.

• The aim of CBT interventions is to identify and break the habitual cycles of
unhealthy behaviour and thinking, and to replace these with more adaptive and
healthy ones.

• Risk reduction (or harm minimization) techniques have been found to be
particularly useful in the reduction of ill health, as these do not aim so much
at (often unrealistic) eradication of certain behaviours (intravenous drug use,
alcohol use, penetrative sex and so on), but instead aim to minimize the chances

Figure 4.1 A cognitive behavioural model of emotion
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of serious negative health outcomes occurring as a consequence of those
behaviours (reduction in needle sharing, control of substance use, barrier
methods of contraception and so on).

One mechanism within CBT that helps people understand the determinants of
their health behaviour requires that people think about the ‘ABC’ of that
behaviour. The ‘A’ can stand for ‘Activating event’ or Antecedent (what actually
started the whole thing off?). The ‘B’ can stand for ‘Belief’ (what has the person told
themselves about that event or behaviour?). The ‘C’ can stand for the consequences
of that behaviour and subsequent cognition (what was the emotional consequence
of their thoughts about the event or behaviour, and what did they then go and do
about it and what was the consequence of that?).

For example, ‘A’ could be a demanding environmental situation (such as an
argument at work or at home); ‘B’ could be thoughts along the lines of how awful
that argument was and how unacceptable it is to have such arguments; and ‘C’
could be the person engaging in substance use behaviour (alcohol or some other
drug). While the consequence behaviour may be the target of concern (substance
use), the CBT model argues that the target behaviour will not be influenced success-
fully until constructive and adaptive changes are made to the antecedent situation
(change work or relationship situation, or change the skills with which the person
communicates and problem-solves with other people in these situations and
so on), in conjunction with changes in the person’s interpretations of such
events (‘arguments are a normal part of life’, ‘but what do I need to do to sort this
particular problem’, and so on).

� Activity 4.1

Try and identify the ABCs of a memorable stressful experience that occurred recently.
What was the situation (A); what was your interpretation of that event (B); and what
happened as a consequence of it (C)?

Feedback

When the links are identified between situations, our thoughts about those situations
and the consequences of those thoughts, it is possible to understand the powerful
manner in which our thoughts influence our response.

Key interventions in CBT

Cognitive behavioural approaches to health-related behaviour include:

• Monitoring of target behaviour, in an ongoing manner across many weeks, with
an emphasis on identifying the situations which seem to trigger the behaviour,
the cognitions, emotions and physiological states associated with those
situations, the behaviour the person then engaged in and the subsequent
cognitions, emotions and physiological states achieved as a consequence of
engaging in the behaviour.
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• Formulations are developed to help explain the relationships between the
situational, cognitive, emotional, physiological and behavioural components in
the target behaviour. These formulations can be tested through further monitor-
ing and assessment and can then be modified if required.

• Goal-setting is carried out whereby realistic targets are set, that either reduce the
harmful outcomes of risk-related behaviour and/or enhance the likelihood
of health-seeking behaviour. Graded hierarchies of intermediate goals are then
drawn up, so that at any one time the person is only aiming at a target that is
slightly higher than what they are already able to achieve, thus giving them
more of a chance to experience success in behaviour change.

• Behavioural skills training focuses on people identifying skills which could help
them resolve the difficult circumstances previously associated with maladaptive
health-related behaviours. For example, the person may benefit from being able
to communicate better and being more assertive (firm but polite) in difficult
situations, or they may benefit from developing their problem-solving skills, or
learn how to relax when feeling physically tense (through progressive muscle
relaxation, breathing exercises, walking), or find other more constructive ways
of engaging in rewarding or stimulating activities.

• Cognitive restructuring focuses on people identifying styles of thinking associated
with stressful triggers, including the negative, exaggerated self-talk scripts which
do not help the person adapt and cope with an otherwise demanding situation.
These can be replaced with more constructive self-talk scripts that help the
person focus on the task at hand and direct themselves towards behaviour that
helps resolve the situation. In general this involves replacing ‘I can’t’ scripts
with realistic, achievable ‘I can’ scripts.

• Self-instructional training acknowledges that a person’s best behavioural inten-
tion can be undermined by particularly acute, demanding situations. Given that
high pressure situations can often be predicted in advance, the person is
encouraged to generate a script of self-statements that will help focus their
attention on the demands of the adaptive behavioural task (communication
skills, relaxation, alternative methods of reward and so on) that is incompatible
with the health risk behaviour. Such scripts help the person stay on task, and
can even be used to help the person manage transgressions from their plan,
should they occur. Examples include: ‘Stop, focus. concentrate’; ‘I knew this
could happen, so what do I have to do to get through this?’; ‘The tension I am
feeling is a cue to begin my coping strategies’; ‘think long-term, don’t avoid’,
and so on. Such a strategy is a key component of any performance enhancement
psychology.

• Motivational interviewing is aimed at helping shift people from a state where they
are not interested in any behaviour change. This technique is covered in much
more detail in Chapter 5.

• Relapse prevention (RP) enables people to implement their intentions to change
their behaviour, once they are clearly motivated to do so. It does this through
detailed monitoring and identification of the behavioural, cognitive, emotional
and physiological antecedents that precede specific risk behaviour, and the
compilation and activation of an alternative behavioural response that can be
initiated prior to the risk behaviour occurring. This technique is outlined in
more detail below.
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� Activity 4.2

Monitor an important/interesting aspect of your behaviour using a diary, for a one-
week period. Identify the circumstances that may be related to its occurrence: day of
the week, time of day, what were you doing just before/after the behaviour, what were
you feeling like before/after, what kinds of things you were thinking about before/after,
how strong/severe was the actual behaviour and how long did it last for.

Feedback

After recording such aspects of behaviour over many days, patterns begin to emerge
that indicate the habitual manner in which certain behaviours occur only under certain
circumstances, which are in turn interpreted in characteristic ways by the individual.
The response can have certain rewarding (often short-term) consequences for the
person.

RP – the development of CBT strategies to reduce habitual risk
behaviours

RP was initially developed by Marlatt and Gordon and others as a CBT strategy to
help people with their alcohol dependency (e.g. Marlatt and Gordon 1985). Follow-
ing its success in alcohol abuse it was adapted for a range of other risk behaviours,
including smoking and drug use.

RP was developed as an alternative to the abstinence treatment model for
‘alcoholism’. The abstinence model conceptualizes alcohol dependency as a bio-
logically determined illness that the ‘alcoholic’ had no control over, which requires
external pharmacological and spiritual interventions to treat, but which the person
is never free from. Indeed, there is growing evidence that genetics play an impor-
tant interactive role in ‘alcoholism’, and the Alcoholics Anonymous model has
undoubtedly been a major factor in helping many people eliminate ‘addictive’
behaviours.

However, a CBT-based formulation of habitual behaviours stresses the use of alco-
hol as a maladaptive avoidant/escape coping strategy applied by people who lack
more adaptive coping strategies in the face of stressful life events. A lapse or relapse
back into binge drinking is seen as a consequence of a whole series of psychological
events that occur across time, and control over that drinking behaviour can only
be achieved through the identification of the interrelated antecedent events pre-
ceding the relapse and the implementation of alternative, more adaptive strategies
for responding to the high-risk situations associated with the cumulative stressors.
RP emphasizes the development of an individual’s own ability to understand and
control their behaviour, and it accommodates relapses back into risk behaviour as
momentary lapses that do not need to continue.
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Key issues in RP

Mapping the behavioural, cognitive, emotional and physiological
antecedents to risk behaviour

The application of RP techniques requires that the person understands the
mechanism by which their risk behaviour comes about, and what it is in response
to. To do this, they need to monitor their target behaviour closely, collecting
information on the exact time and place that the target behaviour occurs, and then
back-tracking to identify the flow of behavioural, cognitive, physiological and
emotional events that occurred for the few hours (and sometimes days) prior to the
onset of the risk behaviour. This can be done retrospectively, but it may be more
exact to do it prospectively, through the use of diaries which monitor these factors
daily. Of particular importance is the build-up of aversive behavioural events
(aggression, agitation, conflict, isolation, overcrowding, multiple tasking and so
on), negative cognitions (not achieving, disapproval, lack of control, helplessness,
aversive expectation, sense of injustice and so on), heightened physiological
arousal/tension (tension headache, increased heart/breathing rate, muscle tension
in stomach, back, jaw and so on), and distressing emotions (anger, anxiety, fear,
depression and so on), the combination of which can trigger a build-up of stress
and distress that will require the application of some form of adaptive/maladaptive
stress management behaviour to reduce. An outline of such a flow is provided in
Figure 4.2; each box may be minutes or hours (or even days) apart from the next
box in the sequence.

Once the person has done this type of monitoring for a few weeks, clear patterns of
health-related behaviour and its antecedents usually emerge, along with an
appreciation of the short-term benefits of responding to those situations with their
habitual risk behaviour (which often achieves relief through avoidance/escape),
and an appreciation of the long-term harmful consequences of continuing to
engage in that particular behaviour.

Figure 4.2 Combined RP antecedents
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Identifying high-risk situations

Monitoring behaviour invariably results in people being able to identify the build-
up that precedes the onset of significant risk behaviour. With this insight comes the
realization that should such a profile occur again they must acknowledge that they
are entering a high-risk situation (HRS) that, if unchecked, will be highly likely to
result in the onset of habitual risk behaviour. HRSs become particularly relevant
once the person has placed themselves in a situation where they are much more
able to engage in the risk behaviour. For example, such HRSs can include a person
entering a venue that provides, or otherwise enables them to obtain alcohol,
cigarettes or other drugs; obtaining junk food from the shops; going to venues
where sexual partners can be found without taking any condoms with them; taking
a vehicle to a place where alcohol is available and drinking encouraged; and so on.
People are then in a position to know that, if a specific profile of aversive psycho-
logical events has occurred, and they then move towards setting up the risk
behaviour, then they are entering an HRS which will greatly increase the chance of
them engaging in the risk behaviour. The development of such HRSs should then
be associated with a clear warning signal to the person that they need to be careful
in the immediate future.

Recognizing seemingly innocent choices

People can often find themselves stringing together behaviours which, in isolation,
seem innocent and benign, but which, when strung together, result in the person
finding themselves in the middle of an HRS, seemingly unprepared. Such seem-
ingly innocent choices (SICs; sometimes referred to as apparently irrelevant
decisions or AIDs) can be illustrated by the following example:

A man has controlled his drinking for some time, but has had a bad few days
with stress at work. It’s the weekend, and he has just had an argument with his
wife at home and is feeling tense and agitated. He wants to calm his nerves by
having a cigarette, but has run out, so needs to go down to the shop to get
some. He chooses the shop next to the pub, although he has no intention of
going in to the pub or drinking. He buys his cigarettes but finds he needs a
cigarette lighter; unfortunately, the shop is out of lighters but the off licence
attached to the pub has lighters, so he goes to buy one. While he’s there, an
old drinking buddy calls out to him from the bar, so he agrees to go through
and have a soft drink and a brief chat. He arrives home five hours later, very
drunk.

In this example, the man may well be making genuine decisions that are not at all
related to an intention to binge drink. In another situation where he was not
already feeling agitated and distressed, he may well have been able to go down the
HRS path and pull out before binge drinking. But when all these variables are set in
combination, HRSs and chained SICs will greatly increase the probability of a lapse,
and it is a goal in RP for people to identify this and be very aware of when it is
happening. It is otherwise very easy for people to distort, deny and rationalize these
SICs, such that they seem more benign.
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Identifying rewarding dimensions to risk behaviour

People engage in behaviour for good reasons, as outlined earlier. It is therefore vital
that people identify and understand the powerful rewarding effect that their risk
behaviour has on their lives. Most risk behaviour helps people feel good, but it is
most problematic when its effect is to stop them feeling bad (negative reinforce-
ment). Thus, the rewarding properties of some risk behaviour (e.g. binge eating,
binge drinking, drug dependency, unsafe sex, failure to attend health screening
procedures and even failure to attend vaccination programmes) can all be under-
stood in terms of short-term avoidant/escape of aversive experiences, via the
removal of a distressing psychological state (through nurturing or sensation-
seeking behaviour, or via the avoidance of painful or anxiety-inducing medical
procedures). RP identifies the role of selective attention towards these positive
expectancies, some of which have, at one level, strong socially enhancing proper-
ties such as the social enjoyment and confidence inspiring nature of drinking or
drug-taking with friends.

Identifying alternative functional strategies to HRSs

Once people understand the rewarding properties of their risk behaviour, they are
in a much better position to comprehend the need to provide alternative strategies
to help manage difficult situations and the need for these alternatives to be at least
as powerful as their risk behaviours in helping them feel good, as opposed to
stopping them feel bad.

In the case of comforting or sensation-seeking behaviour, people need to identify
and become proficient in applying more adaptive coping strategies for the dif-
ficulties they have in life. These invariably involve more learning and better use
of communication, problem-solving and decision-making skills, along with
goal-setting, time management, conflict resolution and relaxation skills.

In the case of avoidant behaviour around medical procedures, people need to
learn that the short-term benefits of avoiding stressful procedures are far out-
weighed by both the long-term stress and uncertainty of not being screened or
vaccinated, and the long-term costs of not addressing treatable conditions early
enough. Often this can be achieved through the use of a 3 × 2 decision-making
matrix; along the top are two columns such as ‘Test’ and ‘Don’t test’, and down
the side are three rows, ‘six days’, ‘six months’ and ‘six years’. People are then
encouraged to think through the psychological, social and medical consequences
of each cell in the matrix.

� Activity 4.3

Draw up a decision matrix for a behaviour you have been avoiding, and think through
the short-, medium- and long-term consequences of engaging versus not engaging in
the behaviour. When you have mapped these out, what decision should you make that
will have the best outcome in six years time?
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Feedback

It is invariably the case that six years of worry far exceeds the avoidance of six days of
worry.

Managing the abstinence violation effect for lapses

The RP model conceptualizes lapses as a momentary mistake that the person
can learn from, refrain from, and limit themselves to. This is in contrast to the
abstinence model of substance misuse, which implies that if people engage in risk
behaviour after a period of abstinence, then they have failed and lost all control of
their behaviour, and this is often associated with an immediate exacerbation of
the behaviour (including a binge). RP sets up management of lapses in advance,
encourages the person to reapply a controlled limit on their behaviour, and trains
them to apply cognitive restructuring skills to minimize the adverse effects of
abstinence violation.

Multifactorial skills

RP stresses the need for people to make changes in a number of other areas that
are more or less directly associated with the problem behaviour. These include
education around risk behaviours and stress management, re-engaging in activities
previously found rewarding (recreational pursuits, sports, hobbies) and changes in
overall lifestyle.

Efficacy of RP in changing health behaviour

More detailed overviews of the RP model are provided elsewhere (e.g. Larimer et al.
1999), as are overviews of its efficacy in changing health behaviour (e.g., Irvin
et al. 1999). In summary, meta-analyses indicate that RP is effective at improving
health behaviour, and is most effective in alcohol dependency and multiple drug
use, especially when used in conjunction with other strategies, including global
lifestyle changes and stress management techniques. RP may not be any more
effective in producing short-term reductions in some habitual behaviour compared
to some other techniques. However, RP is most effective in reducing the frequency
and severity of relapses, and in helping people recover from relapses, especially in
the long term, in much the same way that CBT has been shown to be most effective
in reducing long-term recurrences in depressed mood and anxiety.

RP has been applied and evaluated in a range of settings incorporating multi-
factorial intervention strategies, including smoking, offending behaviour, violence,
unsafe sex and psychiatric readmissions. Unfortunately, given that RP was only
one part of the intervention package applied in these settings, it has not been
possible to isolate and quantify the influence that the RP component contributed
to any treatment effects. Nonetheless, its validity is often cited as a key component
to many programmes aimed at changing behaviour.
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Theoretical social-cognitive models of individual health behaviour

Health psychologists have adapted CBT models and generic social behaviour
models to specific health-related behaviour for a number of decades now. Of
particular relevance are (1) the Health Belief Model (HBM: Becker 1974), which
highlighted the role of individual perceptions of cost/benefit and ability/barriers
to the health behaviour; and (2) the theory of reasoned action (TRA: Ajzen and
Fishbein 1980) which highlighted the dominant explanatory and predictive power
of an individual’s perception of their peer group norms relating to a class of
behaviours and the desire for the individual to adhere to those perceived norms.
Subsequent work on these and other models has increasingly highlighted the
impact that social normative behaviour has on the health behaviour of an indi-
vidual, although critics still argue that these models fail to fully incorporate and
quantify group and social processes in the prediction of individual health
behaviour. Clear examples of this in relation to health behaviour include the power
of peers, media, music and entertainment in determining adolescent and young
adult substance use and sexual behaviour.

Application of CBT strategies in health promotion: the example of
sexual risk behaviour

An example of a more contemporary health behaviour model that attempts
to better accommodate social normative factors into the understanding of an
individual’s health-related behaviour is Fisher and Fisher’s (1992) information-
motivation-behaviour model (IMB) of sexual behaviour. This model argues that
there are three key determinants of sexual risk behaviour. (1) information: the
degree to which the individual is informed about sex, sexually transmitted
infections (STIs), and the prevention of STIs; (2) behavioural skills: the degree to
which the individual is able to implement safer sex strategies (ability to obtain and
use condoms, negotiate condom use with reluctant partners, access sexual health
services and so on); and (3) motivation: the individual’s attitude towards safer
sex (perceived risk, self-efficacy, perceived group norms regarding condom use,
intentions to use condoms and so on).

Subsequent research into the IMB models has confirmed the dominant role that
motivational factors play in the prediction of sexual behaviour (Fisher and Fisher
2000). While optimal levels of information are essential in enabling people to
make informed decisions about their sexual health, once these optimal levels are
reached the provision of additional information does little to add to the prediction
of sexual behaviour. In this regard, the provision of basic sex education and infor-
mation around STIs and the prevention of STIs is crucial for groups who lack that
information; however, the costly provision of further sexual health promotion
materials through expensive poster, leaflet and media campaigns may well not be a
good use of prevention funds if targeted at people who are already well informed.
It’s one thing for people to know what to do, but something completely different
for them to have the ability to behaviourally implement that knowledge; interven-
tions aimed at enhancing people’s safer sex skills are more effective in changing
behaviour once an optimal level of knowledge and information has been achieved.
But the most important factor is a person’s motivation to implement safer sex
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strategies. People may well know it all and even be able to do it, but if they
don’t think it relates to them (low perceived risk), or have other more important
priorities (including basic needs like shelter and food, money or immediate gratifi-
cation), or feel they will be ridiculed if they do something that is seen by others as
unnecessary or ‘uncool’, then they will not engage in any behaviour change. Such
motivational factors have been found to be by far the strongest predictors of sexual
behaviour change in many populations, and are therefore a major barrier in the
implementation of any sexual health promotion programme.

The process of developing programmes based on frameworks such as the IMB
model is firstly to do an assessment of where an individual’s (or group’s) strengths
and deficits lie. What is the level of awareness and knowledge around HIV and
STIs? What is the level of efficacy and ability to carry out the behaviours required to
implement the safer sex strategy? What are the attitudes towards safer sexual
behaviour and hence what is the level of motivation to change/consolidate? Once
the person (or group’s) deficit profile is identified, interventions aimed at reducing
the deficits need to be implemented. If there is an information deficit, then factual
information about HIV/STI transmission and prevention needs to be provided
along with the correction of common misconceptions regarding HIV/STIs. If there
is a skill deficit, then skills training needs to be conducted around condom acquisi-
tion and use, abstinence, communication skills, accessing sexual health services
and relapse prevention. If there is a motivational deficit, then attitudinal change
work needs to be carried out using motivational interviewing, peer discussion/
videos, and cognitive restructuring and self-instruction. The final stage of any
intervention is to do a follow-up assessment of changes in knowledge, attitudes
and behaviour, to ascertain the effectiveness of the intervention. Nothing can be
assumed about the attitudes and behaviour of any individual or group; baseline
and follow-up assessments must always be carried out to inform any particular
intervention.

Summary

There is an established evidence base for the application of CBT techniques in the
promotion of a broad range of people’s health-related behaviour. The detailed
monitoring of habitual cognitive, physiological, emotional and behavioural factors
associated with any target health behaviour helps people understand the function
that these behaviours have, and lends itself towards a comprehensive intervention
programme aimed at modifying and controlling the antecedents and consequences
of the target behaviour. People’s dysfunctional behaviour often occurs in response
to their desire to avoid or escape distressing situations. CBT therefore encourages
people to make changes in their behaviour and in the way they think about their
behaviour so they can better cope with the distressing situation without resorting
to short-term avoidant strategies.

RP is a specific cognitive behavioural technique which helps identify the chain of
cognitive, behavioural, emotional and physiological events which habitually pre-
cede problem behaviours. This enables the person to identify the warning signs
of future slides towards that problem behaviour, and helps direct them towards
more adaptive alternative strategies to cope with the stressful situations. People’s
attitudes about and motivations towards health behaviour are strong predictors of
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health behaviour, above and beyond their level of knowledge about or ability to
perform protective behaviours, and it is for this reason that attention must also be
paid towards factors which influence those attitudes, including peer and social
group norms.
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Motivational interviewing
in health promotion

Overview

One of the five action areas for health promotion, described in the Ottawa Charter,
is the development of personal skills. Developing personal skills aims to give people
greater control over their health and the environments in which they live. Such
work often takes place via face-to-face interactions with health professionals, vol-
untary health workers and community workers. The settings for such interventions
include hospitals, primary care clinics, schools, workplaces, community settings
and the home. How a face-to-face intervention is conducted (the process) is as
important as what is intended to be achieved (the outcome). In this chapter, you
will learn about one approach for communicating with people during face-to-face
interventions called motivational interviewing (MI). You will look at its develop-
ment and the key concepts and principles underlying it. You will also explore its
application to different health behaviours and consider its efficacy.

Learning objectives

After reading this chapter, you will be better able to:

• describe the key concepts and principles underlying motivational
interviewing

• describe the differences between motivational interviewing and more
traditional approaches to behaviour change

• discuss the relative strengths and limitations of motivational interviewing
• describe the efficacy of motivational interviewing for different health

behaviours
• explain when motivational interviewing might be used alone and when in

concert with other approaches

Key terms

Ambivalence A conflict between two courses of action each of which has perceived costs and
benefits associated with it. The exploration and resolution of ambivalence is a key feature in
motivational interviewing.

Change talk Involves a client expressing personal advantages of changing behaviour, optimism
for change, intention to change and the disadvantages of no change or the status quo.

Motivation Incentives or driving forces that encourage the adoption of health-promoting
behaviours or lifestyles.
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Motivational interviewing (MI) A client-centred, directive method for enhancing intrinsic
motivation to change by exploring and resolving ambivalence.

Readiness Used in motivational interviewing to refer to the degree to which a client is resolved
to change their lifestyle or behaviour.

Resistance Opposition to changing behaviour, often expressed as a series of ‘excuses’ for not
wanting or needing to change.

Transtheoretical model Developed to describe and explain the different stages in behaviour
change. The model is based on the premise that behaviour change is a process, not an event,
and that individuals have different levels of motivation or readiness to change.

The development of a new approach

MI was developed in the addictions field by specialist alcohol workers seeking a
different approach to consultations that frequently led to disagreement about the
extent to which a client’s drinking represented a problem. It was first described by
William Miller who subsequently defined it as a ‘client-centred, directive method
for enhancing intrinsic motivation to change by exploring and resolving ambiva-
lence’ (Miller and Rollnick 2002). As suggested by this definition, the central tenet
of the approach is the exploration and resolution of ambivalence. As defined
above, ambivalence involves conflict between two courses of action each of which
has perceived costs and benefits associated with it. In MI, the practitioner’s task is
to facilitate expression of both sides of the ambivalence and guide the client
towards an acceptable resolution that increases the probability of change and
decreases the probability of the status quo.

The focus on the exploration and resolution of ambivalence distinguishes MI from
more traditional approaches to health behaviour change which are based on a
‘medical model’ or disease-centred approach. The disease-centred approach is
characterized by the practitioner extracting information about the presenting
‘problem’ that will enable some form of diagnosis or behavioural assessment. This
is followed by the ‘prescription’ of a strategy for resolving the problem as seen from
the practitioner’s perspective. In individual-level health promotion, it is common
to collect information on a given behaviour in order to determine whether it
presents a health risk. If the behaviour is deemed to be ‘risky’ by the practitioner, he
or she is likely to counsel the person on the health risks of persisting with the
behaviour, and/or the benefits of changing that behaviour, along with advice on
how best to change. Implicit in this approach is that health is a primary motivating
force for change and if people have the correct knowledge, attitude and skills then
they will adopt more health-promoting behaviours.

There is a wealth of evidence to show the approach described above does not reflect
reality. Persuasion to adopt a particular health behaviour can often be met with
resistance, displayed as a series of ‘excuses’ for not wanting or needing to change.
Resistance to change is usually countered by attempts to further persuade or coerce
the person into change by using logic to change maladaptive or irrational beliefs, or
offering strategies to cope with obstacles to change (Miller and Rollnick 1991). The
disease-centred approach is not a malicious attempt to force people to change their
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behaviour but stems from a genuine desire to help resolve people’s health prob-
lems, many of which will be significantly influenced by their lifestyle. It reflects
traditional teaching methods in medical schools that place emphasis on an accur-
ate and precise diagnosis of the presenting condition. Such an approach is less
appropriate in individual health promotion encounters where the focus is on
health behaviours, many of which are not purely under volitional control.

MI presents an alternative approach which is more in keeping with modern think-
ing on patient-led medical encounters. There are parallels between MI and the
client-centred therapy of Carl Rogers (1957) where there is greater emphasis on
understanding the client’s perspective. During MI, clients are actively encouraged
to express their own reasons for and against change, how consistent their current
behaviour is with the achievement of their life goals or core values, and what if
any behaviour change will be pursued. This is not to say MI never includes
health promotion advice or information about ways to deal with obstacles to
change; rather it is a matter of timing. When ambivalence is resolved and there is
a strong commitment and intention to change, MI practitioners may incorporate
behaviour-change strategies such as self-monitoring, goal-setting and reinforce-
ment, with the client’s permission.

� Activity 5.1

A person with a chronic cough is consulting a doctor. The doctor knows the person
has smoked for many years and believes the cough is a direct result of the smoking.
Consider the following two scenarios and what the smoker’s responses might be to
each, and which one is more likely to lead to exploration of ambivalence.

1 The doctor says, ‘I know we’ve discussed this many times before, but we really do
need to find a way to get you to stop smoking. Your cough is only going to get much
worse and is likely to lead to something much more serious. I can help you to stop,
either by prescribing some nicotine replacement therapy or referring you to the
smoking cessation nurse. What do you think?’

2 The doctor says, ‘As we’ve discussed before, I believe your cough is related to your
smoking. I wonder on a scale from 0–10 how motivated are you right now to stop
smoking?’ 0 on the scale is not motivated at all and 10 is very motivated. The person
gives a score between 0–10. The doctor asks why the score is not a lower number
and listens to the patient’s response. The doctor asks, ‘What would have to change
for you to give a higher number, feel more motivated?’

Feedback

1 The doctor tries to persuade the person to quit smoking by trying to heighten the
person’s perceived risk of smoking and suggested a course of action. This ignores the
person’s perspective entirely. If, as is likely, the person feels ambivalent about smoking,
they will not only perceive the costs of smoking, but also the personal costs of quitting
and the benefits of continuing. The doctor’s focus on just one part of the person’s
ambivalence is likely to focus the person’s mind onto other parts of their ambivalence,
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which they will express verbally. So a typical response might be, ‘Yes, but I find smoking
is the only way I can cope with the stress in my life.’ This type of dialogue will often
result in the doctor making the case for change and the smoker making the case for no
change.

2 This strategy is designed immediately to encourage the smoker to express all aspects
of their ambivalence without any judgement from the doctor.

Motivation for change

Motivation is often described as a necessary ingredient in achieving behaviour
change and yet is seldom defined. Where it is defined, it is common for motivation
to be regarded as part of an individual’s personality or character (Miller and
Rollnick 1991). Such a definition can lead to failure to change behaviour being
attributed to a ‘lack’ of motivation on the part of the client. In MI, motivation is
seen more as a product of interpersonal process and one of the most important
aspects of health-behaviour consultations. A pragmatic translation of the term
motivation is that it represents a behavioural probability. When it is high, the
likelihood of behaviour change increases and vice versa. Consequently, any aspect
of a health care encounter that increases the probability of change can be regarded
as motivational. In MI, this means trying to identify the key elements of the inter-
personal process that lead to change. Three necessary components of motivation
have been described as:

• readiness to change;
• the importance or value placed on change;
• confidence in the ability to change.

Put simply, if a person thinks change will lead to valued outcomes, they are
confident they can achieve change, and there are no competing priorities, then
motivation will be high.

Principles of MI

There are four general principles that underpin MI practice: express empathy;
develop a discrepancy; roll with resistance; and support self-efficacy (Miller and
Rollnick 2002). Expressing empathy or showing acceptance of the client’s perspec-
tive and feelings is a key attribute of the MI practitioner. This is achieved through
skilful reflective listening. This means that a client’s ambivalence about change is
seen as understandable, normal and valid. Change can be motivated by developing
a discrepancy between present behaviour and important personal goals or how
one would like to be, within the empathic style. A goal of MI is to evoke this
discrepancy from within the person and amplify it.

In health behaviour consultations, it is common for clients to be unforthcoming
about changing behaviour, even when it appears obvious to the practitioner that
change would significantly benefit the client’s health. Attempts to persuade or
coerce a client towards change when they are not ready are likely to be met with
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resistance. The third principle of MI is to be able to roll with resistance rather than
confronting it. Resistance is often provoked when the practitioner misjudges the
importance a client places on health, how confident they are about change or how
ready they are to change. Resistance will also be encountered if the client feels that
their freedom to choose what to do is being challenged. In MI, resistance usually
results from the practitioner doing the wrong thing at the wrong time and signals a
need to do something different (Miller and Rollnick 2002).

The greater the belief a person has in their ability to change, the greater the
probability that they will (Bandura 2004). Supporting self-efficacy is the fourth prin-
ciple of MI and seeks to encourage the client that change is possible by exploring
the successes of others and showing a willingness to support the client through
change. In addition, the practitioner’s belief in the client’s capacity for change also
leads to greater confidence in the client.

Aside from the general goal of exploring and resolving ambivalence, a key strategy
in MI is eliciting change talk. Change talk involves the client expressing personal
advantages of changing behaviour, optimism for change, intention to change and
the disadvantages of no change or the status quo. It is based on the theory that
people are more likely to accept and act on what they hear themselves say rather
than what others say (see the next section on MI’s theoretical basis). The more
clients defend a position, the more they become committed to it. Engaging in
change talk during a consultation means reduced resistance or commitment to the
status quo.

� Activity 5.2

What follows is an extract of an MI session talking about physical activity. Read through
the transcript and answer the following questions.

1 Who is doing most of the talking, the practitioner (P) or the client (C)?
2 How many change talk statements are there from the client?
3 How many reflective listening statements are there from the practitioner?
4 How does the client express a discrepancy between what they say is important in

their life and their current behaviour?

C: I’ve just spent two days walking in the Brecons [a mountain range in Wales] because
I like to walk. I think if I lived in Wales I’d exercise every day, but where I live, there
are no nice hills, just roundabouts. At the moment I feel like I want to keep going
because it felt so good. I have a sense of well-being when I’ve exercised. I always say
that when I get back, I’m going to keep this up but of course I don’t, I just get back
into my old routine.

P: So you’ve noticed that when you do some exercise there’s something quite pleasur-
able about it.

C: Oh yes, I mean I do like to swim. There was a point in my life, after I’d had children,
when I thought I must do some exercise and I went swimming for six months. It
does feel good, but it’s the motivation, getting myself motivated to go and do it.

P: But when you do find the motivation, you’ve actually found it beneficial.
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C: It sounds silly but I do want to exercise, I do want to do it. I see these adverts in the
local paper for cheap membership at the local gym but I worry what the people
might be like.

P: You worry that you might not fit in.

C: Yes, if I had someone to go with, or pull me down there, I would go. When I did go
swimming I had more energy and felt less tired. Talking like this makes me think why
aren’t I doing it? But it’s the motivation.

P: So you have experienced a number of benefits of being more active but there’s still
something getting in your way.

C: Yes, I was even a lower weight when I exercised more. Now I’m a stone heavier than
I used to be.

P: You’ve noticed that how much exercise you do is linked to your weight.

C: Yes, even after a week’s walking holiday last year I lost weight and felt so much
better.

Feedback

What this extract shows is that when MI is going well, the client will be doing
most of the talking, they will frequently engage in change talk and the practitioner
will mainly respond to the client with reflective listening statements. In this extract
the client expresses a discrepancy by displaying a degree of confusion when they reflect
on the fact they keep stating that physical activity is good for them yet they aren’t
doing it.

Theoretical basis

MI is not a new theory of behaviour change but an interpersonal style that draws
on a number of existing psychosocial theories of behaviour change (e.g. Bandura
2004) as well as the work of Rogers (1957). To simplify, the psychosocial theories
hypothesize that behaviour change is more likely when:

• the perceived benefits of change outweigh the perceived costs;
• change will lead to social approval, not disapproval;
• change will lead to self-satisfaction and is consistent with highly valued,

broader life goals;
• desirable outcomes are within one’s personal control and are achievable

through one’s own actions;
• they are few obstacles or barriers to achieving change;
• opportunities for change are high.

MI acknowledges that people will vary in how ready they are to change and
that the level of readiness should be taken into account during an intervention.
This is consistent with an influential model of behaviour change, called the trans-
theoretical model, which theorizes that people move through a series of stages as
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they change behaviour. The model emphasizes the importance of matching the
correct intervention to each stage of readiness to change (Prochaska et al. 1992).
The transtheoretical model describes time periods for some stages, indicating
a degree of stability, whereas in MI readiness is regarded as a more continuous
phenomena in a constant state of flux (Resnicow et al. 2002). As well as drawing
on the ideas of Prochaska et al., MI also draws on self-perception theory (Bem
1972), which posits that people become more committed to that which they hear
themselves argue for and defend.

Rather than having one underlying theory, MI has been described as having a
‘spirit’ that underlies it (Miller and Rollnick 2002). The ‘spirit’ of MI is captured in
three fundamental approaches to a consultation. First, the relationship between a
practitioner and client is collaboration, rather than an authoritarian one. Second,
evoking intrinsic motivation for change is more desirable than trying to impose
it from without. Third, the practitioner respects the client’s autonomy and
acknowledges that responsibility for change lies with the client. The spirit of MI is
reminiscent of the ‘conditions for change’ in client-centred therapy described
by Rogers (1957), which proposed that a therapeutic alliance and practitioner
empathy are necessary for change. These conditions for change plus the directive
method of selectively reinforcing change talk and ‘commitment language’ go some
way to forming a theoretical basis for MI.

Adaptations of MI

Since its inception in the drug and alcohol field, there has been considerable inter-
est in adapting MI for other health behaviours, particularly those associated with
chronic conditions, such as cardiovascular and metabolic diseases. This is probably
due to health promotion workers confronting issues of adherence and motivation
similar to those faced by drug and alcohol workers. MI and various adaptations of it
have subsequently been applied to smoking, diet, physical activity, water purifica-
tion, treatment compliance and gambling. As noted above, MI was originally
developed for specialist settings and highly trained addictions counsellors, where it
is common for there to be multiple sessions of significant duration. In contrast,
health promotion practitioners are often restricted by the number of sessions at
their disposal and the duration of each session. It is not uncommon to have just
one brief encounter with a person. Inevitably, this has meant that derivatives of
MI as it was originally described have been developed either through trial and error
or intentionally, based on research and clinical practice (Emmons and Rollnick
2001). To reflect the differences between MI and its more ‘dilute’ derivatives, based
on its spirit and principles, two alternative kinds of behaviour change intervention
have been described (Miller and Rollnick 2002):

• Brief advice (BA) is appropriate for short interventions lasting 5–15 minutes,
where health promotion is likely to be opportunistic rather than sought. The
primary goal of this type of intervention, particularly if the person is not ready
to change, is to initiate thinking about changing behaviour. Information is
likely to be exchanged and the encounter is likely to be more directive than MI
with less focus on choice and personal responsibility for change.

• Behaviour change counselling (BCC) requires more time, up to 30 minutes, and
can take place in an opportunistic or help-seeking setting. It has a greater focus
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on identifying client goals and building motivation for change than does BA.
Strategies adopted are more likely to be based on readiness to change and the
practitioner will have received more training and be more skilled in expressing
empathy than the practitioner delivering BA alone.

By contrast, MI often takes place for an hour at a time, mostly with help-seeking
clients. There is a much greater emphasis on resolving ambivalence and creating a
discrepancy. The practitioner style is very much empathic and he or she is highly
skilled in reflective listening and eliciting change talk.

One important reason for the distinction between BA, BCC and MI is in interpret-
ing research findings. It is quite common for people to refer to an intervention as
MI because it is loosely based on MI principles. If the ‘adapted’ method is subject to
a trial of its efficacy and no change in behaviour is seen, it is likely to be attributed
to the ineffectiveness of MI. Closer inspection of the adaptations may reveal that
the intervention had little in common with the parent method apart from a
desire to elicit motivation in a non-confrontational style. Some adaptations will
be necessary depending on the setting and the behaviour being discussed. In
addictive behaviours, people are more likely to be seeking help and resistance will
be more intense than, say, someone considering increasing their intake of fruit
and vegetables. Change in addictive behaviours sometimes involves abstinence,
whereas non-addictive behaviours normally require modifying existing
behaviours. It might appear that the focus in addictive behaviours is more on the
‘to-be-lost’ behaviour rather than on the challenge of adopting a new behaviour.
However, this is not always the case. For example, when trying to incorporate more
physical activity into one’s life, time has to be freed from some other aspect of the
lifestyle, such as time for family or relaxation. The person may place great value on
these behaviours and be reluctant to reduce time spent on them. Modifying health
behaviours often requires short-term discomfort for future benefit in people who
don’t perceive they have a problem.

The various differences in the adaptations to MI raises important issues about
evaluation. Integrated analysis of the findings of formative and process evaluation
along with outcome data can help identify the specific effects of the components of
MI. When reviewing studies of MI, it is important to ask: what was the specific
method being examined?; how competent were the practitioners in the method?;
and how well was the method adhered to? (Miller and Rollnick 2002). Only a few
studies, which state they are evaluating MI, provide data on formative and process
evaluation (Tappin et al. 2005). This is an important consideration for future
studies.

� Activity 5.3

Read the extracts of the methods sections from the following two studies. Think about
the amount of detail provided about the intervention in each study and attempt to
identify whether study participants received BA, BCC or MI. How confident are you
that the integrity of the approach was upheld and why?
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� Study one
All participants received their baseline results (blood pressure, weight for height, activity
level, aerobic capacity, smoking and alcohol consumption) and a pack containing informa-
tion on the benefits of physical activity, other lifestyle factors (smoking, alcohol, weight
and diet), recommended activity levels for men and women of different ages [as well as] 19
leaflets on leisure facilities and activities available locally. Brief advice was given, comparing
individual’s results with recommended levels and highlighting details in the information
pack. Those in the control group received no further intervention.

Participants randomised to receive brief intervention (interventions 1 and 2) were offered
one motivational interview within two weeks of their baseline assessment. Those receiving
intervention 2 [also] received 30 vouchers at the interview. Participants randomised
to receive intensive intervention (interventions 3 and 4) were offered six motivational
interviews over 12 weeks, the first within two weeks of the baseline assessment. Those in
intervention 4 also received 30 vouchers at the first interview.

Motivational interviewing is a technique for negotiating behaviour change that uses the
stages of change model of behaviour change. A health visitor, who was trained in motiva-
tional interviewing, delivered the motivational interviews. Interviews were scheduled to
last 40 minutes and took place at the practice or local leisure centre. They aimed
to promote safe, effective physical activity but did not prescribe particular activities.
A structured record was completed at each interview, a copy of which was given to
participants; this was used to review progress for those attending more than one interview
(Harland et al. 1999).

Study two
Motivational interviewing is a one to one counselling style designed for treating addictions.
Its ‘stages of change’ model is widely taught on smoking cessation training courses but may
not apply during pregnancy. We used a randomised controlled trial to determine whether
the quit rate for pregnant smokers increases with motivational interviewing provided
at home by specially trained midwives. A consultant provided five days of training in
motivational interviewing followed by one day a month throughout the study, using
midwives’ own recorded interviews to focus development of skills. Midwives provided
standard health promotion including information on smoking and pregnancy from a health
education book given to all pregnant women in Scotland. Women in the intervention group
were offered two to five additional home visits of about 30 minutes’ duration from the
same study midwife. Midwives made six attempts to contact women, including the home
visit arranged at enrolment, two to three telephone calls, one or two ‘cold’ calls to the
house, and sending a letter asking them to telephone a free number.

All 625 home visits were recorded and stored as digital files. A 10% (n = 63) random
sample of interviews was transcribed and sent to the Center for Alcoholism Substance
Abuse and Addictions, University of New Mexico for content analysis using the
motivational interviewing skills code (Tappin et al. 2005).

Feedback

In the first study very little information is provided on what the health visitor did during
the consultations or how much of what was done actually reflected textbook descrip-
tions of MI. Furthermore, there is no indication of how proficient the health visitor was
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in delivering MI. The absence of detail on what study participants received prevents us
from determining if MI or any derivative of it was actually being examined in this study.
Therefore, it is possible that what participants actually received was not MI or one of its
derivatives at all. The results of the study indicated no difference in self-reported
physical activity between groups. Without more detail about exactly what participants
were exposed to, it is not possible to determine if the lack of effect was due to MI not
working or the intervention not actually involving MI.

The second study provides a little more detail about MI and the amount of training
the midwives received. Specifically, all interventions were recorded and transcribed. A
random sample was then independently assessed for MI integrity using validated
assessment instruments. This level of quality control allows us to be confident that
the intervention was delivered as intended and that high quality MI was delivered.
What these two extracts highlight is the difficulty of ascertaining whether or not the
exposure variable in the study was actually MI or not. Future studies need to consider
what is actually being evaluated: is it the effectiveness of MI on changing client health
behaviour or the effectiveness of training to change practitioner behaviour?

Training of practitioners

MI is intuitively appealing to practitioners as it relieves them of the responsibility
for having all the answers to client’s questions and solutions for all of their
problems, things which clients may expect of practitioners. However, enthusiasm
for the approach plus knowledge of a few MI strategies is not sufficient to become a
proficient practitioner. MI is complex and requires the development of skills over
time, similar to any psychological intervention.

Training workshops are offered by accredited trainers around the world (see
www.motivationalinterviewing.org). Some are half-day introductory workshops
while others are five-day skills-based workshops. Addiction counsellors have
usually received extensive training in psychology and/or counselling and will have
already developed at least some client-led counselling skills. They are likely to
require less training than practitioners in public health settings who are less likely
to have acquired counselling skills and may require a shift in their philosophical
orientation. The length of training, practice and supervision required to develop
the skills required to deliver the MI that fully reflects its spirit may not be practical
for many health care professionals (Emmons and Rollnick 2001). It may be more
appropriate to train generalist health promoters in BCC. Instruments have been
developed to measure proficiency in BCC and MI which can be used for training
and research. A behaviour-change counselling index (BECCI) has been developed
which can be used for assessing competence in BCC and can be useful for evaluat-
ing training (Lane et al. 2005). A more extensive instrument, the motivational
interviewing skill code (MISC), was developed to study practitioners’ proficiency in
MI before and after training (Moyes et al. 2003). The MISC has been used in a trial of
methods to help clinicians improve their proficiency in MI. The study showed that
substance abuse professionals can improve their proficiency, both immediately
after training and at later follow-up (Miller et al. 2004).
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Evidence of effectiveness

A number of systematic reviews and meta-analyses have examined the efficacy of
MI, the most recent incorporating 72 studies (Rubak et al. 2005). Health behaviours
covered include drug and alcohol abuse, smoking, diet, exercise, treatment com-
pliance, HIV risk behaviour and the adoption of water purification. Overall, the
effect of MI varies widely even within the same health behaviours. This hetero-
geneity of effects is not explained by study quality, the health behaviour being
studied, the quality of MI or session duration, practitioner training or comparison
group. The largest effect of MI is reported in studies of drug and alcohol abuse for
which it was originally designed. Significant effects are also seen for body mass
index, diet and exercise. Perhaps surprisingly, no overall effect has been observed
for smoking cessation. The effect of MI seems to increase with additional inter-
vention contacts and interventions that last longer than three months. Its effect
also appears to gradually decrease post-intervention. A brief application of MI prior
to other treatments or interventions appears to enhance adherence. Consequently,
MI might be seen as a complementary intervention to other treatments, rather
than as an alternative. Those less ready to change their behaviour tend to respond
better to MI than those who are already more ready to change. More traditional
behavioural approaches might be more appropriate for the latter group.

So while MI should not be seen as a panacea for all health behaviour interventions,
it does produce moderate effects when compared with no treatment or usual care in
a range of health behaviours. The variability in effect size limits any conclusions
about the particular mechanisms that trigger change. Larger-scale studies with
integrated process evaluation may shed light on the most important agents within
the MI process. At present the ‘active ingredients’ of MI remain uncertain and
therefore exactly what practitioners need to be trained in and how skilful they need
to be remains uncertain. Similarly, limited evidence exists about the effectiveness
of MI compared to brief interventions based on other behaviour change theories
(see Bandura 2004). Finally, more evidence is required about the effectiveness of
MI in minority groups and in a wider variety of cultural settings.

Summary

MI is a style of working with people which emphasizes the quality of the inter-
personal relationship and respects a person’s autonomy to choose whether or not
to change. It does not presume that failure to adopt healthy lifestyles is due to a
deficit in knowledge, insight or behavioural skills and, therefore, once these are
provided, that behaviour change will follow. Rather, its focus is on the resolution of
ambivalence and eliciting intrinsic motivation for change. It is a learnable skill, the
proficiency of which can be measured and is appropriate for a range of health
behaviours, either as an intervention in its own right or as a complement to other
interventions.
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Theatre in health promotion

Overview

In this chapter, you will be introduced to the application of theatre in health pro-
motion and learn how it has evolved since its inception in the 1960s to encompass
a wide range of techniques used for different aims and in different settings. You will
consider some of the evidence of effectiveness of theatre in health promotion and
also learn about best practice in commissioning theatre projects.

Learning objectives

After reading this chapter, you will be better able to:

• describe the key principles and theory underpinning the use of theatre to
promote health

• explain when and how to use a range of theatre approaches to promote
health

• describe the strengths and weaknesses of this method in different
settings

• commission and evaluate a theatre project in accordance with best
practice

Key terms

Theatre for development Community theatre used both for action research and as a
verification tool in development programmes.

Theatre in education (TIE) An umbrella term describing the use of scripted, live theatre usually
linked to an interactive workshop used to explore a range of social issues and meet educational
aims.

Theatre in health education (THE) Uses the techniques of theatre in education in the service
of health education.

Theatre of the oppressed A form of popular theatre of, by and for those engaged in the struggle
for liberation. The starting point is not an explicit educational objective, but rather individual
and social development and empowerment.
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Background and history

‘The potential of drama to educate and act as an agent of change has been acknow-
ledged throughout history, but only in the twentieth century has that potential
been fully developed’ (Wright 1993). The theatre in education (TIE) movement
started in the UK in the mid-1960s and developed from the atmosphere of
experiment that characterized theatre at that time. Its routes can be traced to the
Belgrade Theatre Company, based in the British city of Coventry, which pioneered
a participation format for class or small group size as a way of expanding the role
of theatre companies and developing relationships with the wider community.
The method involved scripted performances plus interactive workshop elements
designed to enable participants to engage in critical discussion and analysis of the
action.

Changes in education funding led to a decline in TIE projects in the UK during the
1980s. However, since the mid-1990s, TIE has enjoyed a renaissance driven by the
rise of new public health approaches and an increasing recognition of the potency
of theatre. It is now used as a key method in schools and community settings in
attempts to tackle a range of health-related issues. This merging of public health
agendas and TIE methodologies led to the term ‘theatre in health education’ (THE).

However, as funding becomes more closely linked to top-down public health
imperatives, TIE and THE practitioners are being given less autonomy to explore
issues which may have greater resonance or importance for their target audiences.
Some practitioners argue that this has led to a dilution of the quality of projects on
offer, and that the theatre in TIE and THE is in danger of being relegated by the
health education. With the emphasis on personal development, empowerment
and problem-solving inherent in THE, there is a possibility that it will fail to
recognize drama as an art form with an aesthetic dimension and an impact in itself.
Swartzwell (1993) suggests that ‘TIE has forgotten that it is theatre’. It is up to
health promotion practitioners to ensure that the TIE and THE projects that they
commission are developed in a true spirit of partnership with theatre practitioners
to ensure a high-quality experience for audiences that will have the most impact,
and to avoid drama becoming merely an expensive audio-visual aid.

The wider use of theatre in health promotion

Arts-based methodology are now becoming recognized more widely within public
health worldwide, and there has been an emergence of interest in the use of a range
of theatre techniques to support public health and development programmes,
focusing on traditional ‘health’ topics and also to support social change.

This is reflected in the range of models of ‘theatre in health promotion’ that
have emerged, and the wider theoretical frameworks used to develop projects:
‘Diversification is evident at all levels – ideological, dramaturgical, financial,
organisational – it is probably no longer possible to speak of a single TIE move-
ment, but of dialogue between new groupings which needs to be constantly active
as new alliances are made’ (Jackson 1993).

New types of ‘theatre for social change’ differ from TIE in the objectives of the
work. The purpose of TIE in its traditional form has always been as a method of
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education, which reflects a philosophical and educational stance. Applied theatre/
theatre for social change uses more than educational theory and seeks to explore,
engage with and influence social and cultural norms, and patterns of behaviour.
The audience/community participation element is seen as complementary to
health promotion strategies and development programmes that aim to empower
individuals and communities.

Theatre for development

‘The first step to development is a change of attitude, both individual and collective
– and in that order – from declared helplessness to empowerment. This is culture in
action, and theatre is a cultural tool’ (Mavrocordatos 1988). Theatre for develop-
ment has proved to be an effective way to promote community knowledge and
influence behaviour and practice. It is especially useful in remote locations and
where there is a tradition of oral communication. It uses and builds upon participa-
tory communication theory, which suggests that projects based on traditional
forms of expression have a greater chance of success, as they have cultural
resonance and can help to interpret abstract health objectives into a reality for the
audiences. When used in development, theatre – as oral communication – creates a
‘safe space’ in which those who are marginalized can find, and use, a voice to effect
change. Performance enables traditionally sensitive and taboo subjects to be
voiced, providing a licence to speak which opens doors for future work and so starts
the process of development.

Theatre for the oppressed

‘Let them create it [solutions to oppression] first in the theatre, in fiction, to be
better prepared to create it outside afterwards, for real’ (Boal 1979). Augusto
Boal created the ‘theatre of the oppressed’ in the late 1970s. This uses innovative
drama techniques to encourage people to address and find solutions to issues of
oppression. Boal (2004) defines it as:

a system of games and special techniques that aims at developing, in oppressed
citizens, the language of theatre, which is the essential human language. It is
meant to be practised by, about and for the oppressed to help them fight against
their oppression and to transform the society that engenders those oppressions.
The word oppressed is used in the sense of someone [who] has lost the right to
express his or her wills or needs, and is reduced to the conditions of obedient
listener of a monologue. It must be used as a tool of fighting against all forms of
class oppression, racism, sexism and discrimination. Theatre of the Oppressed
does not aim at being only like Hamlet’s definition ‘a mirror that allows us to see
our vices and virtues’ but to be an instrument of social transformation.

This type of theatre uses a range of methods and draws upon both active learning
theory as well as cognitive behavioural techniques. These include the identification
and learning of new ways to behave, cognitive restructuring, and developing new
skills to make sense of the world and how we react within it.
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� Activity 6.1

Read the following brief examples of different types of theatre projects and try to
identify what type of ‘theatre in health promotion’ they represent.

� Example 1: Kolo Village, Mali

The actors have dressed up in the same clothing that the elders wear. One of the actors,
a particularly talented mimic, has donned a smock identical to that worn by the chief, and
he carries a very similar stick. We see these youths, who have not the license to express their
opinions in the ordinary village meetings, begin to address the water crisis. An old man and
his family regale the (acted) chief with their tale of woe. Their newly dug well has collapsed.
It is March and most of the other wells in the village have run dry. There is much mirth as
the husband complains that his food is always late and there is never any water to wash it
with – all because his wife spends her entire day queuing for a pot or two of water at the
only village pump. [There are] silent smiles at the wife’s repartee. (The real chief has a
functioning well in his own compound and may not have been so concerned with these
problems. A murmur from around as the spectators indicate that they too have realised
this.) In response to these supplicants, the (acted) chief summons his elders and they
determine to ask the non-governmental organisation (NGO) in the area to donate a tube
well. Moving out of the acting area, they make directly for the actual field worker in question
who was sitting in the audience. They proceed, effectively, to hold the meeting that they
believed the elders should have held – and with complete artistic license. The field worker
responds, suggesting that they consider rebuilding some of the wells that are closer to the
river. He takes care to point out that if they make the first move, the NGO will respond in
their own turn with some technical and material support. The chief takes the message back
to his elders.

(Mavrocordatos 1988)

� Example 2: The Lilac Tent, Bolivia

The Lilac Tent experience in Bolivia is inspired by various performing arts and housed under
a huge circus travelling tent. The project aims to influence the sexual behaviour of Bolivian
youth and prevent the transmission of HIV/AIDS. It is a mixture of entertainment and
educational activities and is something like a medieval circus combined with modern
educational techniques. Outside the tent people can watch video documentaries on health
issues, puppet performances or theatre shows, while inside in groups of 10, visitors have the
opportunity of participating in a series of instructive games and activities.

(Dagron 2001)

� Example 3: Crossroads Theatre for Youth (CTY), American Samoa

The goal of CTY is to educate and create awareness of youth and social issues. It uses the
process of theatre to inspire imagination, exercise critical thinking, and provoke thought to
create solutions to social issues that arise in the local community. The issues based plays are
followed by interactive discussion that allow the audience to look at the issues from different
perspectives and challenges young people to explore all possible answers and solutions.
‘Silent Cries’ is a play that runs for 25 minutes and depicts the gradual decline of inter-
personal relationships within a family, eroded by substance abuse, family violence, suicide
and a total breakdown of any hope in seeing or hearing the reality of what the victims are
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experiencing. The performance is followed by a workshop and raises a number of issues that
are likely to stay with the audience once the curtain comes down.

(Seui Li’a 2005)

� Example 4: Punjab Lok Rahs

Rahs is a theatre group that cherishes a society that has gender equity and democratic
values, respects all human rights and offers equal economic opportunities for all. Rahs
believes in organisational and conscious effort to realise this dream. Theatre is its working
medium. It has a 15-year history and has written 30 plays, and produced 350 per-
formances, classical epics, quick response street-skits, improvisations with communities and
in villages and urban slums. Issues dealt with include child marriage, a woman’s right to
marry and staged plays against military dictatorship. It draws from local theatre tradition –
Rahs being the Punjab word for local forum theatre. All the theatre actively involves local
people in participatory theatre experiences.

(Punjab Lok Rahs 2001)

Feedback

Example 1: theatre for development. The key issue is participatory activities for
development and also the partnership and involvement of local NGOs. This work did
actually progress over a number of weeks and resulted in progress towards a
communal well, which had not previously been on the agenda of the NGO.

Example 2: theatre in health education. A clear health-related message is the focus of
the project.

Example 3: theatre in education. The focus is on exploring social issues of resonance
to the community.

Example 4: theatre of the oppressed. There is a focus on using participatory theatre
techniques to work with disenfranchised groups on issues related to oppression.

Methods used in TIE

A range of dramatic methods are used in TIE and in other theatre forms used to
promote health. The most popular techniques include:

• Forum theatre: the action is frozen (by the audience or drama group) and the
audience is invited on stage to solve problems and redirect the action. This
can be a process that takes place as the drama unfolds or, as in theatre of the
oppressed, it can take place during a re-running of the play. Having seen the
whole story, the audience is invited to consider whether or not the outcome
could have been different, and the play is re-run with the audience able to stop it
at any point they feel a crucial ‘mistake’ is being made.

• Street theatre/invisible theatre: issue-based scenes performed in public spaces to
stimulate interest and discussion regarding particular issues without the public
knowing the scenes have been staged.
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• Monologues: traditionally monologues refer to one-way communication and do
not cater for any response from their audience. Monologue followed by skilled
facilitation and exploration of issues raised can be effective in moving towards
dialogue. It can be particularly useful in putting across factual information as
part of a performance, for example in THE projects.

• Truth-seating and hot-seating: members of the audience can question and
challenge actors ‘in role’ to explain and elaborate upon the decisions they made
in the drama and the impact this had upon them ‘in role’.

• ‘Cops in the head’: internal voices that tell us we can’t or that we are not good
enough are brought to life, challenged and redirected.

• Image theatre: participants sculpt pictures onto their bodies to represent and
transform situations and relationships.

• Rainbow of desire: relationships are deconstructed so as not only to eliminate
what we don’t want but to explore and embrace ideas about what it is we do
want.

Theatre and health promotion theory and practice

� Activity 6.2

Identify which types of theatre could be used to help address these five action areas
identified by the World Health Organization (WHO 1984):

1 Improving access to health and building healthy public policy.
2 The development of an environment conducive to health.
3 The strengthening of social networks and social supports and community action.
4 Promoting positive health behaviour skills and appropriate coping strategies.
5 Increasing knowledge and disseminating information.

Feedback

Power and control, as well as access to knowledge, are recognized as central issues to
health promotion, and a critical task of community empowerment is to enable people
to define the agenda for themselves in health terms and seize the political initiative
to do so. Despite this social model that emphasizes community-level action and
empowerment, it remains a field in many areas that is driven by technical, scientific and
expert-driven practice. Theatre is a method for both education and social change that
can help to redress this balance. For example, theatre for development projects can
enable communities to identify barriers to health and find a voice to communicate
them and identify potential solutions; theatre of the oppressed techniques can help ‘give
voice’ to marginalized communities and address institutional barriers to access such as
racism, sexism and oppression; theatre in education projects can address issues of
social injustice or focus on the development of critical thinking and skills by using
techniques such as forum theatre; and theatre in health education projects can focus on
specific educational objectives related to health, such as the risks of smoking or sexually
transmitted infections.
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Characteristics of good practice in implementing theatre projects

Using theatre to promote health is not a ‘magic bullet’ or ‘quick fix’ but should be
seen as one of many potential components in a successful programme of work. An
element of partnership between the commissioning body, audience and theatre
practitioners is essential and in order to stay true to the roots of TIE, theatre pro-
ducers must be allowed to develop their craft and address relevant social and
political contexts, and not be constrained by a political or social need to cloud
over real and important issues. This is the political element of health promotion
work that cannot be ignored. A THE play commissioned to address the dangers of
HIV/AIDS, for example, will not work unless it addresses the reality of constraints
faced by people attempting to take control over their sexual health, and these are
many and varied, and often political. In working with a group of lesbian and gay
young people, for example, it may be more appropriate to develop a theatre of the
oppressed project to allow them to ‘give voice’ to the realities they face than a THE
project about HIV/AIDS. Equally, as discussed previously, the theatre experience
in itself needs to be high quality and relevant to the audience to work. Many
evaluations of TIE initiatives have focused on the process of project development
and implementation and we can learn a great deal from these studies about the
conditions that need to be in place for objectives to be met.

� Activity 6.3

While reading the following checklist of characteristics of good practice, adapted
from Sawney et al. (2003), consider what barriers and opportunities there may be to
developing theatre to promote health in your own setting.

There is a consensus within the literature that theatre projects appear to work best
and be most effective when:

• they are an integrated part of a wider programmatic approach to promoting health
and consolidate learning acquired through previous work;

• the participants are aware of, and committed to, the considerable planning and
organization required and there is close liaison with the theatre company through an
identified member of staff with good management skills;

• there is a long lead-in time (up to a year is suggested in several studies) and planning
and implementation takes place within the same academic year for school-based
projects;

• staff or community workers involved attend a preview performance;
• theatre companies provide a teaching/resource pack which outlines preparatory and

follow-up activities for teachers or youth workers, and training for staff in how to use
the pack;

• interactive workshops/activities are offered after, or are an integral part of, the
performance;

• the programme is in itself a high-quality experience of theatre with specialists
involved in devising, scripting and performing;

• the actors are credible to the audience, use language the audience can relate to, have
similar accents and make reference to local places and current issues;

• the programme has clear aims and objectives that have been developed to address
specific misconceptions or issues held by, or identified by and with, the audience;

• the programme is evaluated.
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Feedback

If you cannot address the above issues, you should consider alternative options. It may
be useful to focus your thoughts by considering:

• Who else needs to be involved?
• Are the building blocks in place to develop theatre projects or are there more

immediate priorities before you can develop theatre as part of a programmatic
approach?

• What specific aims are you trying to address?
• Why should you use theatre?
• What are the barriers (these might include financial, time, personnel or skills

constraints)?
• In addressing barriers, you may then need to consider what training opportunities

might exist to develop necessary skills, what funding streams may be available and
what local structures are already in place that could support the work (e.g. NGOs,
government, educational).

• If it seems unattainable to develop a theatre project at this point, think about what
foundations could be laid to enable theatre projects in the future.

Evaluating theatre projects

One of the most problematic areas in the use of theatre to meet health promotion
and education aims, and arguably one of the most underdeveloped, is evaluation.
Without an evaluation it is not really possible to be sure that you have achieved
what you set out to achieve, to be able to demonstrate the value of the work to
funders and participants alike, or to learn from the experience to develop practice
in the future. Evaluation also enables theatre companies and commissioners of
projects to identify any unexpected outcomes that may result from the work.

As you will learn in Chapter 16, evaluation is a multi-faceted process and how it is
tackled will depend on what is being evaluated and why, and who is undertaking it
and for whom. The following are key elements of good evaluation in theatre
projects:

• Process evaluation: an ongoing evaluation of the delivery process carried out
throughout the life of a project that makes it possible to make assessments along
the way about how things are going and therefore make appropriate changes to
the work.

• Impact evaluation: identifies the immediate achievements of an intervention
particularly in relation to the objectives of a piece of work. Objectives should
include both instructional objectives (which specify skills and information to be
learnt) and expressive objectives, which identify a situation in which a group is
to work or a task in which they are to engage, but which do not specify what
they are to learn. In the case of TIE projects this provides an opportunity to have
objectives related to exploration of issues rather then predetermined learning.

• Outcome evaluation: concentrates on identifying the longer-term outcomes.

The complexity of theatre means that its success should not be judged purely on
outcomes relating to knowledge, attitudes and behaviour, but also on its ability to
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create effective dialogue about sensitive issues and to engage appropriately with
young people/target audiences (Douglas et al. 2000).

� Activity 6.4

Read the following case study of a TIE project and consider how you might evaluate it.

� SEX FM Forum Theatre London
Sex FM is an interactive performance designed to build confidence and teach life skills
to young people. It places pupils aged 15 at the heart of the action and encourages them
to take part in active discussion about teenage pregnancy and sexually transmitted
infections. The performance uses two short stories revolving around the sexual
pressures faced by young people. The stories are enacted once in their entirety and
then replayed as forum theatre with young people stepping in to stop the action at key
points, suggesting different outcomes or decisions to be made by the actors. Each year,
teachers and school nurses are invited to in-school teacher training sessions to prepare
them for the play. A teaching pack with pre- and post-performance sessions is provided
(adapted from Sawney et al. 2003).

Feedback

Questions you might think about in designing your evaluation would include:

• What are you trying to find out by evaluating the project and how will you use the
answers to these questions?

• What information will give you the answers to your evaluation questions?
• What tools will you use to collect the information?
• Who do you want to collect the information from?
• Who will do the evaluation?

How effective is theatre in health promotion?

While considerable work still needs to be done in developing rigorous evaluations
of theatre, a number of studies have explored its effectiveness as a method for
addressing personal, social and health-related issues. These studies include peer-
reviewed academic research papers and unpublished internal evaluation reports.
Some key themes can be drawn from reviews of effectiveness (Sawney et al. 2003):

• An innovative learning tool: there is overwhelming agreement that people find
theatre to be an engaging, interesting and enjoyable medium for learning and
an effective medium for generating discussion about sensitive issues.

• Increasing knowledge: evidence regarding the impact of TIE on the knowledge
levels is equivocal. Some studies have observed an increase in knowledge,
although improvement was often only slight. Other studies conclude that
traditional TIE does not impact on knowledge levels. There is a suggestion
that where knowledge levels have improved it is because specific misconcep-
tions have been identified among the audience (Sawney et al. 2003). However,
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acquisition of knowledge is often not the primary aim of theatre in health pro-
motion. Indeed, lack of evidence of learning may reinforce the need to consider
carefully the most appropriate type of theatre to develop in any given setting.

• Influencing attitudes: there is some evidence that theatre can be effective in influ-
encing attitudes in a positive way. There is no agreement regarding the degree
to which this can happen but several studies suggest that the process of
involvement in a dramatic experience is more powerful in influencing emotions
and feelings than factual learning.

• Influencing behaviour: there is little evidence available on the long-term impact
of theatre projects on behaviour. There is, however, a small amount of research
that suggests improvements in intention and use of strategies explored in theatre
to deal with difficult situations after performances.

• Cost effectiveness: there have been no cost-effectiveness studies of the use of
theatre.

� Activity 6.5

Create a list of potential advantages and disadvantages of the use of theatre considering
the particular advantages and disadvantages in your own setting.

Feedback

The advantages you identified may have included:

• Cultural relevance, especially if led or developed by local troupes or theatre groups.
• Traditional values are preserved and strengthened, and use of local language and

idiom contributes to processes of community development and empowerment.
• It allows for the exploration of sensitive or taboo subjects through distancing tech-

niques and scenarios which do not depend on individual disclosure.
• It goes beyond information-giving. Establishing a live dialogue in contrast to other

media such as television or radio enables the development of a learning process for
the audience, drama groups and project managers.

• Entertainment channels the energy of the audience, through engaging emotions such
as surprise, humour and empathy, towards the process of comprehension and
participation.

• It engages community/audience.
• It is based on expressed and felt needs.

If done well.

• It is interesting and rewarding.
• Young people in particular are so exposed to the media of television and films that

they have built up a degree of immunity to its emotional impact, whereas they often
have little or no experience of live drama and its emotional impact.

The disadvantages you identified may have included:

• It is labour intensive in terms of staff and time.
• It is expensive because close rapport and interaction with communities and

audiences can only be achieved with small audience sizes so that ‘unit costs’ are high.
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Summary

In this chapter, you have learnt about the various ways in which theatre can be
used to support health promotion programmes. There are many different types of
theatre and they can complement different elements of a programmatic approach
to promoting health. You have learnt about the issues to consider in evaluation as
well as what you need to consider in putting theatre projects into practice in your
own settings.
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Peer education

Overview

This chapter examines what is meant by peer education and outlines some of the
theories associated with this approach to health promotion. A number of peer
education programmes implemented in different social contexts are then described
in order to illustrate the diversity of ways in which peer education can be used.
The chapter then draws on evidence from good quality process and outcome evalu-
ations to examine the main issues that should be considered when implementing a
peer education programme and the evidence for the effectiveness of the approach.

Learning objectives

After reading this chapter, you will be better able to:

• explain the peer education approach and some of the theories associated
with it

• describe some of the key factors that need to be considered in
implementing peer education interventions in different social contexts

• discuss findings from both process and rigorous outcome evaluations of
peer education interventions and suggest areas for future research

Key terms

Empowerment Individuals are given the knowledge, skills and opportunity to develop a sense
of control and mastery over life circumstances.

Peer education The teaching or sharing of information, values and behaviours between
individuals with shared characteristics such as behaviour, experience, status or social and
cultural backgrounds.

Social learning theory A theory suggesting that individuals learn and then change their
behaviour by observing and then modelling the behaviour of others.

Definitions and theories of peer education

Peer education has been defined as the ‘teaching or sharing of information, values
and behaviours by members of similar age or status group’ (Sciacca 1987 cited in
Milburn 1995). Researchers and practitioners have drawn on a range of theories to
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explain the processes involved in peer education, and to justify the use of
peer education as a health promotion strategy. The following edited extract from
Turner and Shepherd (1999) describes some of the main characteristics of the key
theories.

� Activity 7.1

When reading this extract, note the key components of each of the theories. Try to
identify which components are common to different theories. Think about how these
theories might be relevant to peer education.

� The theory most often cited is Social Learning Theory. Based on the work of Bandura and
colleagues, Social Learning Theory claims that modeling is an important component of the
learning process . . . subjects observe behaviour taking place and then go on to adopt
similar behaviour. Subjects need an opportunity to practice modeled behaviour and posi-
tive reinforcement of it is to be adopted successfully. The extent to which individuals are
influenced by modeled behaviour depends on the characteristics of the models, the attrib-
utes of the observers and the perceived consequences of adopting similar behaviour . . .
Important elements on the learning process are role model credibility and reinforcement
of learned behaviour.

Role Theory is based on the concept of social roles and role expectations the idea is that
peer educators will adapt to the role expectations of a tutor and behave appropriately. In
addition, through adopting a role, individuals develop a deeper understanding and com-
mitment to it. Peer educators can therefore develop a commitment to peer education and
the relevance of the health topic. Role theory is based on the premise that communication
is inhibited by differences in culture between the teacher and the learner. Peer educators
who have a similar set of experiences and culture are therefore likely to be more effective
in promoting learning.

Communications of Innovations Theory [or Diffusions of Innovations Theory] explains
how innovations come to be adopted by communities and what factors influence
the rate of adoption. Such factors include the characteristics of those who adopt the
innovation and the characteristics of ‘change agents’ . . . [it is argued] that all innovations
follow a similar pattern of adoption with one group of people – the ‘innovators’ taking it up
immediately . . . then there are the ‘early adopters’ . . . and finally the laggards, including
some who never adopt the innovation. In this theory the ‘change agents’ influence key
‘opinion leaders’ within the community. [it is argued] that effective communication occurs
when source and receiver are ‘homophilous’ i.e. are similar in certain attributes such as
beliefs, values, education and social status.

Feedback

Common to all these theories is the idea that behaviour is influenced by an individual’s
social networks and the values and beliefs of peers. The idea is that peers, particularly
those who are considered ‘role models’ or ‘opinion leaders’, are able to communicate
information in credible and appealing ways. Shared social norms means that peers can
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present information, and even model values and behaviours, with greater social and
cultural relevance so that this is likely to influence the health-related behaviours of
others.

As well as theories that inform and explain peer education, some authors have
attempted to develop systems of classifying peer education interventions according
to specific dimensions. For example, Wilton et al. (1995) describe a categorization
which suggests that peer-delivered health promotion interventions can differ
according to the extent to which they are initiated and driven by health pro-
fessionals (top-down) or peer groups themselves (bottom-up), and the extent to
which they employ informal (unstructured with peer educators taking an active
role) or formal methods (content is prescribed by others and approach is didactic).
Others have described peer approaches in terms of the extent to which they
incorporate formal pedagogical approaches; use diffusional techniques so that
education occurs as part of the usual peer interaction that occurs in social groups;
and/or involve community mobilization where people become active members of
their community and in doing so educate others (Svenson 1998).

Examples of peer education in different contexts

Interventions involving peer education are diverse and have been implemented
with different groups of people (e.g. young people, men who have sex with men,
commercial sex workers), in various social contexts (e.g. schools, prisons, work-
places and villages), in developed and developing countries, and addressing a range
of health topics (e.g. HIV prevention, smoking and drug use prevention, asthma
management and mental health). Three peer education projects are described
below in order to illustrate the diversity of interventions involved.

� Activity 7.2

As you read the following examples of peer education projects, think about how
these might be classified according to Wilton et al.’s (1995) criteria of using ‘bottom-
up’/‘top-down’ approaches and ‘informal’/‘formal’ methods. To what extent might they
be considered to: a) incorporate formal pedagogical approaches; b) use diffusional
techniques; c) involve community mobilization (Svenson 1998)? How useful are these
ways of categorizing approaches to peer education?

� The MEMA kwa Vijana Project – design of a community randomized
trial of an innovative adolescent sexual health intervention in rural
Tanzania (Hayes et al. 2005)
The project is being carried out in 20 rural communities located in four districts of the
Mwanza region in north-western Tanzania. The intervention has four components, the
main one being a teacher-led, peer-assisted programme of lessons on sexual health
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delivered in the last three years of primary school. Curriculum design is based on the
principles of social learning theory and aims to provide basic knowledge, improve percep-
tions of risk, encourage adoption of safer sexual behaviour, provide sexual negotiation
skills and challenge commonly held gender stereotypes, such as the belief that girls cannot
refuse sex if they have received a gift. Lessons are highly participatory and involve the use
of drama, stories, role-plays, games and internalization exercises. Teachers are trained
to deliver the programme and are assisted by trained peer educators elected by their
classmates, whose main functions are to perform a series of short dramas, acting as
discussion starters and to assist with role-plays.

� HIV/AIDS prevention among the male population: results of a peer
education program for taxicab and tricycle drivers in the Philippines
(Morisky et al. 2005)
The intervention sites were Lapu-Lapu and Mandawe City, two large cities in the southern
Philippines. Both taxi and tricycle drivers’ associations operating in these cities participated
in the study. The owners and officers of the taxicab and tricycle associations were
informed of the nature of the proposed intervention programme. Seminars were carried
out with taxicab and tricycle drivers. These covered STI/HIV/AIDS, sexuality, methods of
transmission and prevention (with an emphasis on condom use) and the role of men in
transmission. Slides and video presentations, as well as guided model demonstrations and
self reinforcements, were used to equip individuals with basic knowledge and skills. Prior to
the conclusion of the seminar, 20 peer educators from each target group were recruited by
group nomination, volunteer and/or appointed by their officials. These peer educators
underwent an additional two days’ training. They were taught methods to engender com-
munications skills so that they could influence other drivers to educate their customers
on the importance of safer sexual practices as well as provide condoms to their customers.
The peer educators then developed educational materials (e.g. posters and stickers)
and taught their peers at different sites such as the tricycle drivers at the terminals
while waiting for passengers. The intention was that as well as changing the knowledge
and behaviour of taxi and tricycle drivers who tend to visit commercial sex workers,
they will influence the knowledge and behaviour of their clients who request entertain-
ment information from them. The peer educators continued to meet monthly with the
site coordinator to discuss problems encountered, successful approaches and share
strategies.

� Pupil-led sex education in England (RIPPLE study):
cluster randomized intervention trial (Stephenson et al. 2004)
The intervention was designed by an external team of health promotion practitioners with
experience of delivering peer led sexual health programmes in UK schools . . . The pro-
gramme was piloted to ensure that it was acceptable to teachers and pupils and could be
implemented in a fairly standardised way across different types of schools. The programme
was not designed explicitly around any particular theoretical framework. Volunteer peers
educators were recruited from Year 12 (aged 16/17 years). The peer educators carried
out a needs assessment exercise with Year 9 pupils and were then trained to prepare
classroom sessions aimed at improving the younger pupils’ skills in sexual communication
and condom use, and their knowledge about pregnancy, STI, contraception and local sexual
health services. The peer educators were also supported to prepare lesson plans and
identify resources. Ongoing support was provided by teachers who organised suitable
times for teams of peer educators to deliver three sessions of SRE to Year 9 pupils.
Teachers were not present in the classroom. Each session lasted around one hour, and used
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participatory learning methods and activities focusing on relationships, STI and
contraception.

Feedback

Often evaluation reports of peer education interventions provide limited information
about the approach used by peer educators and/or the content of the intervention.
While useful as a framework, one limitation of the classification system suggested by
Wilton et al. is that the ‘formal/informal’ definition appears to encapsulate two dimen-
sions. For example, the content of a peer education intervention may be mostly pre-
scribed by those other than the peer educators (considered ‘formal’) but the approach
for delivering this information may not necessarily be didactic. Interventions may not
easily be defined as ‘top-down’ or ‘bottom-up’; methods used for delivering informa-
tion (e.g. by contacting drivers at the terminals while waiting for passengers or using
peers in classroom sessions) may be decided by intervention organizers but the
content of the interventions may be decided by the educators themselves.

Many interventions may incorporate elements of all the different approaches proposed
by Svenson (1998). When assessing the extent to which an intervention may be con-
sidered to include ‘formal pedagogical approaches’, it is necessary to consider the usual
pedagogical approaches used in the particular social context. For example, in some
schools, and in some countries, teacher-led lessons may be highly participatory (and
perhaps involve the use of drama and role play) while in other schools this may be very
unusual. The meaning, acceptability and impact of participatory approaches is likely to
be different in these different contexts. Deciding whether an intervention involved
diffusional techniques may depend on how the boundaries of the intervention are
defined. For example, students who have participated in a classroom session led by peer
educators may then share this information with their peers during their normal social
interaction.

Evidence from process evaluations

Process evaluations aim to examine how interventions are delivered and received
and why an intervention might or might not be effective (see Chapter 15). The
findings of process evaluations provide important information about the factors
most likely to determine the success of peer-delivered approaches in different
contexts. The following draws on evidence from process evaluations and findings
from the systematic review by Harden et al. (1999), to examine the main issues
that should be considered when designing and implementing a peer education
programme.

Needs assessments

As you have learnt, identifying the needs of the target group is an important
component in the development of health promotion interventions and broadly
‘needs’ can be considered in terms of those a group itself says and feels should
be addressed, or those which ‘experts’ identify as being important. Engaging a
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population in assessing its own needs and formulating responses to these is particu-
larly important in the development of interventions, such as peer education, that
adopt an empowerment-based approach. However, Harden et al. (1999) found that
assessment of reported needs is not a common feature of peer-delivered inter-
ventions with young people. Only 4 of 49 outcome evaluations and 2 out of 15
process evaluations that were reviewed incorporated an assessment of the reported
needs of the target group. Well over half of the evaluations explicitly stated that the
intervention was based on normative needs.

Formative research

As well as assessments of health promotion needs, it is important to assess par-
ticipants’ preferences for methods of provision as well as the desired topics to
be addressed by the intervention. This is often a neglected part of intervention
development. For example, although peer educators in the RIPPLE study carried
out a needs assessment with the target group focusing on the topics that pupils
might like to have covered in the lessons, no research or consultation was under-
taken regarding how the intervention was to be delivered. The process evaluation
later found that although all peer education was delivered in mixed-sex classes,
most girls and a third of boys would have preferred at least some of the classes to be
delivered in single-sex groups (Strange et al. 2003).

Formative research can also be important in assessing how a particular inter-
vention, found effective in one context, might need to be amended to be success-
fully implemented in another. One example of this is a peer-delivered intervention
where ‘popular opinion leaders’ were recruited to serve as HIV prevention peer
educators in gay bars in various US cities (Kelly et al. 1997). When transferred
to bars in Glasgow in Scotland and gyms in London, similar interventions were
found to be ineffective. Process evaluation suggested these new interventions
were hindered, respectively, by bars being inappropriate settings in which to dis-
cuss personal sexual behaviour, and peer educators in gyms finding it difficult to
approach men, most of whom were complete strangers to them (Hart and Elford
2003).

Engaging stakeholders

It is important to engage all relevant stakeholders when planning and implement-
ing a peer education project, particularly where these involve setting laws and
policies and providing access to services. Stakeholders may also be influential in
ensuring continued funding and the ongoing sustainability of programmes.
Enabling peer educators to make decisions about the direction and content of
interventions may require sensitive negotiation with stakeholders who may wish
to influence the aims and objectives of an intervention and who may find giving
up control of resources (and power) difficult.
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Recruiting peer educators

The way in which individuals are recruited as peer educators is important as it
determines the types of people who become peer educators and the commitment
they have to a project. Decisions about who to recruit are complicated by a lack of
clarity about what makes someone a ‘peer’. Furthermore, the different theoretical
perspectives outlined above may result in different approaches to recruitment. For
example, theories emphasizing diffusional processes may suggest that those who
are most similar to the target group in terms of status or values are recruited, while
theories focusing on processes of community mobilization might suggest that
recruiting ‘opinion leaders’ may be more effective.

Approaches to recruiting peer educators have included: providing information
about a project and then asking for volunteers, for example in school assemblies
(Stephenson et al. 2004); identifying and approaching popular ‘opinion leaders’
from among target groups; and asking members of the target groups to nominate
peers. A further technique, which acknowledges the complexity of social networks
and the existence of cultural sub-groups, is to ask a target group to identify the
various sub-groups and then to select peer educators from each of these on the basis
of self-defined membership of such sub-groups.

Harden et al. (1999) found that in projects working with young people, most used
some kind of selection criteria for recruiting peer educators and that this com-
monly resulted in peer educators that were high academic achievers. Peer educators
in the RIPPLE study were recruited from Year 12 (aged 16/17 years). Although they
were volunteers and were not selected using any specific criteria, they were older
than the young people to whom they delivered the sex education classes. They
were also higher academic achievers and were more likely to be white, female and
from less socioeconomically disadvantaged backgrounds. The possibility that these
individuals were not really ‘peers’ of many of the younger students constituting the
target groups was suggested as a contributing factor to the limited success of
the intervention. Most studies reviewed by Harden et al. reported that recruiting
male peer educators is more difficult than recruiting females. A few studies have
specifically recruited peer educators from ‘hard-to-reach’ groups, though this is
unusual and requires project workers to make specific efforts to contact and engage
these groups of people. Fox et al. (1993) aimed to provide young people in schools
with insight into issues connected with early parenthood. Peer educators were
young mothers who youth workers contacted outside of the school setting. These
mothers then collaborated with the youth workers to set the aims and develop the
content of the intervention.

Harden et al. report that it is not clear from the existing evidence who or what types
of people make the best peer educators. Studies have reported that peer educators
have most impact on those who resemble them in terms of age, sex, ethnicity and
school status. However, there is also evidence to suggest that peer educators’
experience of the topic in question, the way that they deliver their message and
their personality may actually be more important than their demographic charac-
teristics. It is possible that the relative importance of demographic similarity,
experience of the topic and personality type might be dependent on the specific
setting that the peer education is occurring in, the groups of people involved and
the health issue being addressed.

Peer education 103



 

Page 104

Page 104

Training peer educators

Many studies emphasize the importance of adequate training for peer educators,
although there is no clear evidence about the optimum amount of training that is
required in different contexts. Generally, peer educators report satisfaction with
training, although Harden et al. found that young people acting as peer educators
sometimes report not feeling adequately prepared to work with groups of their
peers, particularly in school settings. Providing skills in classroom and/or group
management may be particularly important in determining the success of these
types of peer education interventions, as studies report peer leaders as being better
received by their target groups when they are thought to be well prepared and
confident with class control. Designing the training required to equip people to
deliver health promotion messages first requires decisions to be made concerning,
for example, how formal or informal the methods to be used by the peer educators
should be. Harden et al. suggest that while peer educators are often trained using
approaches common to counselling, the methods that they are taught to use with
those they are educating are often more formal and in line with standard teaching
methods. This has implications for the way in which they are likely to interact and
communicate with their peers and therefore for the likely success of the inter-
vention. The use of counselling techniques when training peer educators may also
partly explain why peer educators report such enhanced feelings of empowerment
and self-efficacy (Harden et al. 1999). Regardless of the formality of the approach
taken, ongoing support and training is important in order to help peer educators
consolidate their skills, share strategies that have been found to be successful and
get advice on issues that arise as projects unfold (Morisky et al. 2005).

Utilizing informal and existing interactions between people

Peer education’s use of existing modes of communication and equitable power
relations between people are regarded as two of its main strengths (Turner and
Shepherd 1999). However, the reality of both these features of peer-delivered inter-
ventions have been challenged. In relation to sexual health interventions with
young people, Walker (1994) found that young people often felt constrained by
gendered expectations in terms of how they felt able to talk about sex and sexuality
with peers. Frankham (1998) has questioned the extent to which young people do
actually talk about sex in ways that would facilitate the communication of health
information in informal contexts. While such difficulties with communicating
health information may be particular to socially sensitive topics, such as sexual
health, they are not only found among young people. Flowers and Hart (1999)
report that gay men recruited as peer educators found it difficult to broach dis-
cussion of personal sexual behaviour and sexual health needs with men in bars.
Research suggests that how young people interact in the course of peer education
in schools is determined by the context and prevailing culture within the school.
For example, young people often become ‘teacherly’ in their relations with peers
because teachers are the only available, situated model for educating others
(Frankham 1998). These examples highlight the importance of considering the
social context in which peer education is likely to be carried out and the impact of
this on the type of communication that can occur.
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Power and relations between health professionals and target groups

One of the main justifications for engaging peer educators in health promotion is
that this can empower target groups by enabling people to participate in actively
defining and addressing their own health needs. The idea of empowerment and
participation enhancing the impact of an intervention is in line with some of the
fundamental principles of health promotion. However, genuine empowerment
requires health professionals to work in equitable partnership with target groups,
thereby relinquishing some of their own power.

Projects where heath professionals have worked in partnership with target groups
have been successfully implemented. For example, Kegeles et al. (1996) report on
a community-based HIV prevention intervention with young gay men where a
core group of such men sat on a decision-making body designing the content of
materials and the methods used for intervention delivery. However, evidence sug-
gests that most peer education projects do not incorporate a genuinely equitable
relationship between health professionals and their target groups.

Tensions can arise between the ideology that peer educators should ‘own’ and
exercise control over the direction of projects and professionals’ views about what
are appropriate activities for peer educators to be involved in. Harden et al. (1999)
report that most projects involving peer educators are top-down rather than
bottom-up in that they do not involve members of the target group in the project
planning and decision-making and nor do they include any assessment of the
needs or interests of the group targeted. With funding for projects controlled by
health professionals and usually linked to particular aims and outcomes, and with
difference in values between target groups and health professionals often being
difficult to reconcile, genuinely bottom-up peer education may be difficult to
achieve. It is possible that rather than nurturing empowerment and participation,
some peer education may simply involve peers in order that the views, attitudes
and values of project organizers can be communicated in ways that are superficially
more acceptable to a target population.

Addressing poverty and gender inequalities

Most interventions involving peer education that aim to empower individuals
do so through their active participation in programme activities. However, the
approach has been criticized for ignoring wider factors that impact on empower-
ment. Some authors have illustrated how wider social factors, such as hierarchical
social relationships in schools, and structural inequalities relating to poverty
and gender, can limit the capacity for individuals participating in peer education
projects to develop the critical thinking, consciousness-raising and empowerment
skills which, it is argued, are required for a programme to be effective. A few peer
education projects have directly addressed gendered power relations. The example
outlined above (Morisky et al. 2005) illustrates a peer-delivered intervention with
male taxi and tricycle drivers which recognized the way in which men dominate
and control women’s sexual behaviour in the Philippines and aimed to address
men’s social norms in order to influence HIV incidence. Previous interventions
with female commercial sex workers concluded that work with their male clients
was necessary if women were to be able to practise safer sex.
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Satisfaction with peer education

Generally process evaluations find high levels of satisfaction with peer education.
For example, students experiencing the RIPPLE intervention described peer educa-
tors, compared with teachers, as having: greater relevant expertise; more respect
for students; being more confident, empathetic and trustworthy; holding more
similar values about sex; using familiar ‘slang’ language; being less moralistic;
and being better at making the sessions fun. Harden et al. (1999) reported that
very few of the process evaluations reviewed included any negative comments or
criticism from participants. However, the findings of these studies may be subject
to information bias and it is difficult to draw conclusions about how representative
the views gathered from small numbers of interviews and focus groups are of the
wider population. The RIPPLE study found that, in focus groups, students were
very positive about peer sex education. However, data collected in questionnaires
indicated that a third did not evaluate the sex education positively. Various
schools-based evaluations (including the RIPPLE study) have highlighted students
concerns about peer educators being unable to manage disruptive students.

As peer educators often use participative methods and peer education programmes
may address different issues than conventional non-peer delivered programmes,
it is difficult to identify whether participants’ satisfaction is a consequence of
involving peer educators or of the different methods employed and issues
addressed. In the RIPPLE study the teaching methods used by the peer educators
often involved a lot of classroom activity and small group work, which students
said made it easier for them to participate and verbally contribute to the sessions.
The content of the sessions was seen as more relevant than lessons they had had
with teachers. Students felt they were learning something new, in a new format.

The acceptability of many of the methods used by peer educators in projects in
high-income countries to participants in projects being implemented in low-
income countries has still to be established. The use of interactive and participative
teaching strategies, such as modelling of behaviour through role play or changing
social norms through use of drama, may not be acceptable in some cultures. These
approaches may be particularly inappropriate where people are unfamiliar with
such teaching strategies and where public discussion of sexual matters can result
in individuals being stigmatized. The possibility that these methods may not be
appropriate highlights the potential difficulty of transferring approaches based on
theories (such as social learning theory) that have been developed in the develop-
ing world to very different social contexts.

Costs and sustainability

Developing ways of achieving long-term financial sustainability for peer education
projects has been identified as an issue of concern for those involved in organizing
and implementing programmes. There are various ways in which financial sustain-
ability can be achieved by programmes, for example through methods of income
generation such as clinic fees or condom sales. Some programmes have attempted
to increase their sustainability by integrating peer education into schools’ existing
curricula. In addition, there is potential for community funds to be created, for
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example from the interest on small loans provided as part of micro-credit schemes
such as village banking programmes.

Much of the literature highlights the importance of incentives for peer educators.
Incentives are considered important to encourage people to volunteer and also to
ensure their continuing involvement and therefore the ongoing sustainability of
a project. While peer educators may wish for some compensation for their time
and involvement in projects, programme organizers should consider the possible
impact of providing incentives on their status as peers. The provision of quite basic
resources such as T-shirts or free meals may undermine the status of individuals as
it may differentiate them from the individuals whom they are educating.

� Activity 7.3

Imagine you have been asked to design a peer education programme to increase levels
of exercise by young people (aged 11–16 years). How might you go about designing
such an intervention? What are the key issues you would need to resolve?

Feedback

Key questions to consider when designing such an intervention might include:

• Who are the ‘target group’ of young people (e.g. age, sex, socioeconomic status,
living in which areas)?

• Who are considered their ‘peers’?
• How much and what types of exercise do these young people engage in currently and

what types of exercise are they interested in?
• What services currently exist and what are the barriers for young people in

accessing these?
• What existing literature can provide insights into these issues and what additional

information should be collected?
• What is the budget for the proposed intervention and which stakeholders

(e.g. funders, providers of sports services, teachers, parents, young people) should
be involved in the planning of the intervention?

• How involved in the planning, implementation and decision-making should the target
young people and their peers be and how will this be achieved?

• Which aims and objectives of the intervention are prescribed?
• What type of interaction between peers and the target group of young people is

being aimed for and what are the implications for recruiting, training and supporting
peer educators?

• What aspects of the proposed intervention should be piloted?
• How can the feasibility, accessibility, acceptability and impact of the intervention be

evaluated?
• What measures could be put in place to ensure the (financial) sustainability of the

programme?
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Evidence from outcome evaluations

Impacts on target groups

Conclusions regarding the potential effectiveness of peer-delivered approaches are
best made on the basis of systematic reviews of rigorously designed studies such
as randomized controlled trials (RCTs) or matched comparison studies. To date,
the systematic review of peer-delivered health promotion with young people by
Harden et al. (1999) is the only published review available that focuses solely on
peer education interventions. It found just 12 studies designed in such a way that
reliable conclusions about effectiveness could be drawn. Few well conducted
randomized trials were undertaken, and none were implemented in developing
countries. Of those studies that were included in the review, more than half found a
positive effect of peer education on at least one behavioural outcome. The effective
interventions, and the contexts in which these were carried out, were diverse. For
example, effective interventions included those delivered in community and
school settings and those that focused on topics such as sexual health, smoking and
violence. Some effective interventions employed a community mobilization
approach and others involved a more formal pedagogical approach.

Effective interventions also differed in the methods used for recruiting peer educa-
tors and the amount of training provided to them. This diversity in the approaches
employed by and the characteristics of effective peer education programmes may
illustrate the importance of interventions responding to the specific characteristics
of the social context in which they are implemented and the needs of the target
groups involved in order to be effective. None of the sexual health interventions
included in the systematic review were implemented in school settings. The
findings of phase one of the RIPPLE study (students were aged 16 years) found that
in comparison to teacher-led sex education, peer education increased young
people’s knowledge, increased girls’ confidence in using condoms and their con-
fidence in saying no to unwanted sexual activity. The intervention had no effect on
condom or contraception use, regret at first sex, or quality of first sexual experience
or relationship. Girls were however less likely to report having had heterosexual
sex.

As well as establishing which characteristics of peer education programmes might
be most important in determining effectiveness, it is also useful to know for which
sub-groups of target populations an intervention may be most effective. Harden
et al. (1999) found that the effects of interventions were often limited to particular
sub-groups, often those who were least at risk of poor health outcomes. An example
cited found that a school-based smoking prevention intervention was only
effective for females who were non-smokers at age 11. Evidence from outcome
evaluations that also included process evaluations suggests that this may be
because interventions are less acceptable to those most at risk and who may also
be less likely to participate or engage with an intervention (Kegeles et al. 1996).
Findings from sub-group analyses should be interpreted with care as repeated post
hoc statistical testing increases the likelihood of finding significant results by
chance.
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Impact on peer educators

Many studies report a positive impact on peer educators’ knowledge, skills and
personal development. This is sometimes presented as a major justification for
the implementation of peer education programmes. Only a few studies report no
positive effects resulting from involvement as a peer educator. However, no studies
have evaluated the impact of peer education programmes on outcomes for peer
educators using an appropriately rigorous study design, such as the RCT, that
would enable firm conclusions about effectiveness to be drawn. Further research
examining effects of participation on peer educators using appropriate research
designs would be useful.

� Activity 7.4

Design an RCT with an integral process evaluation to assess the feasibility, acceptability,
accessibility and effectiveness of the peer education programme for taxi and tricycle
drivers in the Philippines (see p. 100). What might be the key challenges when imple-
menting this evaluation?

Feedback

A number of ‘similar’ cities could be identified, recruited to the study and randomized
to either a comparison or intervention group. Adequate numbers of cities and men
should be recruited to the study for the desired change in outcome (HIV status or
more likely a proxy indicator for this) to be identified (this can be done by performing a
‘power calculation’). A process evaluation could use methods such as questionnaires
and interviews to gather the perspectives of all the key stakeholders including owners
of the taxicab and tricycle associations, drivers, peer educators and their clients (male
passengers). Data about the feasibility, accessibility and acceptability of the intervention
should be collected. Data about any existing HIV/AIDS prevention interventions that
might impact on the target group in the comparison cities should also be collected.
Baseline (pre-intervention) and outcome data should be collected from a random
sample of the target group in both intervention and comparison cities post-
intervention and at appropriate follow-ups (e.g. each year etc.). Challenges when
designing and implementing this evaluation might include: identifying and recruiting
adequate numbers of ‘similar’ cities; developing appropriate methods for ensuring that
participants in the study can provide informed consent for participation in the interven-
tion and/or research activities; deciding what information about the aims and design of
the study should be presented to research participants; deciding the extent to which
the peer-led intervention should be standardized across cities; choosing appropriate
methods for monitoring the peer education intervention in comparison cities; and
ensuring that individuals from whom baseline data are collected can be re-contacted to
assess outcomes.
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Summary

Peer education interventions have become immensely popular with practitioners
and have incorporated a diverse range of approaches and addressed a wide variety
of health issues. A range of, mostly psychosocial, theories have been drawn on to
justify the use of peer education as a health promotion strategy and to explain
some of the processes involved. Process evaluations suggest that future inter-
ventions might be improved through the incorporation of needs assessments that
enable the target population to assess their own expressed needs, and formative
evaluation that assesses the feasibility and acceptability of the intervention to all
members of the target group, particularly those at most risk of adverse health out-
comes. Those implementing peer education projects should be aware that the
method of recruitment will impact on the type of people who ultimately become
peer educators. Involving those from ‘hard-to-reach’ groups as peer educators will
require particular effort and resources. Process evaluations have also highlighted
the challenges for health professionals of working with target groups in ways that
involve them in decision-making processes, nurture their ownership of interven-
tions and genuinely facilitate their empowerment. Whether or not peer education
projects really can ‘empower’ individuals may depend on their ability to address
wider structural inequalities, such as those related to gender and poverty.

Finally, this chapter has also highlighted the need for more well-designed and
rigorously implemented evaluations (e.g. using RCT designs) to assess the
effectiveness of peer education interventions, particularly in developing countries.
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Mass media campaigns

Overview

In this chapter you will explore the use of mass communication in health promo-
tion. You start by considering the different ways that the mass media influence
health, both positively and negatively, and discuss the ways that it has been
utilized to advance public health. You go on to look at different models which
attempt to explain how the mass media exert their effect. The focus is on the
purposive use of mass media channels for health education and health promotion
and you will consider the features of effective interventions and the strengths
and weakness of the approach. Finally, you will consider some of the issues and
debates surrounding the use of the mass media to promote health and some of the
challenges that this presents for evaluation.

Learning objectives

After reading this chapter, you will be better able to:

• compare and contrast different models of how the mass media exert their
effect

• explain the important elements required in developing mass
communication interventions

• describe the strengths and limitations of mass communication in health
promotion

• explain the importance of evaluating mass communication and the
challenges that evaluation presents

Key terms

Background noise Influences on the target audience other than the intervention, which make
it difficult to attribute outcomes to the intervention.

Diffusion acceleration The rapidity with which messages may be disseminated, once the
process of transmission from one, to two or more, agencies has begun.

Edutainment Learning through media, particularly mass media, that both educates and
entertains.

Mass media Electronic and print channels through which information is transmitted to a large
number of people at a time.
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Multiplier effect The additional impact achieved when an intervention uses several agencies to
pass on a message, each of which convey the message to several other agencies and so on.

Introduction

Mass communication strategies have been used throughout the world in health
promotion with varying degrees of success. Interventions on the television, radio
and in newspapers have variously sought to promote condom use, hand-washing,
breastfeeding and screening services (to name but a few). They have also sought to
reduce rates of drug and alcohol misuse, smoking and stigma around diseases such
as leprosy and AIDS (again, to name but a few). The last few decades have seen rapid
developments in communication technologies, which have resulted in new media
channels being opened to health promoters. The internet and mobile phones are
being increasingly used as a medium through which health-related messages can be
transmitted (e.g. a project in the UK where young women are sent text messages to
remind them to take their contraceptive pill). Despite the widespread use of mass
communication in health promotion, it remains controversial. It has been argued
that such interventions are a waste of money and divert resources away from where
they are really needed at the community level, and that many mass communica-
tions are about ‘selling’ health rather than empowering choice and therefore stand
on shaky ethical ground (Tones and Green 2004). It is also argued that they tend to
be used in the service of individual behaviour change rather than addressing the
wider determinants of health, and as a result can be victim-blaming (‘we’ve told
you what do to; it is your fault if you don’t do it and so you will have to suffer
the consequences’, so the argument goes). In this respect they suit politicians, who
want to be seen to be doing something.

However, it is universally acknowledged that the mass media are a powerful force
for change (both positive and negative) and that the media have a powerful
norming function and socialization effect.

� Activity 8.1

Think back over the last two or three days. What have you read, seen or heard
that contained messages or information about health issues via the different media
identified above?

Feedback

You may have read a newspaper article on a local rubbish dump polluting the
water supply, or seen an advert for cigarettes on a bill-board. Perhaps you heard a
radio phone-in on sexual health or watched your favourite soap opera where the
main character’s drinking is causing trouble at home. Or maybe you saw a government-
sponsored poster promoting condom use.

Mass media campaigns 113



 

Page 114

Page 114

These examples illustrate the many ways that information is generated and
transmitted via the mass media. The examples do not all have a direct health-
driven agenda, and the impact on health may be an ‘incidental byproduct’ when
the real goal is to sell commercial products or increase viewing figures. In terms of
public health, both the ‘purposive’ and ‘incidental’ health messages are important.
The role of mass media in health can be considered as falling into two categories, as
identified by Finnegan and Viswanath (1997).

First, the effects of day-to-day interaction with the media on health outcomes.
Research has explored the effects of day-to-day interaction with the mass media on
a number of health-related behaviours, for example on violence, eating patterns,
tobacco and alcohol use, and more recently on sexual attitudes and behaviours
(Escobar-Chaves et al. 2005). Studies have tended to focus on two main areas of
concern: first, on the nature and extent of media consumption and its influence on
attitudes and behaviour; and second on the media portrayal of health issues and
their influence on how people see the world (norm-sending). It should be noted
here, however, that the effects of day-to-day interaction with the media are not all
necessarily negative. We know that the media are an important source of informa-
tion for many and that messages portrayed may be health-enhancing. Efforts have
been, and continue to be, made to engage with programme-makers (both TV and
radio) and journalists to influence the way that health issues are portrayed in the
media and it is here that the boundaries between the effects of day-to-day inter-
action and purposive use of the media become blurred.

Second, the effects of the purposive use of the media to achieve some health out-
come. At its very simplest the purposive use of the media involves utilizing media
channels to transmit messages. Conventionally, this has involved high-profile
adverts on the TV, radio or in print media with the aim of changing knowledge,
attitudes or behaviour. The repertoire of purposive uses of the mass media has,
however, expanded in recent years to include a range of activities from enter-
tainment (learning through media that both educates and entertains, such as soap
operas) to media advocacy (the strategic use of mass media for advancing social or
public policy goals – see Chapter 9).

It is this purposive use of the media that is the focus of this chapter. But before you
learn about this in more detail, you will first touch on the communication process
and some of the theories and models of how the mass media may exert its effect.

Communication

Communication is essentially concerned with the transmission and reception of
messages. It consists of three components: a sender, a message and a receiver. The
sender constructs (or encodes) the message and the receiver makes sense of it (or
decodes). Encoded messages can take three forms – symbolic (the spoken or written
word), iconic (pictorial) and enactive (communication resulting from the active
involvement of the receiver). The process of decoding also involves three stages.
First, the message must reach the receiver; second, the receiver must pay attention
to it; and third, the message must be correctly interpreted. When the message is
transmitted via the mass media it is mediated and the sender is not present, so there
is the potential for the message to be understood in a way other than intended. This
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is one of the reasons why formative research is so important in mass communica-
tions (see evaluation below).

� Activity 8.2

Using one of the examples you identified in Activity 8.1, try to identify who was the
sender of the message. How did they ‘encode’ the message and what did you under-
stand the message to be? On reflection, could the message have been interpreted in a
different way?

Feedback

How a message is perceived and interpreted will depend on a number of factors,
including who the source of the message is believed to be and whether they are seen as
credible or not.

How does the mass media exert its effect?

Glover (1984 cited in Naido and Wills 1994) proposes four models for how the
media exert their effect:

• Direct effects or ‘hypodermic syringe’: this model assumes the existence of a passive
audience on whom the mass media can have a direct effect. Messages are
‘injected’ into the population. This model has been widely rejected. In the
1960s, for example, Mendelsohn saw mass media approaches more in terms
of a diffuse aerosol spray with a ‘hit and miss’ effect: ‘we now begin to look at
mass communications as a sort of aerosol spray. As you spray it on the surface,
some of it hits the target; most of it drifts away; and very little penetrates’
(Mendelsohn 1968). Nevertheless, the view that the mass media can have a
direct effect still has currency in some quarters.

• Two-step model: Katz and Lazarsfled (1955) suggested that the mass media
work in stages. They argued that key opinion-leaders are active members of an
audience who are influenced by the media. These opinion-leaders then transmit
the messages to other people through personalized means of communication.

• Uses and gratifications: this theory posits that people interpret messages in
accordance with ‘wish fulfilment’, i.e. ‘people use the media to gratify their
desires and satisfy their prejudices’ (Tones and Green 2004). Berger (1991 cited
in Tones and Green 2004) provides some examples of typical gratifications
provided by the media and includes examples such as to be amused, to see
authority figures exalted or deflated and to believe in romantic love.

• Cultural effects model: this model acknowledges the importance of social groups
and communities. The media addresses people not as individuals but as
members of identifiable groups, and media content is filtered and interpreted
through cultural norms.
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Features of effective interventions

Randolph and Viswanath (2004) in a review of the literature on mass media
campaigns identified ‘a set of factors or conditions that appear to contribute to the
success of a campaign’. Their review draws principally on American studies; here
you will learn about the features they identify as a framework to explore the use of
the mass media in health promotion, taking an international perspective.

Getting the message across is the primary aim in mass communication interven-
tions. This is conventionally achieved by buying media space or having it donated.
Organisations such as the BBC World Service Trust has developed a different
approach through working in partnership with national broadcasters, as illustrated
by Ray Head in the following extracts.

� Size matters . . . the world’s largest-ever leprosy campaign
Leprosy is curable and the drugs are free. The missing link is that people don’t know that. It
was an issue that was crying out for an awareness campaign, particularly in India, where
60% of the world’s leprosy cases are located.

Between 1999 and 2001 the British government (DFID) gave us more money than had ever
previously been given for leprosy awareness: £1.1 million. For our funders it was a test case:
could media campaigns really make the impact that we claimed were possible?

Our plans depended on one crucial variable: local ownership. Even with £1.1m we couldn’t
afford the huge quantities of airtime that would be needed to make the impact we wanted.
We needed free airtime, on a massive scale, and the only way India’s national media would
give us that was if it became their campaign.

And so, over one year, my colleagues Peter Gill and Lori McDougall trained, coaxed
and cajoled, drawing extraordinary creativity out of two government bureaucracies,
Doordarshan TV and All-India Radio. It was a barter arrangement: we provided training,
they did the production. And it took place on a gargantuan scale, working across five
states in 20 languages, producing 37 TV advertisements and short dramas and 140 radio
spots.

The films and spots were broadcast some 1500 times on Indian TV and 6000 times on
All-India Radio, far more than we had been promised, and all free of charge. Worth £1.2m,
this was a clear demonstration of the importance of local ownership. That same principle
also applied to the medical side of the equation: our role was purely demand-creation, and
it was crucial to have a close partnership with the Ministry of Health who would supply the
actual treatment.

The impact of the campaign was much greater than we had anticipated. Over two campaign
periods, some 200 000 people were positively diagnosed and treated for leprosy. And the
stigma – a huge barrier to treatment in a country where leprosy is seen as hereditary and a
curse of God – was dramatically reduced:
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Out of a target population of 458 million (the population of north India) the results in
Figure 8.1 suggest that some 172 million people changed their minds about an issue that
had been deeply ingrained for centuries.

But was it the quality or the quantity of the work which made this campaign such a success?
We were able to measure the films’ quality by extensive use of focus groups, yet these
showed no correlation at all with the impact on attitudes and reported behaviours, which
varied across different states. By contrast, there was an almost exact correlation between
the level of impact in a given state, and the number of transmissions in that state (which did
vary significantly). The power of volume and repetition – which was enabled by local
ownership – were without doubt the decisive factor in the campaign’s success.

Influencing the information environment and maximizing exposure

Mass media approaches are often supplemented with other means of transmitting
messages such as the distribution of health education materials or the generation of
news coverage in the ‘free media’, that is, the newspapers, magazines, TV and radio
which are not paid for from the public pocket.

The cost of mass media interventions and the difficulty in sustaining them are two
factors often raised as disadvantages of the approach. It is true that mass media
campaigns can be extremely expensive (especially if you have to buy media space)
and that for many campaigns the high impact achieved can not be sustained, but
this is not always the case, as illustrated by Roy Head in the following extract.

� Small is sustainable: the phone-in show
In 1998, the UN Fund for Population Activities asked the BBC to set up an advertising
campaign covering teenage sexual health issues in Vietnam. I’m a fan of advertising, in
my opinion there’s no better way of getting a message across than by high repetition,
entertaining spots. But it struck me that Vietnamese youth had been talked at for 20 years.
Wasn’t it their turn to have a voice? So I persuaded UNFPA that a radio phone-in, where

Figure 8.1 Percentage of respondents who believed that leprosy is hereditary
Source: 3 KAP surveys conducted by ORG Centre for Social Research in five states. Each sample size 1000,
randomized. Subject to a sampling error of +/− 4% at the 95% confidence level.
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Vietnamese youth could express their own questions and worries, would make a more
dramatic impact. In its own way, it could even be a democratising influence.

Convincing the communist authorities was more of a challenge. There had never been a
national phone-in in Vietnam, let alone one on sexual matters. So we invited 12 senior
party officials to London to see the BBC’s interactive programming. To my horror they
were even given a guided tour of politicians being grilled on the BBC’s Newsnight
programme. To their credit, the Vietnamese decided that these were media skills they
didn’t have, and which – given the rise of AIDS and other youth problems – they now
needed to learn.

I learnt a very important lesson next. We agreed with the authorities that the Youth
Union would produce the programme for Voice of Vietnam Radio, using a presenter and
two experts. I had envisaged recruiting a star-quality presenter, someone who would bring
in a whole new sound and charisma. The Youth Union were outraged; in an emotional
midnight phone call to the project manager, Julia Bicknell, they insisted that we were there
to train them, not to recruit stars. Julia defied my instructions and agreed to work with
their presenter, Thanh Van (below). She was right, I was wrong. That single decision,
meaning that the show was fully integrated with their own programming and staffing,
meant that they really owned it. And they were motivated to keep it going for some seven
years after we left it in 1998. To this day it is the most sustainable project I have ever been a
part of.

The other reason it was sustainable is because radio phone-ins are so cheap. The entire
project, including all equipment and our management, cost just $80K. Once you’ve installed
the telephone lines and a switcher to allow you to preview calls, the entire show runs for
funds which are affordable in any country. Stations have to fill up airtime anyway, and this
sort of interactive programme allows them to transform the ‘feel’ of the station. And with
the same studio, they can invite their audience to talk about health, parenting, farming and
even politics. The format is a perfect vehicle for development-oriented projects.

Finally we had to wait to see if – for the first time in their history – Vietnamese youth
would call a national radio show and speak about their personal problems. The answer
came in the very first call: ‘I have HIV and I want to commit suicide’. Over the first 30
programmes there were no less than 4000 calls and 30 000 letters. Vietnamese youth had
started to speak. And as I write, more than 7 years later, they’re still talking.

Creative marketing, messages and message effects

While getting the message across might be considered the primary aim in mass
communication interventions, getting the message right must be considered as
equally important.

‘Message framing’ involves deciding between gain-framing versus loss-framing.
Rothman et al. (cited in Randolph and Viswanath 2004) suggest that gain-framed
messages were more effective in promoting prevention, whereas loss-framed
messages were more effective in promotion early detection. The use of emotion is
relevant in this context, and here the choice is most commonly between using
negative emotions such as fear, and more positive ones, such as humour.
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Supportive environments

For a campaign to be successful the environment must be such that individuals
are able to make the changes called for. Randolph and Viswanath (2004) point to
the reciprocal relationship between structural changes and media coverage: ‘Media
attention can strengthen the supportive environment for forming community
coalitions and also lend legitimacy for policy and environmental change’.

� Activity 8.3

An explicit objective of many mass media campaigns is to influence the social context
and to create a favourable climate in which interventions can be received. Think how
this might come about.

Feedback

A college principal/bar owner/garage owner is not sure if it was appropriate to install a
condom machine in his sixth form college/bar/garage. He feels reassured and validated
by a government-backed mass media campaign promoting condom use. A young
person, motivated to use condoms by the same campaign, is further encouraged to do
so because they are readily available in the college/bar/garage in which he studies/
drinks/buys petrol. This is known in the USA as ‘diffusion acceleration’.

It is difficult to assess the distinct contribution of different components of a campaign,
but it is important to address this in evaluation research. Preventive interventions are
often designed on the assumption that we are working with a ‘blank slate’ – that there
are no other influences on people’s behaviour. Yet, health communication is much more
than what goes on in a health promotion intervention. As you have learnt in earlier
chapters, there are numerous influences on our behaviour. These are just as likely to
contradict, as they are to be in harmony with, health advice. It is important to recognize
that the biggest changes in behaviour, and therefore in health status, are likely to come
about through forces other than health promotion interventions.

Theory-based campaigns

Theories are helpful both in creating appropriate message strategies and in choosing
the right vehicles in which to place messages. Communication strategies are
commonly based on models and theories derived from the behavioural sciences.
Taken together these models highlight:

• the importance of knowledge and beliefs about health;
• the importance of self-efficacy: the belief in one’s competency to take action;
• the importance of perceived social norms and social influences related to the

value an individual places on social approval or acceptance by different social
groups;

• the importance of recognizing that individuals in a population may be at differ-
ent stages of change at any one time;
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• limitations to psychosocial theories which do not adequately take account of
socioeconomic and environmental conditions;

• the importance of shaping or changing the environment or people’s perception
of the environment (Nutbeam and Hams 2004).

Such theories, it is suggested, ‘are predicated on Western notions of individual
autonomy and purpose’ and ‘may hold less relevance for populations in traditional
communal cultures, where individual identity is grounded in family and com-
munity roles’ (Elder 2001). UNAIDS developed a new framework for HIV/AIDS
communication, which places a greater emphasis on the social and environmental
context, as opposed to individual behaviour. It identified five domains of context
as ‘virtually universal factors in communications for HIV/AIDS preventive health
behaviour’, namely: government policy; socioeconomic status; culture; gender
relations; and spirituality. Individual health behaviour is seen as a component of
these domains, rather than the primary focus of health behaviour change (UNAIDS
1999).

Randolph and Viswanath (2004) identify a further feature relating to process
analysis and exposure which you will consider in the next section on evaluation.

Evaluation

The major strength of the mass media – their ability to reach a wide audience –
paradoxically also presents the greatest challenge for evaluation. Mass media inter-
ventions are less easily controlled than targeted interventions. In addition, there is
less control over who receives the messages conveyed by the mass media, and how
well the messages are understood. You need to be aware of three factors here:

• messages may fail to reach the audiences for which they were intended;
• messages may reach audiences for which they were not intended;
• messages may be misunderstood.

Mass media interventions may also have unintended consequences, over
which health promotion agencies have little control. Further, as you will learn in
Chapter 13, it has been suggested that provision of health information in this way
may actually risk increasing health inequalities as it is argued that the generally
better educated middle classes in a population are likely to benefit more.

Formative evaluation

Formative research uses exploratory work to guide the design of an intervention.
An important component of formative research is the pre-testing of messages and
materials. Pre-testing provides the opportunity to correct or modify messages. In
turn, this ensures that messages are less likely to be misunderstood and
misinterpreted.

Formative research typically uses focus groups to gauge whether:

• the tone and style of the materials are appropriate;
• they appeal to the target group;
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• the information supplied, and the agency providing it, are seen as credible and
authoritative;

• messages are understandable, relevant and realistic.

Information on the reading, listening and viewing habits of the target audience is
also needed to ensure the appropriate channels are selected.

Another important goal of the formative phase of evaluation is to anticipate
possible unforeseen outcomes. Often, these may well be favourable but may
also be unfavourable. There are examples of mass media campaigns which have
had the required beneficial effect on the target group, but have inadvertently had
an adverse effect on other groups in the community (Wellings and Macdowall
2004).

Process evaluation

Process evaluation is undertaken while the intervention is running. This aims to
answer two questions:

• Is the intervention succeeding or failing?
• What social and other factors are having an impact on delivery of the inter-

vention which might be leading to success or failure?

Research should be capable of revealing not only whether or not a campaign has
succeeded, but why. This allows findings to be used to guide future developments.

Exposure measures are a minimum requirement for process evaluation. There is
also a need for more sophisticated process evaluation which sheds light on how
and why an intervention succeeds or fails to achieve its goals. While outcome
evaluation focuses on the extent to which the goals of a particular programme have
been met, process evaluation is needed to provide insights into what factors may
help or hinder their achievement.

By definition and design, exposure to the mass media is universal and it is difficult
to tailor messages to specific target groups. In addition, problems of social and
political acceptance can arise where messages are seen by those for whom they were
not intended.

Specific issues to be addressed in process evaluation include the following
questions:

• How well were resources allocated and disseminated?
• Did the intervention lead to any adverse side-effects?
• Was there harmony between the aims of health promotion and the needs of

clients?
• Were there any social or political dynamics that interfered with the ways in

which messages were received and responded to?
• Did the intervention interact with other interventions, or with environmental

factors, to enhance the outcome?
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Outcome evaluation

Important initial questions for outcome evaluation are:

• How can we measure success?
• How can we tell whether the effects can be attributed to the intervention?

In relation to both questions, there are aspects of mass media work which are
problematic for evaluation.

Observed effects will be small

Broad spectrum interventions do not target high-risk individuals who have greater
scope for change. Achieved change at the large and undifferentiated population
level is therefore likely to be smaller. This may lead to criticism that campaigns
have not achieved their objectives.

It is difficult to attribute effects to mass media intervention

Attributing outcomes to a specific intervention is difficult where mass communica-
tion techniques are used. An effective campaign will have an effect far beyond its
original remit by creating media discussion by providing the impetus for local
efforts, and so on. This means that it is not easy to separate the effects of the
intervention from the effects of other events which are either running parallel with
it or which are triggered by it.

A vital question in outcome evaluation relates to how large the effect has to be in
order to say that the intervention has worked. Gains made in the case of mass
media interventions may be modest because of the following four factors:

• The size of the target population: effects will be smaller where the target group is
large and heterogeneous.

• The nature of outcome measures or endpoints: changes may be small because the
wrong level of objectives has been chosen. Where measures of morbidity and
mortality are used as outcomes in interventions aimed at the general popula-
tion, unless the sample is impossibly large, the scale of the effect may be small
and so seen to represent a failure of the intervention.

• The scope of the intervention: observed effects may be small because the endpoints
are too narrowly conceived in terms of individual behaviour and do not take
sufficient account of the social context.

• The time scale: the time scale looked at may be too short. Health promotion
interventions may not show significant effects for some time.

A major challenge in assessing efficacy is how to attribute an outcome to an inter-
vention. This is made harder in the case of mass communication interventions
by the problem of ‘background noise’ (influences on the target audience other than
the intervention). We need to ask three questions here:

• How can we be sure that the effects seen are truly the outcome of public educa-
tion campaigns?

• How can we be sure that they are not the result of already existing differences?
• How can we be sure that the effects are not the result of exposure to some-

thing other than the intervention (such as the mass media generally or local
preventive interventions)?
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Where mass media interventions work well, it is likely to be (a) because they
activate a complex process of change in social norms and (b) because they have a
direct impact on individual behaviour. The evidence is that interventions with
several components seem to work better than those with only one. A valid goal for
an intervention may be to accelerate behaviour trends that already exist, rather
than initiating new trends.

‘Background noise’ – often considered problematic in the context of outcome
evaluation – also has the potential to provide continuity and reinforcement to mass
media campaigns. Seen in this way, the task of outcome evaluation is to look at the
extent to which a mass media intervention is successful in using environmental
influences to achieve its own ends.

Outcome measures are determined by the objectives of the intervention. Lack
of clarity over the scope of objectives of mass media interventions is a common
problem for evaluation. It is not always clear, for example, to what extent it has
been an explicit objective of mass media campaigns to modify individual
behaviour and to what extent it has been to influence the social environment.
Setting objectives at an inappropriate level can threaten the apparent success of the
intervention.

Careful thought is therefore needed on what should count as reliable outcomes.
In most cases, the immediate outcome variables will be the adoption and main-
tenance of behaviours that reduce risk. These, rather than the more distal outcomes
such as incidence of disease, morbidity or mortality, may constitute the indicators
themselves, an example being condom use.

Summary

You have seen how using the mass media in health promotion has both strengths
and weaknesses. This had led to a reassessment of the media’s potential and
limitations. The strength of the mass media, according to some, lies in helping to
put issues on the public agenda, in reinforcing local efforts, in raising conscious-
ness about health issues and in conveying simple information. The mass media are
less effective in conveying complex information, teaching skills, shifting attitudes
and beliefs, and changing behaviour in the absence of other enabling factors.

It is certainly true that in some cases the use of the mass media may be less effective
than face-to-face methods of addressing target groups. Yet radio, television, news-
papers and magazines are important sources of health information. You can’t reach
everyone through community approaches – and high-profile communication can
reach hidden groups in the general population.
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Media advocacy

Overview

In this chapter you will learn about media advocacy as a strategy for public health
policy change. You will be introduced to the key features and concepts in media
advocacy and will consider how it differs from other approaches, such as lobbying,
public relations and social marketing. Finally, you will consider the evidence for its
effectiveness and the challenges it poses for evaluation.

Learning objectives

After reading this chapter, you will be better able to:

• explain the principles and key concepts of media advocacy
• describe public health contexts in which media advocacy can be applied
• explain the strategic issues involved in the use of media advocacy
• describe how media advocacy differs from other approaches to health

promotion
• describe the issues that media advocacy presents for evaluation

Key terms

Agenda-setting Process by which the media influence what the public and policy makers
perceive to be important.

Creative epidemiology Presenting statistics in ways that make them more meaningful to the
media and the public.

Framing How an issue is presented in the media.

Media advocacy The strategic use of mass media as a resource for advancing a social or public
policy initiative.

What is media advocacy?

Media advocacy involves generating news media coverage of public health issues in
order to highlight particular problems and advocate policy solutions. It is often
undertaken as part of a broader programme of activities which might also involve
campaigning, lobbying and community development. Media advocacy is often
described as an ‘upstream’ approach, as it seeks to produce changes at societal and
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policy levels rather than at the level of individual behaviour. It is also conceived
as a bottom-up grassroots approach, involving community mobilization and
capacity-building, although there is less consensus on this element.

Media advocacy arose from a recognition that the mass media can play a significant
role in public health. As you learnt in the previous chapter, the mass media are a
powerful force for increasing public awareness of health issues and for changing
attitudes and norms. The media can also confer status and legitimacy on invisible
or taboo issues so that it becomes more acceptable to discuss them in public, and
they can contribute to legislative change by influencing policy-makers’ perceptions
of a problem and exerting pressure for action.

At the same time, the mass media are often considered a detrimental force for
public health. They can undermine efforts to improve health, by providing
inaccurate and misleading information, glamourizing unhealthy behaviours and
promoting health-damaging products. They may also perpetuate stereotypes
of particular types of illness or disseminate a view of the causes of ill health
which overemphasizes individual responsibility and neglects the role of social and
economic factors (Wallack 1990). While this has led to ambivalence about the use
of the media among some health promoters, others argue that, whatever their
shortcomings, the media are too powerful a force to be ignored by those who seek
to change society. It is argued that having your issue covered in the news media is
nearly always a necessary precursor to effecting change (Chapman and Wakefield
2001). The challenge is to harness the powerful influence of the media in the
service of, not against, public health goals.

How do the media influence public health policy?

The media influence policy through a process called ‘agenda-setting’. This concept,
identified in the 1960s by communication scientists, refers to the process by which
the media influence what the public and policy-makers perceive to be important.
Agenda-setting can work in a number of different ways. Media coverage can raise
awareness of a hitherto ‘invisible’ issue, or it can heighten existing public concern.
In turn, this combined media and public attention can put an issue on the policy
agenda and, through real or perceived pressure on policy-makers, can compel them
to take action. One example is the ‘discovery’ of child abuse as a social problem in
the USA. In 1962 a medical journal article reported on the rise in cases of ‘battered
child syndrome’. Broadsheet newspapers and television picked up on the story
because it was ‘newsworthy’; the subject was new, shocking and emotionally
engaging. Sustained media pressure over several years led policy-makers first to
recognize that this was an important social problem, and then to take legislative
and policy action to protect children. Sometimes media coverage responds to
rather than leads public opinion, and often the two interact; the media may pick up
on an issue of concern to a minority section of the public, and report it in such a
way that other sections of the public revise their initial opposition or indifference,
leading to a groundswell in public opinion which itself becomes newsworthy.

Agenda-setting contributes to changes in policy because policy-makers are
sensitive to what they perceive as public opinion (as depicted through the media).
The task for the media advocate is to use the media to shape how a problem is seen,
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so that the policy-making body perceives a demand from the public for a particular
policy change or certain policy decisions become more acceptable to the popula-
tion. Policy-makers themselves also attempt to set the agenda through the media,
using them to foster a ‘climate of public readiness’ for potentially unpopular
policies such as legislation on smoking in public places. Of course, public opinion
and policy formation are complex processes, and many other factors come to bear
besides the media. Nevertheless, the belief that the media are a key agent in the
policy process underpins media advocacy.

History of media advocacy

Media advocacy evolved as a concept in the 1980s in the USA, when tobacco con-
trol activists began arguing that they needed to be more skilled in gaining access to
the media in ways that contributed to the adoption of smoking control policies.
By this, they meant using attention-grabbing techniques to generate news coverage
which would make the case for restrictions on tobacco marketing and on smoking
in public places. In the early 1990s, alcohol campaign groups followed suit, as did
public health practitioners and tobacco control researchers in Australia and
New Zealand (Chapman and Lupton 1994). Academic interest in media advocacy
grew during the early 1990s, and a number of papers were published describing
the principles of the new approach and attempting to assess whether it was
effective. Various ‘activist toolkits’ started to appear, first in print and later on the
internet.

Media advocacy has been used most widely in tobacco control and, to a lesser
extent, alcohol campaigns, although it has been applied to many different health
issues, including: food content and labelling; gun control; location of mobile
phone transmitters; swimming pool safety; the removal of lead water pipes from
public housing; the use of imagery which might encourage violence against
women; and legislation and stricter enforcement on drink-driving (Stead et al.
2002).

� Activity 9.1

Think of a story which you read in the press, which you think might have influenced
public or government opinion about an issue, or which could influence opinion in the
future. Why do you think that the story was influential?

Feedback

You should have thought about issues such as: how the story was covered (what sort of
messages); how long it was in the news; and how different people (including policy-
makers) responded to it.
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Defining features of media advocacy

There are three defining features of media advocacy, as follows.

Using the news media

The news media are seen to be more credible and authoritative than paid adver-
tising, and to provide greater scope for complex policy debates. However, paid
advertising might be used as part of a media advocacy intervention; deliberately
shocking advertising, for example, is one way of generating news.

Policy change not individual behaviour change

The aim of media advocacy is to influence the social and economic determinants
of public health issues rather than to change individual behaviour. Media advocacy
does this through influencing those policies which shape the structural environ-
ment. These may be, for example, policies which regulate the activities of health-
damaging industries, or policies governing the level of resources to be allocated to
an issue.

Community organization

Wallack et al. (1999) define media advocacy as ‘the strategic use of news media, and,
when appropriate, paid advertising, to support community organizing to advance a
public policy initiative’ (emphasis added). They argue that media advocacy should
be ‘rooted in the needs of the community’ and should seek to build the com-
munity’s capacity to make its views represented in the media. This might involve
working with the community to form pressure groups or coalitions, or the
provision of training in media skills and advocacy to community workers and
volunteers. Where media advocacy initiatives do this, they may be more sustain-
able and have wider benefits, such as increased community empowerment.

In practice, the community dimension is often not emphasized. Many media
advocacy initiatives have been led by what could be termed public health ‘elites’
(such as medical associations or health authorities) rather than by community
groups. Wallack et al.’s (1993) argument raises the question of how ‘the com-
munity’ is defined. As you will learn in Chapter 11, ‘community’ defies simple
definition. A ‘community’ most often relates to a geographical area (such as a
village) – but such a community is not homogenous. It is made up of people of
different ages, ethnicities, interests and aspirations, some of which will conflict. In
addition, some groups within the community may oppose measures which public
health professionals believe to be in the community’s best interest, such as fluorid-
ation of water supplies and immunization.
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When is media advocacy a useful public health approach?

Media advocacy’s concern with policy solutions to public health problems means
that it lends itself more suitably to some issues than others. It is most appropriately
used where there is a clear policy solution and where the policy environment sur-
rounding the issue is contested; that is, where opposing forces have a financial or
other interest in preventing the policy change (such as the tobacco or alcohol
industries). Media advocacy is a less relevant strategy for tackling health problems
where the solution is not primarily a policy one or where there is already a strong
public consensus on what should be done.

� Activity 9.2

Which of these could be defined as media advocacy, and why?

1 Some parents are concerned about the speed at which cars drive past the local
school. They invite the local newspaper to a protest in which they hold up placards
showing the number of recent accidents at that spot.

2 A polio eradication campaign group issues a news release highlighting the number of
polio cases in central Africa in 2004.

3 Breast Cancer Awareness Week.
4 A director of public health issues a news release calling on the local water company

to fluoridate the water.
5 A local environmental campaign group offers media training to local groups wanting

to oppose water fluoridation.

Feedback

Not all campaigns which use the media could be described as media advocacy. There
needs to be a clear policy objective, such as changing legislation or having more money
spent on a problem. Both official bodies and campaign groups can use media advocacy,
sometimes for opposing goals. Media advocacy may be used by both ‘sides’ in the same
campaign.

Roots and close relations of media advocacy

Media advocacy shares features with several other approaches to health and social
change. Figure 9.1 illustrates what might be considered some of media advocacy’s
key ‘roots and relations’.

From health promotion, media advocacy derives its concern with public health goals
and their structural and policy determinants, as well as an interest in different ways
of using the mass media to influence health. As you have already learnt, some
of the theory underpinning media advocacy, such as agenda-setting and also
‘framing’ (see ‘Doing media advocacy’ below), originates in communication science.

Media advocacy shares elements with social marketing (see Chapter 10). Both are
strategic approaches to social change which involve objective-setting, targeting,
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the use of research, a communications mix and attention to message design.
Some proponents of media advocacy have, however, argued that fundamental
differences exist between the two approaches. Wallack (1990) has argued that social
marketing is too individually focused and neglects the wider determinants of
health. Social marketers, however, tend to be more pluralistic, regarding media
advocacy as one possible strategy to be used in tandem with, or as part of, a social
marketing approach. Contrary to Wallack’s view, social marketers also argue that
social marketing is as much concerned with changing the behaviour of groups,
organizations and societies as it is with individual behaviour (see Chapter 10).

Media advocacy clearly draws on the broader concept of advocacy, of which it
could be considered a subset. Advocacy involves supporting or arguing in favour of
a cause, policy or idea. It can include speaking out on behalf of disadvantaged
groups, tackling stigma and lobbying for policy improvements. It can also be
undertaken to influence public opinion and societal attitudes or to bring about
changes in government, community or institutional policies.

A key contributor to media advocacy’s development was the growth in inter-
national consumer activism and campaigning. Publicity around the international
boycott of Nestlé, for its intensive marketing of powdered milk in developing
countries, can be seen as an early example of media advocacy. Media advocacy
tactics are akin to those used by environmental pressure groups who seek to high-
light governmental and corporate culpability for environmental problems and to
argue for policy-level solutions. Similar tactics are used in the fields of housing,
mental health and HIV/AIDS. It could be argued that pressure groups had been
‘doing media advocacy’ a long time before the concept was articulated within the
public health movement.

The last two of media advocacy’s ‘roots and relations’ are lobbying and public
relations. Although lobbying often refers to ‘behind the scenes’ communication
with law-makers to influence the legislative process, there is also a more public-

Figure 9.1 The roots and relations of media advocacy
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faced, mass media-oriented form of lobbying which shares elements with media
advocacy. Called ‘outside’ lobbying, this involves mobilizing members of the
general public to exert pressure on officials within the policy-making community
or communicating aspects of public opinion to policy-makers in order to demon-
strate that an issue is of wide social concern.

Public relations relies on a sophisticated understanding of communication tech-
niques, message development, segmentation and targeting, relationship-building
and the use of research to inform all aspects of the communication process;
concepts which are all relevant to media advocacy. However, public relations is
primarily concerned with maintaining the reputation of the client, while media
advocacy is usually conducted to advance a particular policy goal. Some pro-
ponents of media advocacy feel that it has an ethical dimension which is absent
from public relations (which is often harnessed in the service of organizations
and causes considered antithetical to public health, such as the tobacco and food
industries). Others, however, argue that the two approaches are in practice very
similar.

� Activity 9.3

Some people have argued that there is little new in media advocacy – it is simply a new
label to describe an activity in which both the public health community and people
outside it have been engaged for many years. What do you think?

Feedback

Media advocacy derives aims, strategies, values and tactics from a wide range of
disciplines and approaches. Its defining features are that it uses the news media to
advocate policy solutions to public health issues and, according to some, should be
community-led. It is concerned with the wider determinants of health and arguably has
an ethical dimension. These features distinguish it from many of its roots and relations
but there is some overlap.

Doing media advocacy

Media advocacy should not be seen as a ‘magic bullet’ and used in isolation, but
rather as part of a process which may involve several different activities, in a pro-
gramme of work designed to contribute to the overall policy goal. As with all
approaches to health promotion, implementing media advocacy requires strategic
thinking to maximize the chances of success. To develop a strategy you should
answer five key questions:

• What is the problem?
• What is the solution?
• Who has the power to make the necessary changes?
• Who must be mobilized to apply pressure for change?
• What message would convince those with the power to act for change?
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You also need to remember that the news media environment is unpredictable and
constantly changing and you must be able to respond creatively and flexibly. The
unpredictability of media advocacy initiatives also poses challenges for evaluation.
Figure 9.2 is a framework for planning media advocacy.

Define overall policy goal

Policy goals may include:

• persuading policy-makers of the need for a new policy;
• demanding more stringent enforcement of an existing policy;
• getting rid of or modifying a bad policy;
• encouraging policy-makers to stick with a good policy in the face of opposition.

‘Raising awareness’ or ‘stimulating debate’ about an issue are not policy goals,
although they may be intermediate steps on the way to a policy goal.

Define intermediate goals

There may be a number of intermediate steps which can help prepare the ground
for policy change. These might include increasing the frequency with which a
topic is discussed in public or changing the language used to describe it. Other
intermediate goals may include encouraging professional bodies to speak out or

Figure 9.2 A framework for planning media advocacy
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publish reports on the issue. Each of the intermediate goals may require different
media advocacy activities, and the strategy should reflect this.

Define policy targets

This involves identifying who has the power to make the changes identified in the
goals. The target can be a governmental body, a regulatory agency or an industry
involved in harmful practices. It may be as narrow as an individual legislator,
hospital manager or local retailer.

Define media targets

Different media outlets are appropriate for different goals. Getting an issue covered
in the serious ‘broadsheet’ press will attract the notice of government ministers and
civil servants, but if the aim is to convince policy-makers that there is wide-scale
public indignation about a problem, the popular press may be more appropriate
because its coverage tends to be more emotional and crusading. Policy-oriented
stories are likely to appeal more to national news media, while ‘human interest’
stories which personalize the issue and seek to provoke strong emotions are likely
to appeal more to tabloids, regional and local radio and ‘women’s magazines’.

Get access to the media

In order to generate news coverage, media advocates must ‘gain access’ to the news
media and persuade them to cover a particular story. This requires media advocates
to ‘think like a journalist’ and develop an understanding of what is ‘newsworthy’
and will appeal to a newspaper and its readers. Large newspapers receive hundreds
of press releases a day, so media advocates need to make sure their stories stand out
and are fresh. Newsworthy stories often involve controversy, conflict, injustice or
irony. Other tactics include the use of interesting spokespeople such as celebrities
or ‘unlikely allies’ (e.g. religious leaders speaking out in favour of condom use or
gay rights). Media advocates frequently build a story around new research findings
and major studies have often played an influential role in policy change. Research
findings are rarely unequivocal and often need to be interpreted and packaged in a
way which brings them to life for journalists and readers. A key concept which can
help here is ‘creative epidemiology’ (Chapman and Lupton 1994) – the presenta-
tion of statistics in ways that make them more meaningful to the media and the
public. Large numbers can be made more easily understood by putting them in a
smaller local context. For example, rather than talking about the number of people
diagnosed with a disease in a year, estimate the number in a day or an hour, or in a
particular town. Another tactic is to make ironic comparisons, such as comparing
the amount of money spent on advertising junk food with the amount spent on
healthy eating campaigns.

Much effort is put into cultivating and nurturing relationships with key media
professionals, as advocates are more likely to gain media access if they are known to
individual journalists and can tailor their stories to the needs of these individuals.

Media advocacy 133



 

Page 134

Page 134

Frame the issue in the media

Media advocates have to ‘frame’ their stories in a way that advances their objec-
tives. It is important to frame a story so as to communicate clearly why this is a
problem and that there is a specific policy solution. A story with the message
‘childhood obesity is a multi-faceted problem and the solution is very complex’ is
neither newsworthy nor strategically useful; ‘we need to ban commercial vending
machines in school for a start’ is, however, both. How a story is framed also
influences where readers attribute responsibility for it.

� Activity 9.4

Compare how the following stories about women’s drinking habits are framed. For
both, try to identify who is responsible for the problem and what the policy solution is.

‘More and more young women are drinking too much alcohol because they don’t know
the risks.’

‘More and more young women are drinking too much because they’re surrounded by
powerful advertising and low price offers for alcohol.’

Feedback

The first story portrays the women themselves as ignorant and irresponsible, while
the second emphasizes that health is shaped by environmental factors too – in this case,
the alcohol industry. It also makes clear that those who sell alcohol and those who
regulate its sale also have a responsibility for solving the problem.

Framing is particularly important when media advocates face opposition from com-
panies which sell harmful products.

� Activity 9.5

Think about the way that tobacco, alcohol and fast-food companies frame the smoking,
drinking and eating of their products to make them seem attractive. How can media
advocates frame these issues to create equally compelling public health arguments?

Feedback

Tobacco companies frame smoking as an issue of individual choice in which heavy state
intervention is unnecessary and inappropriate. Alcohol companies say that they should
not be blamed if a small minority abuse their products;  fast-food companies say that it
is parents’ responsibility to control what their children eat. These are powerful frames
because they appeal to ‘common sense’ and chime with free market values. Media
advocates need to respond with frames which are just as compelling. One powerful
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framing tactic is to depict health-damaging companies preying on vulnerable children
with seductive messages. Not only do these stories have emotional appeal but they
also undermine the companies’ positioning of themselves as legitimate commercial
enterprises.

Respond opportunistically

Where issues are debated in the media, the argument is likely to take many twists
and turns. Any media advocacy initiative must be flexible enough to respond,
which means being ready to counter statements by opponents and always looking
for opportunities to create more news. One effective way of doing this is by
‘piggybacking’ onto breaking events and stories. The 2005 UK television series by
celebrity chef Jamie Oliver, which exposed the ‘scandal’ of school meals, provided
an excellent opportunity for nutrition campaigners to exploit the public concern
and outrage generated by the programme.

Assess impact on intermediate goals and revise strategy as needed

Throughout the process, media advocates constantly assess progress towards their
intermediate goals. Ongoing evaluation should be used to assess which tactics
are working and which need modifying, and also to assess whether the goals
themselves need changing.

Does media advocacy work?

Attempts to examine the effectiveness of media advocacy have relied in the most
part on case study accounts, and more rarely on ‘before-and-after’ outcome evalu-
ations. Case studies have tried to attribute media advocacy’s contribution to a
range of outcomes from national and regional legislation to cutting curbs on
industry. Outcome evaluations have tended to measure intermediate outcomes,
such as changes in media coverage or in specific actions (e.g. sales of age-restricted
products). It is difficult to draw firm conclusions about effectiveness from these
studies, and comparisons between different interventions is difficult because
evaluation methods and measures vary widely. It is also difficult to attribute the
specific contribution of media advocacy to changes at a policy level from other
actions and influences.

Several studies suggest that media advocacy can influence the amount and type of
news coverage given to a particular health issue. When implemented in conjunc-
tion with other activities, such as enforcement and community ‘mobilization’, it
can also lead to policy changes, such as reductions in tobacco advertising in shops
and alcohol sales to children. Case studies suggest that it has played an influential
role in securing the passage of a number of pieces of legislation, mostly regarding
tobacco and alcohol control, although these are often based on partial and anec-
dotal evidence. Not all media advocacy interventions have been effective. Two
published examples are an Australian campaign about swimming pool fencing
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(Chapman and Lupton 1994) and an initiative by the US group Mothers Against
Drunk Driving to persuade Massachusetts to pass drink-driving legislation (DeJong
1996).

The Community Trials Project is one of very few studies which has attempted to
estimate the contribution of media advocacy to health outcomes, in this case
alcohol-related car crashes (Voas 1997; Voas et al. 1997). The study involved media
advocacy training and extra resources for police enforcement to detect and deter
drink-driving. A rigorous evaluation found that media coverage increased in the
experimental communities, that public perception of the risk of being caught for
drink-driving increased, and that these in turn were associated with less reported
drink-driving and fewer crashes.

A number of features appear to enhance the design and implementation of media
advocacy interventions. Media training and skilful use of targeting appear to
increase media responsiveness to stories. Message framing seems to be particularly
important in contested policy environments, and ongoing research with the public
can help to identify powerful and appealing messages. Several media advocacy
interventions have used the findings of prestigious research reports to gain media
interest and confer legitimacy on an issue. Attention to how research is packaged
and disseminated is therefore important. The literature suggests that controversial
and adversarial approaches can work in some contexts but in others they may run
the risk of losing support, both from the wider community and within the media
advocacy organization itself. Similarly, the literature suggests that community
mobilization may be relevant in some interventions but not others, and that media
advocacy can be implemented both as a top-down and as a bottom-up strategy –
each can be appropriate, depending on the context.

The challenge of evaluation

Media advocacy poses a number of challenges for evaluation. The range of
activities defined as media advocacy, from unpaid publicity components of multi-
component interventions to small-scale local activism, raises issues about what
is being evaluated and, as you have learnt, media advocacy is often undertaken
as part of a range of activities, so attributing any effects to the media advocacy
element can also be problematic.

The randomized controlled trial (RCT), often regarded as the ‘gold standard’ of
evaluation, may be difficult to apply to many media advocacy interventions.
Media advocacy activities are ‘fuzzy’ interventions which are not easily described
in terms of programmes (Chapman and Lupton 1994), and do not lend themselves
to precise statement as independent variables whose effects can be measured.
Furthermore, the experimental design is inappropriate for those initiatives which
are unpredictable, which take place over a very long timescale, or which involve
changes in tactics and actions. In addition, evaluation must examine process as
well as outcomes. Evaluation should explore: the nature of the media coverage and
how audiences interpreted it; the processes by which media advocacy efforts exert
an influence on opinion-formers and policy-makers; and interventions’
unexpected and/or indirect effects which may in themselves be deemed worth-
while, such as increases in community participation in the policy process or
gradual shifts in community attitudes towards a health problem.
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Evaluations of media advocacy can incorporate evaluation methods developed for
the other fields on which media advocacy draws: communication and media stud-
ies, public relations, political campaigning, advocacy, social marketing and so
forth. Finally they need to use multiple methods, both quantitative and qualita-
tive; no one type of method is capable of capturing the complexity and multiple
perspectives.

A framework for evaluating media advocacy interventions (Stead et al. 2002)
proposes that formative, process and outcome evaluation are useful:

• Formative research can be used to guide overall strategy; for example, by explor-
ing how policy-makers and the public perceive a particular issue and by gauging
likely levels of support or opposition to a particular policy. Similarly, focus
groups and pre-testing can help to design specific messages.

• Process evaluation is also important. While impact and outcome evaluation tell
us whether or not an intervention succeeded, process evaluation can help to
explain why it did or did not do so, by examining the factors which influence its
implementation. Process evaluation can answer a number of questions specific
to a media advocacy initiative such as:
– What tactics and strategies were used by advocacy groups to reduce or cancel

out the power of opposition groups?
– How feasible and acceptable were different framing strategies?
– How are public opinion and the public health actions of politicians related to

each other?
– What factors appear to encourage policy-makers and politicians to act on a

public health issue?
– What does it mean to say that some individuals are ‘good’ at media advocacy,

and what can be learned from them?
• Outcome evaluation should examine five kinds of outcome:

– ‘Media outcomes’ – the impact of the media advocacy initiative on the local
media: what coverage was generated; how this coverage was framed; and
how it was received by target-group audiences?

– ‘Public-opinion outcomes’ – the impact of the coverage, and of accompany-
ing media advocacy activities such as community organizing, on public per-
ceptions of the public health issue in question.

– ‘Policy outcomes’ – impacts on policy-makers and the policy process. If
media advocacy seeks to influence conditions within the community that are
deleterious to health and to increase the community’s capacity to participate
in actions to improve its health, then it is also appropriate to measure
changes at this level.

– ‘Community capacity outcomes’ – changes in community conditions and in
community participation in health promotion actions.

– ‘Advocacy capacity outcomes’ – changes in the skills and status of the media
advocacy practitioner/organization, which, while they might have no direct
bearing on the public health goal in question, increase the capacity of the
practitioner/organization in the longer term.
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Summary

Media advocacy is an approach for using the media in order to advance particular
policy solutions. It originated within the tobacco and alcohol control movements
in the 1980s. It has three key features: it uses the news (unpaid) media rather than
advertising; it is concerned with policy change not individual behaviour change;
and, according to some but not all proponents, it also includes grassroots com-
munity organization and capacity-building.

Media advocacy involves influencing how the news media cover public health
stories. This is assumed to influence public opinion, which in turns leads to pressure
on policy-makers to act. This is achieved through a process called ‘agenda setting’.

It is difficult to draw firm conclusions on the effectiveness of media advocacy
because interventions vary widely, as do evaluation methods. Furthermore, the
specific contribution of media advocacy to changes at a policy level is difficult to
disentangle from other actions and influences. However, there is evidence to
suggest that media advocacy can influence the amount and type of news coverage
given to a particular health issue. When implemented in conjunction with other
activities, it may also lead to policy-level changes. Case study accounts suggest that
it may have played an influential role in securing the passage of a number of pieces
of legislation, mostly regarding tobacco and alcohol control.

The evaluation of media advocacy poses several challenges. RCTs are difficult to
apply to many media advocacy interventions. Furthermore, on its own outcome
evaluation will fail to capture some of the effects and processes which are of
most interest. A multi-faceted approach to evaluation, which examines inputs and
processes as well as impacts at media, public opinion, policy, community and
organizational levels, is needed.
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Social marketing

Overview

Social marketing takes ideas and techniques that are used in the commercial sector
to influence consumer behaviour and applies them to health behaviour. The logic
is that if the Philip Morris company is so successful in persuading young people
to take up smoking, maybe we can learn from what they do and use similar
approaches to dissuade young people from smoking. It also makes sense to learn
more about marketing in order to control its effects in the hands of ‘hazard
merchants’ like the tobacco and fast-food industries. This chapter therefore pres-
ents a series of discussions about the key principles of commercial marketing
and how these might be applied in health promotion. It assumes no previous
knowledge.

Learning objectives

After reading this chapter, you will be better able to:

• describe the basic principles of social marketing
• construct a basic marketing plan
• distinguish between social marketing and social advertising

Key terms

Competitive analysis Assessments of what competing organizations (such as the tobacco
companies) are doing in order to inform efforts to control or compensate for these.

Consumer orientation Why people choose to do as they do – what ideas, emotions and
aspirations influence them.

Customer-defined quality What the user thinks of an intervention or service.

Relationship marketing Action to build ongoing, mutually beneficial relationships with our
target groups.

Stakeholder marketing Activities aiming to influence the behaviour of those groups who
shape the social environment (e.g. policy-makers or health professionals).
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Introduction

Forget everything you know about social marketing; everything you have read,
heard or been told. In particular, forget any notion that social marketing is just
some slightly tacky synonym for social advertising. We want to start with a blank
sheet of paper and explain from first principles what social marketing is and why it
is worth your while to get to know it better. We want to do this, not because social
marketing is some sort of panacea or revolutionary super-solution, but because it
can provide useful insights for health promoters in their attempts to influence
human behaviour.

The most basic – and universally accepted – truth about social marketing is that it
takes learning from commercial marketing and applies it to the social and health
sectors (Kotler and Zaltman 1971). Ideas and techniques that are being used to
influence consumer behaviour can cross the profit divide and be used to influence
health behaviour. These ideas and techniques are extremely powerful. They
underpin the unprecedented success of all major companies, from Nike to Philip
Morris. They also explain why public health has been at such great pains to impose
controls on the marketing of hazardous products such as tobacco, alcohol and
fast food; and quite rightly too – recent reviews have shown that such marketing
does influence our smoking, drinking and eating behaviours.

Australia, New Zealand, Canada and the US all have social marketing facilities
embedded within their health services. In the UK, social marketing even reached
the dizzy heights of being discussed in the government’s White Paper on public
health, which talks of the ‘power of social marketing’ and ‘marketing tools applied
to social good’ being ‘used to build public awareness and change behaviour’
(Department of Health 2004).

The evidence base supports this interest: a recent systematic review shows that
social marketing can deliver behaviour change, at least in the field of nutrition
(McDermott et al. 2005). Of 25 good quality nutrition interventions found,
21 reported at least one statistically significant improvement in behaviour. So how
do Nike do it, and what can we learn from them?

Marketing concepts and social marketing lessons

Consumer orientation

Marketing is based on a very simple idea: putting the consumer – rather than
production – at the heart of the business process. While Henry Ford focused on
selling what he could produce, offering his customer little choice but cheapness –
‘any colour that he wants so long as it’s black’ – modern marketers invert this
principle and produce what they can sell. This deceptively simple change has revo-
lutionized commerce over the last 50 years, making Nike and Coca-Cola the giants
that they are. It has succeeded because, paradoxically, listening to us consumers,
putting us in the driving seat, actually makes it easier to influence our behaviour.
This notion recognizes that our behaviour as consumers is voluntary. We can choose
not to buy or to buy elsewhere. The market-place punishes those who forget this
truth with oblivion.
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Starting with the consumer means that marketers have to understand everything
about us: what makes us tick; our hopes and dreams; our needs. They don’t make
assumptions or think they know best. Marketers also recognize that what seems
obvious is often deceptive, and there is a corresponding need to think through
what consumers really want.

� Activity 10.1

In Browning’s poem ‘How they brought the good news from Ghent to Aix’, three horse
riders set out to deliver ‘the news which alone could save Aix from her fate’. Two of
their horses die during the gallop. Roland, our hero’s horse, expires on the streets
of Aix as the tidings are delivered. What was it the riders really needed?

Feedback

An acquisitive entrepreneur working in Ghent at the time might have tried to sell
them better horses or even a motor bike. What they really needed – and any marketer
worthy of the name would recognize this – was a telephone. They weren’t looking for a
means of transport at all, but a means of communication.

The point underlying this example is that consumers don’t buy products, they buy
solutions to problems. Marketers understand this and go to great lengths to divine
our problems and provide ever more imaginative and intricate ways of solving
them. In this way they seek, not to force us to buy, but to seduce us with mutually
beneficial offerings.

Transposing this to public health, the danger from the social marketer’s perspective
is that we assume we know what people want: better health and longer life. It
seems like a truism which is leant even greater credence by its evident worthiness.
What people need, then, becomes a matter of professional judgement and rigorous
epidemiology, followed by research on how these perfectly defined products can be
sold to the public. So, like latter day Henry Fords, at best we offer people phoney
choices, such as a European anti-smoking campaign which suggested that young
people should ‘feel free to say no’ to tobacco. There is no freedom in such a choice.
Evidence points to a more complex picture. Why would any of us smoke, drive
racing cars, have unprotected sex or do any of the multiplicity of health-damaging
things that we would never do if life were simply about minimizing risk and
optimizing our physical health and longevity? We can’t all be ignorant. Indeed
survey after survey shows that we aren’t. We know these things are dangerous, but
we still do them. Our reasons are many and various: life is difficult and we need
ways to cope with it – sometimes dysfunctional ways. We need to take risks to make
things more interesting; we have to live with the fact of our own mortality.

Commercial marketers are all too ready to latch onto our anxieties and hopes.
Elizabeth Arden offers beauty, Garnier youth and Pentax immortality. Social
marketers don’t advocate interventions involving cosmetics but they would
suggest that a recognition of the complexities of life, and the need to help people
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navigate these, is integral to sustained behaviour change. We are in the empower-
ment business.

� Activity 10.2

Think of any ways in which you have added additional, avoidable risk into your life in
the last 12 months. You may have got involved in a sport which threatened injury,
work that tested your abilities and ran the risk of causing embarrassment in front of
your colleagues, or practised a new skill in public such as singing or playing a musical
instrument. Not all these things endanger your physical health, nor are they undesirable
– but they are risky. Now think for a moment about why we take such unnecessary
risks.

Feedback

It soon becomes apparent that we seek more than health and safety in life. Social
marketers recognize that failing to understand these subtleties can push us down the
road towards being directive. When people don’t do what we wish – quit smoking,
drink sensibly – we get cross and blame them. Not recognizing the importance of
risk-taking also feeds the delusion that there is such a thing as the universally ideal
public health product.

Customer-defined quality

Inventing the world’s most effective mousetrap may seem like a guaranteed
route to business success. But your impending wealth will also depend on potential
customers knowing about your new trap and being able to access and afford it. In
addition, they will need to trust you to deliver on your promise. More funda-
mentally, however, they will have to agree that it is indeed a great mousetrap and
their opinions on what a good mousetrap is – just as much its technical perform-
ance – will determine this. If, for example, your customers can’t bear the thought
of killing mice, no amount of technological wizardry will convince them to buy
a lethal trap. The most ineffective humane alternative will be preferable; will be a
better product.

This thinking has made ‘consumer-defined quality’ a prominent business concept
in recent years. It’s not that technical expertise has become devalued; just that
focusing on technical performance alone is dangerous – as the demise of the British
motorcycle industry famously shows. The Norton Commando motorcycle was
technically superb, and indeed is still drooled over by aficionados, but it did not
respond to consumer demand for cleaner, smaller and more reliable bikes. Japanese
manufacturers did, which is why Kawasaki and Honda now rule British roads.

Social marketers argue that this thinking from consumer behaviour has to be
applied with equal rigour to health behaviour. This is potentially challenging
stuff in a field dominated by the ‘medical model’ and professional expertise, where
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rigorous scientific decision-making is prized. Nonetheless, social marketers argue
that, in the world of behaviour change, the target group’s opinion about an
offering is as important as the clinician’s.

Tobacco control experts who develop ‘evidence-based’ smoking cessation clinics
that offer what science shows to be the best possible service might argue that
this is the ‘Rolls Royce’, the ‘gold standard’ offering. The social marketer replies
that Rolls Royce went bust and the gold standard was abandoned because
people didn’t respect it. In the world of voluntary behaviour, the customer’s view
will prevail.

� Activity 10.3

How might the principle of customer-defined quality change the focus in health
promotion interventions?

Feedback

Respecting the customer’s definition of quality places much more importance on
‘intermediate measures’ of success. Customer satisfaction is an important impact
measure in its own right. For example, a drugs prevention intervention that makes
young people feel more confident and empowered in their drug-related choices and
provides a valued support at a vulnerable time of their lives should be judged extremely
worthwhile. Some would say this is a more important measure than whether or not the
intervention has any impact on their drug-taking behaviour.

No man is an island

Marketers are also disciples of John Dunne. They recognize that we are social beings
and that our individual actions are greatly influenced by our surroundings. The
business community has long recognized that economic success is not only
dependent on their consumer marketing but also on the macroeconomic environ-
ment within which the company operates.

Standard marketing texts typically divide this macro-environment into five forces:
physical; economic; social; technological; and political/legal. Effective business
planning includes careful monitoring of these forces. In many instances they are
largely uncontrollable. Technological developments, for example, or physical
geography, cannot be manipulated at will. However, companies still need to know
about them so that they can decide how to respond to the threats and opportun-
ities they present.

However, in other instances, such as in the case of litigation and public policy,
there is at least the potential for business to exert influence. As Jobber (2001) points
out, ‘Close relationships with politicians are often cultivated by organizations both
to monitor political moods and also to influence them’. Furthermore, in many
instances government sees this influence as perfectly legitimate and actively seeks
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the advice of relevant business sectors before proceeding. The tobacco industry is
widely known to be active in this area. As Jobber goes on to note: ‘The cigarette
industry, for example, has a vested interest in maintaining close ties with govern-
ment to counter proposals from pressure groups’. It is worth reiterating that Job-
ber’s is a standard business text; he has no particular interest in public health. Thus,
the commercial sector’s consumer marketing efforts are complemented by equally
comprehensive ‘stakeholder marketing’ efforts. The principles are exactly the same,
it’s merely the identity of the customer that varies.

Social marketers therefore welcome the broadening of health education into health
promotion and see health promoting schools, tobacco advertising bans and ‘fat
taxes’ as encouraging evidence of this wider agenda in action. They would add
that marketing ideas and techniques should be brought to bear on the task. In
particular, they emphasize the need to understand the customer, whether they are
a government minister or a lone parent, and offer them attractive deals.

Competitive analysis

For the marketer, the competition (typically other companies) is a crucial part
of the macro-environment and there are limits to how far mutually beneficial
exchange will get you. Sometimes you have simply to take on and try to destroy
your adversary. Nike and Adidas, Burger King and McDonald’s, Philip Morris and
Imperial Tobacco are therefore fierce rivals; stock market ratings are the business
equivalent of sports leagues; takeovers and company failures are the obvious
results for the winners and losers in this jockeying for position. These peer-group
competitive pressures combine with similar forces from regulatory bodies and
public interest organizations.

These forces are not blind and thoughtless and require a managerial response.
Companies therefore put great effort into understanding the behaviours of their
competitors and other stakeholders so that they can control, influence or at least
adapt to the competition.

Good competitive analysis, as with so much else in marketing, starts by looking at
the world through the eyes of the customer. What products do they use to satisfy
the same need? What do they buy instead? Who do they see as the competition?
Are McDonald’s customers switching between them and Burger King or KFC? Or
between them and the cinema? How do their customers see the current obesity
debate? Do they have any sympathy with those New Yorkers suing fast-food
companies or support a ban on fast-food advertising?

This analytical process helps define competitors and can then be applied directly to
them. The activities of Philip Morris will help inform Imperial Tobacco about how
they stand in their customers’ and stakeholders’ eyes, the possibilities for the future
and the pitfalls to avoid. Similarly, the activities of tobacco control will be of great
interest. More than any other competitor, tobacco control threatens their future
prosperity, attacking them in the media, bearing witness against them in the courts
and promulgating ever tighter regulation. This confrontation is inevitable; the
objectives of the tobacco industry and public health are fundamentally at odds.

Social marketers advocate exactly the same kind of competitive analysis as Lazer
and Kelly’s (1973) long established definition recommends:
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Social marketing is concerned with the application of marketing knowledge,
concepts, and techniques to enhance social as well as economic ends. It is also
concerned with analysis of the social consequence of marketing policies,
decisions and activities.

Health promoters need to put themselves mentally in the boardrooms of big
business – especially of the companies dubbed the ‘hazard merchants’ – and ask
what are they doing, thinking and planning.

Strategic thinking

From a business perspective, the ultimate aim of this competitive analysis is to gain
sustainable competitive advantage, with the emphasis on sustainable. Above all
else, studying your rivals informs your strategic planning. It helps define where you
want to be, not just in the next year but the next decade. And this long-term vision
is invaluable. Rumour has it that one Japanese car manufacturer is more than
happy to show their competitors around their factory, and give them as much
information as they want about their production methods. By the time they have
copied them, their erstwhile host will have moved on, made improvements and left
them far behind.

The emphasis on the long-term in business is perhaps most evocatively illustrated
through branding. The Coca-Cola logo is nearly a 100 years old and the Nike
‘swoosh’ has been with us for over 30 years. For the social marketer, such longevity
is rare indeed.

� Activity 10.4

What factors militate against health promoters developing a brand identity for their
work?

Feedback

The political context, funding systems and a culture demanding immediate and dramatic
behaviour change militate against it. In Scotland, for example, the principal government
agency charged with delivering health promotion has changed its identity no fewer than
four times in the last 25 years. What hope then that individual campaigns will retain any
consistency? Nonetheless, social marketing principles suggest that such long-term
approaches are needed if sustained behaviour change is to be achieved. Furthermore,
these approaches will need to be both multifaceted and empowering. Note that there is
no clear evidence base to support this conclusion – no randomized controlled trial
showing that long-term, multifaceted and empowering health campaigns work. Instead,
the conclusion rests on observation of what is happening in the commercial world.

In this sense, it is a quintessentially social marketing conclusion, and illustrates one of
the key contributions the discipline can make. The commercial sector is essentially an
enormous and fabulously resourced laboratory for testing out new ways of influencing
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behaviour, driven by a commercial imperative which makes these experiments both
pragmatic and productive. Social marketing enables us in public health to steal their
findings.

Relationships nor transactions

Long-term thinking and sustainable progress have entered the core elements of
marketing, moving the discipline on from a focus on transactions with customers
and stakeholders to one of building relationships with them. The basic ideas
underpinning the discipline were laid down in the 1950s and were based on
research in the fast-moving consumer goods sector. Military metaphors such as
‘campaigns’ and ‘targets’ were used, and a set of tools, typically comprising the
four Ps of promotion, pricing, place and product design were applied to deliver
the crucial requirement of consumer satisfaction. Objectives had to be realistic,
measurable and focused on sales and profits. Exchange theory gave this thinking
some theoretical basis and placed the emphasis very clearly on successful, but typ-
ically ad hoc, transactions.

These ideas continued to dominate until the mid-1980s, when serious criticisms
emerged from research done in the service (e.g. banks) and business-to-business
(e.g. marketing between component manufacturers and car producers) sectors. In
the first case, the focus on sales overlooked the crucial service industry construct of
customer satisfaction. In business-to-business marketing, the mass, transactional
assumptions in fast-moving consumer goods marketing conflicted with a day-to-
day reality of long-term, cooperative alliances between buyers. A more continuous
and sophisticated model was needed.

Business also became increasingly conscious that customer loyalty mattered. It is
much more expensive to acquire new customers than keep existing ones. The
emphasis began to shift from one-off transactions to ongoing relationships
(Grönroos 1994). Companies started to think not just about immediate but long-
term profitability. Indeed, individual transactions may lose money, provided the
‘lifetime value’ of the customer is positive. This has fundamental implications for
the business function, greatly increasing the importance of customer service and
satisfaction. A EIU survey conducted in 2001 suggests that this lesson has been well
learnt. It showed that customer satisfaction is taking over from profitability as the
prime determinant of performance-related pay (Richardson 2001).

Relationship-building requires an ever more intimate knowledge of the customer.
Until recently such insights were only possible on a small scale – a buyer dealing
with a couple of dozen suppliers, or a local pub, for instance. Information technol-
ogy has changed all that. Data mining, mobile communications, vastly enhanced
computers, opportunistic and endemic data-gathering all provide even the biggest
operators with the potential to understand and respond sensitively to their
customers.

There are many benefits to relationship marketing. If customers remain loyal then
planning is much easier, pricing becomes less critical and the developing trust
brings opportunities to sell new offerings. Relational thinking can also be applied
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to suppliers, retailers, competitors (through alliances), employees and other
stakeholders.

For social marketers this suggests there are benefits to be gained if we move beyond
what might be termed the ‘intervention mentality’, and instead think in terms of
building long-term relationships with our customers. Experience, backed by well
established theory (e.g. stages of change), tells us that health behaviour changes
do not generally occur overnight. They involve a series of steps from initial
contemplation through to reinforcement, a process that is both dynamic and
precarious; the individual can regress or change heart at any point.

Furthermore, behaviour change has both emotional and rational drivers. We know,
for example, that young people smoke despite their knowledge of the health
consequences because it makes them feel adult and fashionable. It is this that
explains the tobacco industry’s huge – and extremely long-term – investment in
evocative brands.

Finally, social marketing is founded on trust. It is not driven by profit but, at least
ostensibly, a desire to benefit the target audience. It therefore has a very different,
and perhaps morally higher, base than commercial marketing on which to build
mutual respect with its customers. If commercial marketers can seriously argue that
‘the presence of commitment and trust . . . is central to successful relationship
marketing, not power and its ability to condition others’ (Morgan and Hunt 1994),
then social marketers have to listen.

Accepting the logic of relational thinking has two important implications for
successful social marketing:

• In line with the points made above about strategic thinking, longer timeframes
are essential or, more radically, as in commerce, perhaps we should opt for
an indefinite timeframe. The Ford Motor Company have been successful for
nearly a 100 years. Their basic product, the car, has remained the same while
design and performance have rapidly improved in careful response to consumer
need on the one hand, and advancing technological knowhow on the other. In
the UK, the National Health Service brand has flourished for 50 years and,
although it is frequently reviewed and reorganized, few would advocate
closing it down. Why shouldn’t social marketing programmes have similar
longevity?

• Related to this, we need a greater degree of faith in the idea that if we stick at
health promotion we will get it right. In point of fact this doesn’t require
a big leap of faith. The evidence base is extensive. In short, we do know what
works.

Furthermore, the move to relational thinking in marketing is acquiring its own
momentum. As more companies move to this way of doing business – building
trust and partnerships, emphasizing customer service and satisfaction and reward-
ing loyalty – those who ignore it will become increasingly isolated. The successful
marketing techniques of the 1950s, using a selection of tools to do things to what
was conceived of as a passive customer, simply will not work on an increasingly
active and critical populace. This is as true for social as it is for commercial
marketing.
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� Activity 10.5

Reflecting on what we have discussed so far, jot down what you think are the key
principles of social marketing.

Feedback

The key principles of social marketing are:

• we are concerned with voluntary behaviour change
• a customer-focus should drive our efforts
• social context matters, so stakeholders are also important targets
• long-term relationships matter more than ad hoc transactions
• competitive analysis matters
• strategic vision ensures we have enough length and breadth to our efforts

Social marketing planning

So far you have learnt about the ideas behind marketing. You will now move on to
the practicalities. The core tool underlying any marketing effort is the marketing
plan (see Figure 10.1). This addresses a number of basic questions:

• Where are we now, and where do we want to be (strategic analysis)?
• Who (segmentation and targeting) will we need to get to do what (objectives) if

we are to get there?
• What is the best way of ensuring the target groups do as we wish (formulation of

strategy)?
• How can we monitor progress (research)?

The plan is not a fixed document that will be followed slavishly through to com-
pletion and then a new one drawn up. It is an ongoing effort that is continually
honed and refined. As noted above, the assumption in marketing is that we are
broadly going in the right direction. The need is for steady, if careful and well
monitored, progress. Of course, sometimes things go badly wrong, dramatic
changes are needed and indeed companies go bust. Nonetheless, in general a
culture of incremental learning and careful control works well. Social marketers
argue that there is no reason why a similar approach should not be applied to
health promotion.

The strategic analysis essentially looks at the macroeconomic factors discussed
above and sets marketing performance against this. A ‘SWOT’ analysis for example
might be conducted to map the marketing organization’s internal strengths and
weaknesses against external opportunities and threats. The aim is then to ensure
that opportunities are exploited and threats avoided by harnessing the organiza-
tion’s strengths and minimizing its weaknesses. This provides strategic direction.
For example, an analysis of dental health in a particular region may suggest that
fluoridation presents the greatest opportunity for bringing improvements, is
politically popular with the current government and is well within the professional
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capabilities and capacity of the marketing organizations (Hastings et al. 2000). On
the other hand, the only opposition comes from a vociferous but marginalized
group of anti-fluoridationists.

Segmentation determines which group or groups might be able to help you make
progress towards your aim. In the fluoridation example, it is clear that many groups
are involved – including the media, politicians and the general public – but the
water providers are the key players. The decision is therefore made to target all four
groups, with the emphasis on the last. For the water companies, the objective is
straightforward (if challenging): you want them to add fluoride to the public water
supply.

The importance of competitive analysis to marketing has already been discussed.
In this case the only serious opponents are the anti-fluoridationists. But they are
implacable. No deals can be struck with them, no alignment of objectives is
possible. Every effort therefore has to be made to limit their access to the media and
undermine their credibility.

Figure 10.1 A social marketing plan
Source: Adapted from Hastings and Elliott (1993)
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Marketing has traditionally been defined as a matter of ‘getting the right product,
at the right price, in the right place . . . presented in such a way as to successfully
satisfy the needs of the consumer’ (Cannon 1986). While noting what was said on
relationship marketing, the formulation of strategy can be seen as the successful
manipulation of these four Ps of product, place, price and promotion. Three
points should be emphasized here. First, as always in marketing, the customer’s
view is pre-eminent. In Cannon’s definition, ‘right’ means that it will best meet
the customer’s needs. Second, these four tools will be used collectively, each
reinforcing and complementing the others. Indeed the four Ps are commonly
known as the marketing mix. Third, note that advertising is only part of one of
the Ps. This underlines the point made earlier: marketing and advertising are very
far from being synonyms. Equating them is like equating mechanical engineering
with the screwdriver.

In the fluoridation example, advertising would play a very small part; perhaps no
more than the production of a leaflet to inform the public of your plans. Much
more important would be to focus on the water providers and emphasize the
benefits to them of fluoridation. Remember, private water companies are not inter-
ested in public health. They want – and indeed are legally required – to do just two
things: provide their customers with clean water and their shareholders with a
reasonable return. However, they may be interested in helping the government
carry out its policies, retaining good relationships with public health professionals
in their area and positive public relations. If framed correctly, fluoridation can
provide all these benefits.

The monitoring of progress enables the marketer to retain some degree of control
over events. Note, however, as illustrated in Figure 10.1, it is not an afterthought
which kicks in when the strategy has been implemented, it is an ongoing process
that guides decisions at every stage of the marketing plan. The next section looks in
more detail at this marketing and consumer research process.

The role of research

Marketing calls for complex and continuous research with both consumers
and stakeholders. At the same time, however, the market-place forces a degree of
pragmatism. Decisions have to be made today, so perfect data tomorrow is of no
use. There is also an acceptance that hunch and gut-feel will need to be brought
to bear at least some of the time. Evidenced-based decision-making has a com-
forting ring at first, but it becomes slightly menacing when it gets in the way of
manoeuvrability. Similarly, success is built gradually and continuously and is
consequently ad hoc. We would argue that randomized controlled trials (RCTs),
however high quality, are expensive and time-consuming and therefore have
limited value; it doesn’t help you to know – however precisely – what you should
have done three years after the advertising campaign, product launch or rebrand-
ing exercise has finished. All this meshes neatly with the marketer’s commitment
to strategic thinking and relationship-building.

Social marketers welcome a flexible approach to research. They see it as a means
of learning about their customers and stakeholders and hence providing a firm
foundation for their strategic planning.
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Summary

In this chapter you have learnt how social marketing has become so powerful, and
demonstrated that concepts such as consumer orientation, stakeholder marketing,
strategic planning and relationship-building can be used to influence health as well
as consumer behaviour. You have also learnt about the importance of competitive
analysis and the need for social marketing to look critically at the negative impacts
of commercial marketing – especially in the hands of the hazard merchants. These
are the two sides of the social marketing coin: borrowing ideas from commerce on
the one hand, but critiquing and controlling it on the other. Both levers are then
used to encourage beneficial health behaviour and, ultimately, social change.
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Community development

Overview

This chapter describes how health promotion practitioners can adopt a community
development approach to their work. Community development can be considered
both a method and a philosophy for health promotion. It requires the health pro-
moter to enable those whose health is at stake to participate in decisions about how
to address their own health issues. Community development programmes seek
to empower communities to develop solutions to the issues that affect them. This
approach is particularly appropriate when addressing the health needs of socially
disadvantaged communities. Community development programmes often seek
to address the underlying structural factors that create the conditions leading to
poor health. You will learn about how to plan and implement a community
development approach to health promotion by reflecting on the experiences of
programmes that have adopted these principles in rural South Africa.

Learning objectives

After reading this chapter, you will be better able to:

• explain the principles of community development programmes
• plan a health promotion programme based on community development

principles
• describe the range of activities in which community development health

promoters are engaged
• describe strategies to maximize the sustainability of community

development approaches to health promotion
• describe the challenges and opportunities inherent in adopting a

community development approach to health promotion

Key terms

Community A neighbourhood and/or group with common interests and identity.

Community development The process of change in neighbourhoods and communities. It
aims to increase the extent and effectiveness of community action, community activity and
agencies’ relationships with communities.

Participation A process through which stakeholders influence and share control over
development initiatives and the decisions and resources which affect them.
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The principles of community development

Rural development is the participation of people in a mutual learning experience
involving themselves, their local resources, external change agents, and outside
resources. People cannot be developed. They can only develop themselves by
participating in activities which affect their wellbeing. People are not being
developed when they are herded like animals into new ventures.

(Nyerere 1968)

Families and communities have always made decisions regarding their health.
In the twentieth century, responsibility for the health of communities has
increasingly been placed in the hands of health professionals. A focus of health
promotion has been the development of a more balanced situation where com-
munities are empowered to promote their own health and support the interests
of their most vulnerable members. This requires a radical change in attitudes to
health. The community development approach to health promotion addresses the
process of transformation in communities.

Putting community development into practice is based on a number of guiding
principles. Core to these is the importance of benefiting the least empowered.
Drawing on previous work in this area (Swannepoel 1997), these principles are:

• The principle of human dignity: community development programmes recognize
that people have the ability to make their own decisions and take responsibility
for their actions. Humans are seen as having many skills as well as needs.

• The principle of participation: community development programmes seek to make
use of local knowledge, and maximize the sustainability of projects by ensuring
people have a stake in their development. Yet facilitating participation is not
easy: how can everyone participate, including groups such as the poorest of
the poor? Participation can never be forced and all levels of participation are
necessary in any project.

• The principle of empowerment: while using people’s local knowledge in pro-
gramme planning does not in itself promote empowerment, involving all
members of a community in decision-making does. Participation without power
is not the goal of development, but participation as an outcome of empower-
ment is. Community development programmes seek to equip people with the
knowledge, skills and support necessary to allow them to participate in
decisions at the level of their choice.

• The principle of ownership: while an external change agent (often a community
health promoter) may facilitate identification of needs and the initiation of
projects, achieving sustainability requires that ownership of these processes be
transferred to the community itself.

• The principle of learning: community development programmes emphasize that
all those engaged at all levels must learn from the process.

• The principle of adaptiveness: health issues and the context in which they develop
change over time. Programme participants need to be willing to learn and adapt
as they go forward. Mistakes should be seen as learning opportunities.

• The principle of relevance: community development programmes do not eschew
new technologies yet they are not generally concerned with the discovery of
these innovations. Rather, community development programmes recognize
that technologies may require adaptation to and appropriate promotion in the
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local context to maximize their relevance. Community development pro-
grammes facilitate local involvement in this adaptation and promotion process.

The decision on how to act within a given situation can be made upon reflection on
these principles. But adopting the principles of community development is not
always easy. While community health promoters must keep such principles in the
back of their mind at all times, not all principles are attainable at the same time and
it may be necessary to work on some before others are attained.

Delivering community development

Now you will see how the principles of community development are used in health
promotion programmes. You will learn how to plan, work in and sustain a com-
munity development health promotion programme. To facilitate this, you will
read about three health-related community development projects in rural South
Africa.

Following the first democratic elections in South Africa in 1994, community
development principles were entrenched in a number of policy documents in the
country, such as the Batho Pele (‘People First’) strategy for health services (Depart-
ment of Public Service and Administration 1997). The projects you will learn about
were implemented in this generally supportive policy environment. Yet the
examples also show many of the complexities of adopting this way of working.
After reading about each of the case study projects you will be asked to reflect on
how a community development approach might also be applied to a new health
promotion programme targeting a health issue in your own field of interest.

Planning to use a community development approach

The Community Rehabilitation Research and Education Programme (CORRE) was
started in response to a growing awareness that people with disabilities living in
rural areas of South Africa were not receiving adequate rehabilitation services.
CORRE decided to adopt a community-based approach focused on ‘rehabilitation,
equalization of opportunities and social inclusion of all children and adults with
disabilities’, in order to ‘ensure that people with disabilities are empowered to
maximise their physical and mental abilities, have access to regular services and
opportunities and become active, contributing members of their communities and
their societies’ (ILO, UNESCO, WHO 1994). A community development approach
to rehabilitation thus recognized that disability is not merely an individual mental
or physical problem, but has social, cultural and political dimensions. The pro-
gramme applied these principles when planning the recruitment of community
health workers, their training and their employment opportunities after the
training programme was completed.

The programme decided that the best means of addressing deficiencies in rural
rehabilitation services was to recruit and train community-based rehabilitation
workers (CRWs). The recruitment process emphasized principles of community
participation and empowerment. Posters were placed in villages advertising the
planned recruitment of CRWs. The rehabilitation team from the local hospital
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went to each village and acted out a role-play that portrayed the role CRWs could
serve and explained what qualifications individuals would need for inclusion in
the training programme. Application materials were left in village clinics and
collected by the rehabilitation team. Candidates were interviewed in the com-
munity by a panel of community leaders, people with disabilities and hospital
human resource personnel. By emphasizing participation at this early stage, it was
hoped that the CRW would be seen as belonging to, and therefore accountable to,
the community. Through this process, community members were empowered
to have a say in the delivery of rehabilitation services in their community, while
CRWs were empowered to deliver these services.

Planning for implementation of the training programme also utilized community
development principles. Maximizing the participation of stakeholders was crucial.
All three therapy disciplines (physiotherapy, occupational therapy and speech
therapy) and their professional boards were involved in the decision for the project
to go ahead and the development of the curriculum. The profile of different
disabilities identified in a needs assessment survey underpinned the issues to be
addressed by the CRW training programme. During the training programme, pro-
fessionals from all three therapies were involved in teaching, with people living
with disabilities in the target communities playing a key role, both in the classroom
and during practical periods.

In planning for life after the training, it was also essential to emphasize the
principles of community development. In order to train CRWs to work in rural
areas with minimal supervision, a two-year course was instituted, markedly dif-
ferent from one-year CRW training programmes implemented elsewhere in the
world. The course was run on a block-release system and students frequently
returned to their home villages on practical blocks. Thus, people with disabilities
and their families were involved with the students’ learning, and were at the
same time being empowered themselves through students imparting knowledge to
the community (Concha and Lorenzo 1993). Ultimately the aim was that students
would take up employment in their own villages. A partnership was formed with
the department of health in order to ensure that the students were employed once
they were trained, and therapists were aware of their responsibilities in supervising
CRWs. CRWs graduating from the programme thus had immediate employment,
meaning that their new skills could straight away begin to benefit the communities
from which they had come and which had themselves invested in the training.

� Activity 11.1

Imagine that you intend to implement a community development project in an area of
health promotion with which you are familiar. Who would you want to participate
in the planning of this programme? How would you ensure that all stakeholders partici-
pated fully? How else would you implement the principles of community development
in planning your programme?
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Feedback

You should have considered what the tasks were that each stakeholder would need
to perform and thus decided who in the community would need to be involved.
Remember that service providers should often also be regarded as members of the
community. A collaborative effort would need to be planned with all the key people,
who would together decide how to run an effective recruitment drive and programme,
that was transparent and adhered to community development principles. It would be
important to make sure that the planning group all understood and agreed to the
community development principles used to underpin the programme.

Working in a community development team

Teamwork is inherent to community development. Yet community health pro-
moters often face a tension in their work in both seeking to lead a programme but
also to cede responsibility for the programme to others. Thus, while collaborative
decision-making is essential to community development, these programmes
require leaders, whose job it is to facilitate programme development and adapta-
tion where necessary. As Figure 11.1 shows, in successful community development
initiatives, decision-making power gradually transfers from these leaders or pro-
gramme champions towards the community and those they appoint as their
representatives.

A project was set up to improve the health of orphans and vulnerable children by
increasing access to child grants which are available to poor families in South
Africa. The project site was in a rural area of north-east South Africa, spread over
about 300 square kilometers. Unemployment and poverty were common in the
area and infrastructure was generally poor. Around a third of the population

Figure 11.1 Transfer of decision-making power
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had been refugees from Mozambique and many lacked the vital documentation
necessary to access child grants and other social support systems.

A two-year grant was obtained to evaluate a ‘health camp’ at which government
officials would take applications for vital documentation and grants, health officers
would assess the health of children and various service organizations would
educate people about how to access their services. The community development
worker was to implement this plan, facilitating the participation of local stake-
holders and adapting the process to local needs.

To start the process, data made available by a local health research centre was
presented to the heads of the relevant government departments. The data
indicated that two of the major barriers preventing children from accessing grants
were that service points for grant application were geographically inaccessible
and that children lacked vital documentation (Twine et al. 2005). In order to
address the first barrier, the head of the department of social security ensured
that his department opened three social security offices in the project site where
applications for grants could be made. Additionally, the social security officers
based at these offices were invited by the community health worker to attend
numerous community meetings to inform the community about grant application
processes.

Over time, responses were increasingly adapted to local needs. It was suggested that
the general population would not come to a single central health camp because of
lack of transport and that resources would be better used in supporting relevant
authorities to spend two days in each village with a team of volunteers taking
applications for vital documentation and grants. This was organized, and the
departments of home affairs and social security spent two days in each of 21
villages. Some 8000 people applied for documents during this campaign. Two small
health camps were held and both community leaders and service providers
appreciated these opportunities to share information and requested further such
meetings.

Despite these successes, concern was expressed by a political councillor who had
been observing progress that the scheme did not explicitly target orphans and
vulnerable children. He called for a stakeholder meeting to discuss problems spe-
cific to these groups. A needs identification process conducted with the stakeholder
group identified the following priorities: to identify why the application process for
foster care and other grants took such a long time; to find ways to increase the
numbers of people with relevant vital documents; and to investigate the mis-
appropriation of food parcels that were meant for the poorest families. A task
team was elected to look into these issues. Reporting on progress to the stake-
holders biannually, the team collated information on services available to children,
facilitated meetings between magistrates and social workers regarding foster
care grants, and tried to collate information on food parcel provision held separ-
ately by the municipality and the local social workers. Ultimately, this task team
oversaw the expansion of the home affairs outreach campaign to the rest of the
district.

The project described above illustrates key principles of community development
teamwork, such as participation and adaptiveness. Over time the project was
increasingly directed by local government structures. The team increasingly
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developed a life of its own, and although the community development worker as
a ‘champion’ remained the chair of meetings, tasks were undertaken by subcom-
mittees without using donor funds. The programme also illustrates the process
of transformation undergone by those involved in the project. Awareness was
raised, leading to action, then reflection, then more action. As more people became
involved, awareness of both the problems and the opportunities to deal with them
grew.

� Activity 11.2

A remote community is identified as suffering a poor health profile in an area of health
with which you are familiar. Imagine you are employed with a programme that wishes
to use community development principles to address this issue. What would be your
responsibilities? Who else would you work with? What challenges would you face?
What information would you need and where might you access this?

Feedback

The responsibilities you considered might have included finding out about current
community leadership structures and what health and development services were
currently available. You would need to interact with these structures and services
and identify who could be part of a project team, and what roles they might play. A big
challenge might be the level of community cohesion. You might seek to ensure repre-
sentation of marginalized groups in existing structures. You would need to involve as
many people as possible in all decision-making processes, and remember that people in
the community already have much of the information you would require.

Sustaining community development programmes

Although community development principles are implicit in many important
health promotion declarations some would argue that the hierarchical structure of
large institutions such as departments of health prevents them from truly adopting
these strategies. Consequently, a community development approach is most often
adopted by relatively small organizations working in collaboration with com-
munities. These organizations are often beset by many challenges. The sustain-
ability of their efforts is often dependent upon continued support from external
sources, such as funding agencies and health or development authorities, that
rarely provide support to organizations for more than a few years at a time. Leaders
of community development programmes thus need to consider strategies for sus-
taining the impact of their programmes. Community development practitioners
can adopt a number of strategies to ensure their continued survival and maximize
their impact. These strategies include fostering and nurturing partnerships with
other organizations, conducting evaluation, monitoring and impact research,
responding to changes in the context in which the programme operates and maxi-
mizing and diversifying funding streams.
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In rural South Africa, a university-based HIV/AIDS control programme developed
an HIV prevention programme. The programme sought to address factors in the
socioeconomic environment that shaped vulnerability to HIV, specifically poverty
and prevailing social norms on gender. A programme was developed with three
component parts:

• a poverty-focused microfinance initiative for women in poor communities;
• structured training sessions on gender and HIV for microfinance clients;
• community mobilization activities developed with microfinance clients.

A strong partnership between the university HIV programme and the microfi-
nance organization was essential in order to implement the project. A sense of
ownership of the training component was promoted in the microfinance organ-
ization by conducting workshops with staff at all levels of the organization. A
joint management committee was set up to provide a forum for problems to be
raised and addressed. After a pilot phase of three years, the partners came together
once again to plan a second phase of the work. Staff of both organizations were
positive about the impacts the training programmes were having on microfinance
clients, yet the sustainability of the programme was not assured. The university
programme felt that long-term expansion of the programme was beyond its remit.
In contrast, the microfinance organization was concerned about the financial and
logistical impact of taking on responsibility for the training and its management.
In response to these concerns, a second phase of work was planned in which
increased responsibility for planning and managing the training component was
taken on by the microfinance organization, while the university programme
monitored aspects of this transfer to document lessons for all partners (Pronyk
et al. 2005).

Evaluation and montoring exercises were used to maximize the impact of the pro-
gramme and donors were provided with ongoing reports on progress. These efforts
improved the likelihood that the programme would receive ongoing funding from
existing donors. However, the longer-term sustainability of the approach required
rigorous evaluation of whether the programme achieved its stated outcomes.
Community development programmes are notoriously difficult to evaluate since
they are highly flexible and have complex, often changing goals. Consequently
many evaluations of these programmes have been small scale and/or qualitative.
However, more rigorous attempts to document the outcomes of such programmes
is necessary within a climate of evidence-based policy and practice. The first phase
of this programme was conducted as a community randomized trial, the results of
which were hoped to strengthen donor and government support for the approach
(RADAR 2002).

After three years of programme activity, it became clear that the context of HIV
vulnerability in the project area was changing. A large mining corporation had
begun operations in the area. This shift in context created concerns. Mining
has been associated with rapid HIV spread in South Africa and the project partners
were concerned about the potential impact of these new developments on their
HIV prevention work. However, the development also presented an oppor-
tunity to develop a partnership with the mining company, itself concerned with
addressing HIV/AIDS issues in its work. After a series of consultations, funding was
obtained to support an expansion of the programme in parallel with the develop-
ment of mining activities. This increased the relevance of the programme to the
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project context, boosted and diversified its source of funding, and involved new
stakeholders with an interest in the success of the programme.

� Activity 11.3

Imagine you are responsible for maintaining the long-term survival of a community
development programme addressing a health issue of your interest. Who and what
could affect the sustainability of your efforts? What could you do to maximize your
programme’s sustainability?

Feedback

You might have thought that if community development principles are entrenched in
the project then sustainability is being actively addressed. The more ownership com-
munity members and other stakeholders have in a project, the greater its chances of
sustainability. However, community dynamics are constantly changing. You should have
identified a number of stakeholders that could potentially affect your programme
for good or for bad. Developing partnerships with these stakeholders and lobbying
powerful bodies on issues of importance to your programme would be essential.
Opportunities that arise out of other developments occurring within communities
should not be overlooked. Having effective monitoring and evaluation structures would
allow a greater ease of engaging with partners as dynamics change and projects take on
a life of their own.

Strengths and weaknesses of community development

Community development is a relatively underused approach to health promotion.
Yet a community development approach can lend strength to health promotion
efforts in many situations where other approaches might be ineffective or imprac-
tical. Nevertheless, adopting a community development approach may not be
appropriate in all situations. Such programmes face challenges in some contexts
and a good practitioner needs to be aware of these potential weaknesses.

Strengths

Using a community development approach can:

• Ensure the effective uptake of new messages and technologies. Since there are
often cultural and educational barriers to the introduction of new health mes-
sages or technologies, involving community members in their dissemination
can maximize the chances that they are accepted.

• Have additional benefits for communities beyond the intended health benefits.
In community development there is an emphasis on the process of generating
a response to a health issue. By working with individuals to empower them to
respond to a health issue, there are often additional benefits of value in their
own right such as improved skills, knowledge or community involvement.
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• Be sustainable. Successful community development programmes that ensure
the participation of many stakeholders and facilitate community ownership of
the solutions to health problems can be more sustainable in the long term.

• Promote health equity. Community development programmes often target the
poorest communities, or the poorest people within communities. By reaching
these groups, who are often left behind in other health promotion approaches,
community development facilitates a more equitable distribution of health.

Challenges

Using a community development approach can:

• Be labour-intensive and difficult to implement on a large scale. Since com-
munity development programmes require local knowledge and need to be
adaptable, these programmes are often coordinated through a single champion
working in a relatively small area to ensure success.

• Be difficult to run. Stakeholders may not wish to participate in the process,
health professionals may be unfamiliar with community development and pro-
ject leaders may find it hard to let go of the programme. While such challenges
are to some degree inevitable, early engagement with stakeholders affected by
the goals of a new programme will help avoid problems later. Respecting local
hierarchies such as chieftaincy or local government and seeking the support of
leaders for the project at its inception is also a key step.

• Highlight conflicting priorities of community members. The expressed needs
of different groups within a community may be in direct conflict with each
other and with the remit of the community development worker. Dealing with
such conflicting priorities is central to the continued success of community
development initiatives. Community development workers must not give the
impression that all needs can be addressed simultaneously. For this reason, it is
often not a good idea to conduct needs assessments at big community meetings
as this can produce unrealistic expectations and ultimately result in mistrust.
Formative research and informal engagement with opinion leaders can help the
community development worker identify and manage conflicting needs.
Identifying clear aims for the project prior to community engagement, while
not dictating processes, can help keep a project ‘on target’ in the early stages.

• Struggle to reach the most marginalized groups in a community. Reaching the
most marginalized groups is a guiding principle for community development,
but presents challenges. Marginalized groups may participate in community
meetings, or their views may be deemed irrelevant. Community development
workers must ensure the needs of such groups are documented and seek to learn
from their ideas. As the process develops, community development workers
might champion those needs and the skills that marginalized groups can bring
to a project. Identifying complementary needs among all stakeholders may be
an effective strategy for maximizing participation.

• Be difficult to evaluate. Community development programmes are complex
and change according to community dynamics. Consequently it can be hard to
identify what in a programme worked and what did not. There remains debate
about the best way to evaluate such programmes. Nevertheless, monitoring
and evaluation are central to any project plan. A streamlined monitoring plan
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should document indicators of successful implementation in order to indicate
the progress of the project to the implementers and beneficiaries, and identify
areas for improvement. More rigorous evaluation strategies should be
independently conducted since they will otherwise detract from the effective
implementation of the programme.

• Take a long time to be effective. Community development initiatives often
attempt to influence the underlying structural factors that affect health, and
these may only change slowly. This can affect the motivation of all parties.
Identifying realistic project aims as well as documenting successes along the way
can help maintain energy.

� Activity 11.4

Imagine you are a community health worker in a rural village. Malnutrition is identified
as a major source of children’s ill health. Community members say that lack of employ-
ment is the main reason for this. Your supervisor suggests that working with teachers
to train older children to maintain a vegetable garden might be a good entry point to
deal with the problem. Yet six months later not a single vegetable has been harvested.
While the children tell you they value the project, you are less certain that teachers are
giving it their full support. What might have gone wrong? What could you have done
differently? What should you do now?

Feedback

You are faced with a difficult situation. Obviously you cannot generate higher levels of
employment in an area, although the community has identified this as the underlying
cause of the health problem. As such, you may indeed need to focus your efforts in one
area. It would have been important to discuss what your project is able to contribute,
both in public and privately with key opinion leaders. Reasons why teachers are not
supporting the project may include: they are too busy; they are not getting support
from their supervisors; they do not feel consulted; or the project may go against
established community norms. Identifying such constraints early on would have been
useful – but don’t lose heart! Community development programmes need to adapt, and
it would be important now to identify whether the programme can be improved or
whether a different approach can be implemented within your project’s remit.

Summary

You have read about three examples of a community development approach being
used to address health problems, particularly in disadvantaged communities.
Applying these principles in practice creates opportunities, but there are also sig-
nificant challenges. Underlying all the programmes you have seen is the recogni-
tion that true development occurs only when people are involved in the process of
development and activities that affect their lives and their health.
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Developing healthy settings

Overview

This chapter looks at the emergence of the settings approach, definitions, theory
and practical steps to achieving health-promoting settings. These are addressed in
the context of two well developed health-promoting settings: hospitals and
schools, and with reference to workplaces, prisons and universities.

Learning objectives

After reading this chapter, you will be better able to:

• explain the ways in which health promotion is put into practice in settings
• compare settings-based health promotion and intersectoral work
• describe different theories and ways in which settings-based work has

been developed

Key term

Settings for health 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.

Introduction

The introduction of the terms ‘health promotion setting’, or ‘settings-based health
promotion’ is usually attributed to the World Health Organization (WHO 1986).
The theory and practice of healthy settings has been developed around the world
and has been applied to interventions on defined groups or communities that
include all the elements of the Ottawa Charter: action on policies, structural or
system change within organizations, opportunities for increasing individual
knowledge and skills and engagement with local communities.

Although the term is attributed to the Ottawa Charter phrase, ‘Health is created
and lived by people within the settings of their everyday life: where they learn,
work, play and love’, in fact it is actually initially stated in the section of the charter
on ‘Developing personal skills’ – the theme referring to providing information,
education for health and life skills: ‘This has to be facilitated in school, home, work
and community settings’. Much of the ensuing debate on the expansion of the
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concept of health education (which places responsibility on the individual to lead a
healthy lifestyle) and health promotion (encompassing action on the social and
environmental determinants of health and public policy), is played out in the ways
in which health-promoting settings work. While the settings concept has enabled
the operationalization of all of the Ottawa Charter’s themes for health promotion,
much discourse, and the reality of practice, falls short of the full realization of the
potential of the concept to address action in all areas.

WHO further endorsed the concept in the Jakarta Declaration (WHO 1997) on
Leading Health Promotion into the 21st Century. Here it was stated that: ‘There is now
clear evidence that . . . particular settings offer practical opportunities for the
implementation of comprehensive strategies. These include mega-cities, islands,
cities, municipalities, local communities, markets, schools, the workplace, and
health care facilities’. Further: ‘ “Settings for health” represent the organisational
base of the infrastructure required for health promotion. New health challenges
mean that new and diverse networks need to be created to achieve intersectoral
collaboration’.

So now ‘settings’ and ‘sectors’ are being used synonymously to describe different
parts of society and their responsibilities to health. The differences and similarities
between settings and sectors, and the relevance of the concept of health promoting
settings will be explored in the exercise below.

� Activity 12.1

What do you think are the differences and similarities between promoting health in
settings and through intersectoral collaboration?

Feedback

There is general acceptance that both approaches move the focus from individual
health problems and topic-based risk factors, to the system, or the organization. So
as well as developing personal competencies, there is action on policies, partnership
working and reshaping environments.

Grossman and Scala (1993) emphasize the organizational development processes
and the importance of health promoters as change facilitators whose role includes
‘organisational development, building intersectoral co-operation, negotiating
and creating infrastructures’. However, Whitelaw et al. (2001) caution that there
are significant differences in the breadth of work labelled as settings-based. They
comment on:

the sheer scale of the work (ranging from, for example, broad national
approaches to highly localized work); the subsequent location of such work (‘set-
tings’ ranging from, for example, nation states, cities, communities, schools,
colleges, universities, health services/hospitals, workplaces and prisons) and, as
is suggested by the diversity of the outcomes claimed in the name of settings
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activity, the respective emphasis of each of the components of activity (ranging
from broad policy and environmentally oriented work through to activity of a
more individualistic and participative nature).

They suggest that the drive to develop settings-based models has created problems,
including the grouping of widely differing activities together which may conceal
differences in effectiveness and appropriateness for different contexts. The
differences in scale and application may also make some practitioners feel their
efforts fall short of the ideal.

Dooris (2004) queries whether the term ‘settings for health’ should be restricted to
organizations, and if so, where do neighbourhoods, communities and cities fit in?
Galea et al. (2000), describing work on healthy islands in the Western Pacific, also
note concern about the growth of the concept until there is little in common
between different types of setting. They suggest that:

A frame of reference for analysing settings must recognize that they exist in a
hierarchy of different levels, with settings e.g. cities containing others e.g.
schools. In such a frame of reference it is useful to consider an elemental setting
as one which is indivisible for the purpose of organizing meaningful health pro-
motion and health protection programmes. This elemental setting can be
described as having three characteristics:

• it is small enough for its members to self-identify as belonging to that setting
and to engender a sense of one identity;

• it has distinguishing social, cultural, economic and psychological peculiar-
ities; and

• it has a recognizable, formal or informal administrative structure to which
health promotion or health protection activities can link.

Elemental settings are contained within a broader contextual setting. Thus a city
may contain important elements e.g. schools, hospitals and markets. Elemental
settings directly affect the life of the people that live within them; they only
affect others indirectly. An island is a contextual setting, itself enclosing other
contexts (e.g. cities) and elements (e.g. schools).

They go onto assert that, ‘Public health benefits accrue when effective action is
taken both at the level of the elemental and contextual settings’.

Although the literature often includes healthy communities as settings-based
initiatives, the definitions above more neatly capture the notion of a setting closer
to an organization rather than a geographic area. While intersectoral working at
municipality or city level is also essential, it is not the focus of this chapter. How-
ever, the recent WHO Bangkok Charter (WHO 2005), continues to use both terms,
settings and sectors, without distinguishing them specifically.

Table 12.1 describes five types of settings-based health promotion, drawn from a
review of activities in different settings (Whitelaw et al. 2001). These consider dif-
ferent perspectives of problems (the way in which the health ‘concern’ is perceived)
and solutions, broadly whether the solution lies with the individual, or with the
system or structure represented by the setting.
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� Activity 12.2
Look at the five different models shown in Table 12.1. For each one describe an
example of a type of activity that might fit the model. You can draw examples from any
setting that you are familiar with, or from different settings.

Table 12.1 Five types of settings-based health promotion

Type/model Core perspective/
analysis of problem-
solution

Relationship between the health
promotion and the setting

Practical focus of
activity

Passive The problem and
solution rest within
the behaviour and
action of individuals

Setting is passive: only
provides access to
participants and medium for
intervention; health
promotion occurs in setting
independent of setting’s
features

Mass media and
communication,
individual education

Active The problem lies
within the behaviour
of individuals, some
of the solution lies in
the setting

Setting provides ‘active’ and
comprehensive resources to
fulfil health promotion goals;
health promotion utilizes
setting resources

Mass media and
communication,
individual education
plus complementary
work on policy
development and
structural change
around the specific
topic area

Vehicle The problem lies
within the setting,
the solution is
learning from
individually-based
projects

Health promotion initiatives
provide an appropriate means
for highlighting the need for
broader setting development;
health promotion seen as a
vehicle for setting change

Principle focus on
developing policies
and bringing about
structural change
using feeder activity
from mass media and
communication,
individual education

Organic The problem lies
within the setting,
the solution in the
actions of individuals

Organic setting processes
involving communication and
participation are inherently
linked to health and are thus
‘health promoting’

Facilitating and
strengthening
collective/
community action

Comprehensive/
Structural

The problem and
the solution lie in
the setting

Broad setting structures and
cultures inherently linked to
health and are thus ‘health
promoting’; health promotion
as central component of
comprehensive setting
development

Focus on developing
policies and bringing
about structural
change

Source: Adapted from Whitelaw et al. (2001)

Developing healthy settings 167



 

Page 168

Page 168

Feedback

Whitelaw et al. (2001) see the ‘passive’ model as one where problems and solutions
rest within voluntary control of the individual, and the setting is simply a neutral com-
munications channel offering access to defined population groups. An example would
be health education within schools, where the school provides the opportunity to
regularly reach cohorts of young people to teach them about keeping healthy.

The ‘active’ model is seen as a variation of this theme where aspects of the setting
actively support the changes required in the target group. So health education about
smoking in schools might be supported by smoking policies; hand-washing for nurses
would include leaflets and action on the environment through improved washing
facilities, introduction of policies and staff training. Thus part of the problem and
solution is with the individual but changes to the setting contribute to achieving it.

The ‘vehicle’ model is exemplified by an understanding that the problem and solution
lie within the setting but that the route to achieving change is through incremental
steps on specific topics. Thus ‘health promotion projects are used as a secondary
vehicle towards the primary aim of wider development within the setting’. An example
might be health-promoting hospital projects where action on topics is used to develop
a wider understanding in the organization of the benefits of development towards
being a health-promoting organization.

The ‘organic’ model places more emphasis on the role of individuals within the organ-
ization in changing the system in the longer term. This is based on the assumption that
within an organizational setting the system processes are built up from the multitude
of actions of individuals and groups within it. The solution therefore lies with developing
individuals and changing processes embedded within the system. Actions here might
include improving staff communications and more generic (i.e. not topic focused) staff
training programmes. This approach has similarities with community development
methods and continuous quality improvement approaches.

Finally the ‘comprehensive’ model also aims to make structural and process changes
within the organization, but considers these are largely not within the control of
individual staff to influence, as in the organic model. The solutions lie with attention
to the levers of overarching settings’ strategies and policies, and actions of senior
management.

In reality much settings-based work combines these approaches, and indeed the dis-
tinction may be to do with the stage of development. Thus tangible health promotion
projects may be a precursor to engaging staff involvement and senior management
commitment to more significant organizational changes in systems and structures.

Health promoting hospitals

The fifth strategy of the Ottawa Charter is to ‘reorient health services’. In the
1990s the WHO supported the development of the Health Promoting Hospitals
(HPH) Network to support a growing number of hospitals that were beginning to
attempt to put this into practice. Implementation of this strategy means paying
attention to the other four strategies of: developing healthy public policy; creating
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environments that are supportive of health; involving the community; and
developing personal skills of staff, patients, families and the wider community
within the hospital setting. The HPH Network endorsed the fundamental
principles of the Vienna Recommendations on Health Promoting Hospitals (WHO
1997).

� A HPH should:

1. promote human dignity, equity and solidarity, and professional ethics,
acknowledging differences in the needs, values and cultures of different popu-
lation groups

2. be oriented towards quality improvement, the well-being of patients, relatives
and staff, protection of the environment and a realization of the potential to
become learning organisations

3. focus on health with a holistic approach and not only on curative services
4. be centred on people providing health services in the best way possible to

patients and their relatives, to facilitate the healing process and contribute
to the empowerment of patients

5. use resources efficiently and cost-effectively, and allocate resources on the
basis of contribution to health improvement

6. form as close links as possible with other levels of the healthcare system and
the community.

Johnson and Baum (2001) note that in practice, ‘there have been many different
interpretations of the concept and many of these have not incorporated the range
of strategies suggested by the Ottawa Charter. Some examples of health promoting
hospital practice have simply relied on behaviour change strategies and little else’.
They offer a typology of HPHs based on research in Australia that distinguishes
organizational approaches. They observed that types of health promotion activity
undertaken could be grouped into five categories:

• patients and their families; through health education and health counselling;
• staff; such as staff immunization, healthy eating in canteens, lunchtime walking

groups;
• the organization as a whole; occupational health & safety, smoking policies and

infection control;
• the physical environment; such as waste management programmes and energy

reduction programmes;
• the community served by the hospital; collaborative health education projects

with targeted groups, provision of health information through the internet and
information centre.

They also noted that the degree of organizational commitment made by the
hospitals had an impact on the extent and nature of activities. Combining these
showed four distinct approaches to HPHs (shown in Table 12.2).

� Activity 12.3

Looking at Table 12.2, consider the examples of activity under the four approaches and
note the extent to which they fulfil the five strategies of the Ottawa Charter and the
Vienna Recommendations for HPH. What might be the benefits of the different types,
and can you identify what the barriers to implementation might be?
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Feedback

While doing a health promotion project does not shift the strategic approach to health
promotion in a hospital (as projects may be isolated and the core values of the
organization not affected) it may have a role in the hospital evolving towards becoming
more health-promoting. Such projects may catalyse further organizational develop-
ment. Barriers would include the lack of skills and resources to undertake health
promotion, and lack of managerial support for initiatives in the absence of organiza-
tional commitment. Sustainability would also be a significant barrier.

Delegating health promotion to the role of a specific division, department or staff,
while improving resource allocation, is often seen to lead to lack of penetration
of activity elsewhere in the hospital or to other staff. Health promotion is seen as
‘their job’, and therefore its integration into the whole organization and its impact is
limited.

Table 12.2 The four types of organizational approaches to HPHs

Type 1 Type 2 Type 3 Type 4

‘Do a health
promotion project’

‘Delegate health
promotion to a specific
division, department or
staff’

‘Being a health
promotion setting’

‘Being a health
promotion setting
and improving the
health of the
community’

Becomes the
responsibility of a
specified division,
department or
workers. It is not
integrated into the
whole of the
organization

Hospital health
promotion programme

Hospital health
promotion
programme

Ad hoc activities may
be oriented to:

Activities may be
oriented to:

Activities concentrate
on the setting:

Activities
encompass the
setting and the
community:

• patient and family • patient and family • patient and family • patient and family
• staff • staff • staff • staff
• organization • organization • organization • organization
• physical

environment
• physical
environment

• physical
environment

• physical
environment

• community • community • community
Staff work
collaboratively with
others (intra- and
inter-sectorally)

Source: (adapted from Johnson and Baum 2001)
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Being a health promotion setting is the most common role seen in those hospitals that
are part of the WHO HPH Network. It usually involves organizational commitment,
resource allocation and a planned programme of activity, usually directed at the hospital
environment and its immediate target groups. It is often characterized by the need
to ‘get our own house in order’ before reaching out into the community. To reach
this stage requires the commitment of senior management and the adoption of
health promotion as a core value within the organization, overcoming the difficulties
of pressing budget demands and delivery goals.

In the final type the hospital has not only integrated health promotion into organiza-
tional processes, but recognizes its responsibility to the wider community it serves.
Taking this upstream view of prevention, understanding the relationships between the
hospital and community (e.g. through considering local employment practices and basic
skills training), and developing intersectoral and other collaborative relationships,
remain significant challenges for the hospital setting.

In order to stimulate self-assessment and incorporation of health promotion
activities into the organizational culture, promoting patient and staff health,
supporting healthy environments and cooperating with the community, the WHO
produced Standards for Health Promotion in Hospitals (WHO 2004):

• Standard 1 – management policy. The organization has a written policy for
health promotion. The policy is implemented as part of the overall organization
quality improvement system, aiming at improving health outcomes. This policy
is aimed at patients, relatives and staff.

• Standard 2 – patient assessment. The organization ensures that health pro-
fessionals, in partnership with patients, systematically assess needs for health
promotion activities.

• Standard 3 – patient information and intervention. The organization provides
patients with information on the significant factors concerning their disease or
health condition and health promotion interventions are established in all
patient pathways.

• Standard 4 – promoting a healthy workplace. The management establishes
conditions for the development of the hospital as a healthy workplace.

• Standard 5 – continuity and cooperation. The organization has a planned
approach to collaboration with other health service levels and other institutions
and sectors on an ongoing basis.

Using standards and a quality assessment process is valuable in the hospital setting
as it parallels similar quality assurance approaches for clinical audit and service
improvement.

� Activity 12.4

Do the WHO standards for health promotion in hospitals fulfil the overall aspirations
of the HPH initiative and if not what more needs to be added? Do you consider them to
be a practical starting point for hospitals to deliver comprehensive health promotion
services, or are they over-ambitious?
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Feedback

The WHO recognize that to address the complex interactions between hospital,
community and environment will require further work, so these standards are focused
on the main hospital health promotion activities, and hence are called standards for
health promotion in hospitals. They do not cover issues of the wider impact of the
hospital on the local environment and employment, or procurement of services and
goods, in a health-enhancing and sustainable way. The community connections are
primarily restricted to improved health promotion work within the hospital ensuring it
is joined up with and draws upon community support and services for patient benefit.
Given the limitations of some responses to HPHs and the dangers of marginalized
‘projectism’, the adoption of and adherence to these standards would be a great
improvement in many hospital settings.

Health-promoting schools

As with hospitals, WHO has been instrumental in supporting global and regional
networks to develop the health promoting schools concept. Based on the Ottawa
Charter endorsement of the school as a setting for health promotion, and the
development of whole-school approaches to health promotion, health promoting
schools have become widely supported in many countries.

The whole-school approach recognizes that both the explicit (or formal) curric-
ulum, and the hidden curriculum (what is learnt at school from norms, values and
school life) are important in promoting health. The health-promoting school takes
this a stage further to develop the ‘hidden’ curriculum into openly stated health-
enhancing policy. For example, in England following the successful involvement
of over 10,000 schools in the National Healthy School Standard, in 2004 the
government announced that every school would become a healthy school. Pro-
gress had built on solid foundations of accredited local education and health
partnerships, and joint working at national level between the education and health
departments in government. A specific guide to healthy school status was issued in
2005 (www.wiredforhealth.gov.uk). Extracts are reproduced here as an example of
a national government policy to support the development of health-promoting
schools.

Note that as this is a national initiative it makes reference to UK government
policies and mechanisms. For example ‘Ofsted’ is the national body responsible
for assessing standards in education. Mechanisms may differ in other countries.
Note which sectors of government or NGOs might help to support healthy schools
where you are.

� 1 National Healthy School status – a guide for schools

1 This guidance is for all schools

It outlines the National Healthy Schools Programme (NHSP), introduces the
concept of national healthy school status and describes the benefits of becoming a
‘healthy school’.
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2 The aims of the National Healthy Schools Programme

• To support children and young people in developing healthy behaviours
• To help to raise pupil achievement
• To help to reduce health inequalities
• To help promote social inclusion

3 The benefits of being a ‘healthy school’

3.1 A healthy school promotes the health and well-being of its pupils and staff
through a well-planned, taught curriculum in a physical and emotional
environment that promotes learning and healthy lifestyle choices.

3.2 Evidence of impact demonstrates that pupils who are healthy achieve well at
school:

• schools can use the NHSP whole school approach to bring about sustained
school improvement

• schools with healthy school status have better results for all Key Stage 1
assessments and Key Stage 2 Science compared with other schools

• schools involved in the NHSP are more inclusive
• pupils in healthy schools report a range of positive behaviours such as

diminished fear of bullying and a reduced likelihood of using illegal drugs
• Personal, Social and Health Education (PSHE) provision is enhanced
• there is more effective liaison between home and school, and school and

external support agencies

4 Healthy schools and reporting achievement

4.1 From September 2005, Ofsted will expect schools to demonstrate how they are
contributing to the five national outcomes for children – being healthy; staying
safe; enjoying and achieving; making a positive contribution; and economic well-
being. Gaining national healthy school status provides rigorous evidence of this,
and will assist you in evidencing your self-evaluation and completing your new
school profile.

4.2 The NHSP builds on what schools have been doing for several years. The
criteria referred to in this guidance complement existing and increasingly
mainstreamed efforts to promote PSHE, physical activity, healthy eating and
emotional health and well-being in the school setting.

5 Schools already involved with the National Healthy Schools
Programme

5.1 Thousands of schools are already involved with their local healthy schools
programme, and many have already been accredited by them. However, the
government’s intention is to introduce more rigorous and nationally consistent
criteria through the introduction of national healthy school status. This guidance
will enable schools to see how their current work is already contributing to the new
healthy schools status.

6 Government commitment

The NHSP is funded by the Department for Education and Skills and the
Department of Health, with a regional and local network. By 2009, the
Government wants every school to be working towards achieving national healthy
school status. The Government has ensured that every Local Education Authority
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already has a local healthy schools programme to support schools in reaching this
target. From this year (2005) additional resources will be allocated to local
programmes to support their work with schools. Each school will have access to a
local healthy schools coordinator to support schools through the improvement
process.

7 Links to other policies and programmes

Achieving national healthy school status enables your school to demonstrate its
contribution to the five national outcomes for children and supports the targets
within the following national priorities:

• improving behaviour and attendance
• improving performance in national Standard Attainment Tests
• reducing and halting the increase in childhood obesity
• promoting positive sexual health and reducing teenage pregnancy
• reducing young people’s drug, alcohol and tobacco use

� Activity 12.5

What elements that have been put in place to support schools (the goals of the
programme, its adherence to the principles of settings-based health promotion and any
other factors) are required for the success of the NHSP?

Feedback

Some of the successful features you may have noticed include:

• cross-government policy and commitment
• national support and local programmes resourced to work with local schools
• focus on both priority health issues and educational achievement
• evidence of effectiveness
• history of development
• clear targets and criteria for achievement
• integration with national standards monitoring (Ofsted) recognizing the connections

between health and educational standards
• actions on the curriculum e.g. PSHE, and on the environment
• a whole-school approach, and involvement of all staff, pupils and parents, and the

wider community
• an organizational development approach of school improvement including review

and action planning

How well, however, this type of ‘top-down’ approach compelling schools to be ‘healthy’
both adheres to the principles of settings-based health promotion and whether it will
be successful in embedding it into everyday practice, is questionable.
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Workplaces, universities and prisons

Health promoting workplaces have grown out of well established programmes
to improve employee health, and now increasingly recognize their importance to
wider considerations of sustainable social and economic development. Reviewing
progress, Chu et al. (2000) note familiar distinctions between different types of
activity:

• as a strategy of behaviour prevention in the workplace (lifestyle approach);
• as a part of extended occupational safety and health;
• as a strategy to influence important health determinants at work;
• as a strategy to reduce absenteeism;
• as a part of organizational development.

They identify success factors for workplace health promotion including: participa-
tion of all staff; project management including needs assessment, priority setting,
monitoring and evaluation; integration into the organization’s regular manage-
ment practices; and comprehensively covering activities that are directed at both
individuals and the environment.

Recently, health-promoting prisons and universities have begun to be developed.
Both fit the definition of having defined boundaries and organizational structures
and a clear population group. Health-promoting universities are important because
of their scale in numbers of staff and throughput of students, and their impact on
the local community. A strategy for health-promoting prisons in England aims to
tackle the significant levels of physical and mental ill health in the prison popula-
tion by paying attention to: mental health promotion and well-being; smoking;
healthy eating and nutrition; healthy lifestyles including sex and relationships;
and drug and other substance misuse. Working in partnership with the local health
service this enables access to some of the most vulnerable and socially excluded in
society.

The Health in Prisons Project (www.hipp-europe.org) is another WHO European
network of similar initiatives. The WHO suggest that the successful mechanisms
for sustainable health promotion in other settings will be effective in prisons. It
recommends five key components:

• top management recognition and support;
• a multi-disciplinary group to assess needs, produce overall strategy and

policies, plan and oversee implementation, measure success and revise
policies;

• an implementation framework involving all staff, activities and regimes;
• opportunities to exchange ideas and experiences with others, to cooperate

and to benefit from their experience, both within the prison service and
outside;

• willingness to help develop standards.

The following example describes the approach taken in a prison in England. The
role of Health Development Co-ordinator at Her Majesty’s Prison Kirkham focuses
on the strategy ‘Health Promoting Prisons: a shared approach’ and the associated
Prison Service Order (PSO 3200), which advocate a ‘whole prison approach’ to
health promotion – very much a settings model.
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The priorities within this role were to ensure that health promotion became
everyone’s business, rather than purely a health care issue and to develop some
multi-agency working in the field of health promotion in the prison setting.

An early mapping exercise of health promoting activity was useful in both identify-
ing gaps and unmet needs and in illustrating the range of activity which can be
considered to be health-promoting.

A multi-agency health promotion group has been meeting since August 2003 and a
strategy and action plan has been developed and implemented with initiatives
including a joint PCT/education healthy living course, smoking cessation, review
of menus, new smoking policy, a commissioned health needs and assets survey and
a health promotion fair.

Future plans include a prisoner-led health newsletter, peer health educators, a
diversity week and the implementation of a mental health strategy. Promoting
health in this context also means taking an active role in prison policy, strategy
and working groups such as those for anti-bullying, self-harm, health and safety
and diversity. This goes some way to ensuring that health, in its broadest sense, is
integrated throughout the prison system and structures.

� Activity 12.6

Considering the examples of settings-based health promotion you have read, what
concerns might there be about their implementation? Are they an effective mechanism
to deliver both individual and organizational change? Are there population groups that
might be missed out?

Feedback

As the examples show, there is a danger that settings-based work is limited to a focus
on individual behaviour change, conveniently delivered in a discrete organizational
setting to a captive audience without having longer-term effects on the determinants
of health. There is also concern that the organizational focus of the approach may
exacerbate health inequalities. Children who truant or are excluded from school
may miss out; equally the unemployed or those in small businesses may not be covered
by such schemes.

As key features of success are similar across different settings they should be trans-
ferred to less accessible organizational settings. Also as individuals move between
settings during their daily lives, health promoters should consider how to join up the
learning from implementation of different settings programmes in localities.

Summary

You have learnt how the settings approach emerged, its definition, theory and
practical steps to achieving health promoting settings with regard to well developed
and evaluated health promotion settings. The differences and similarities between
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intersectoral and settings-based work have been considered, and different models
of settings-based work discussed. You have seen that while health promotion
projects within a setting may well be a useful step towards developing the setting to
become health-promoting, they do not constitute what we think of as ‘settings-
based health promotion’. This needs to encompass organizational development
having an impact on policies and practices within the organization, and on the
wider community it serves. There are now recognized standards of practice for
different settings, guidelines and extensive examples from different countries that
all point to the transferability and value of this approach in delivering health
promotion.
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Healthy public policy

Overview

Research has repeatedly demonstrated the importance of social conditions in
influencing the health of individuals and populations. Government policies are
major drivers of social conditions, and of public health and health inequalities.
This chapter considers how government policies – such as housing, transport,
income, education and welfare policies – may contribute to health, and gives
examples of how they may reduce, and sometimes increase, health inequalities.
It also considers the role of health impact assessment (HIA) in making policy
healthier, and discusses how better evidence on healthy public policy can be
obtained.

Learning objectives

After reading this chapter, you will be better able to:

• explain how policy may create the conditions for better, or worse, health
• describe some of the challenges to assembling evidence on healthy public

policy
• give practical examples of how policy may be made more healthy

Key terms

Health inequalities Differences in health experience and health status between countries,
regions and socioeconomic groups.

Social determinants of health Conditions which affect people’s health such as their working
and living environments, income, social networks and social position.

Social determinants of health

Public health policy in many countries is increasingly concerned with health
inequalities. While population health is often improving, there are systematic dif-
ferences between the most and least advantaged in terms of their health. The
reasons for these health inequalities are widely accepted to lie predominantly
‘upstream’ rather than ‘downstream’; that is, in the social determinants of health
such as public policies, and people’s social and economic circumstances rather
than in individual risk factors, such as smoking or physical inactivity. The social
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determinants which are seen as most important vary from country to country (and
from author to author) but some of the major determinants include:

• The social gradient: people further down the social ladder usually run at least
twice the risk of serious illness and premature death as those near the top.

• Social exclusion: results from racism, discrimination, stigmatization, hostility
and unemployment. These processes prevent people from participating in
education or training, and gaining access to services and citizenship activities.

• Work: in general, having a job is better for health than having no job. But the
social organization of work, management styles and social relationships in
the workplace all matter for health.

• Unemployment: job security increases health, well-being and job satisfaction.
Higher rates of unemployment cause more illness and premature death.

• Social support: social support helps give people the emotional and practical
resources they need.

• Diet: social and economic conditions result in a social gradient in diet quality
that contributes to health inequalities. People on low incomes, such as young
families, elderly people and the unemployed, are least able to eat well.

• Transport: healthy transport means less driving and more walking and cycling,
backed up by better public transport (adapted from Wilkinson and Marmot
2003).

� Activity 13.1

What social determinants – other than those mentioned above – are likely to affect
health? Are there particular government policies (outside of the health sector) that
you can think of in your own country that have the potential to improve health or to
harm it?

Feedback

The list of social determinants above is not exhaustive and there may be specific
government policies which are likely to affect health. Policies influencing tobacco use –
such as restrictions on smuggling and taxes – may be one example, though as we shall
see below these may not work as expected. Some important social determinants have
received little attention, such as peace and war, and there are international policies
and agreements which have the potential to affect health, such as international trade
agreements, which will also be discussed later.

Interest in the social determinants of health can be traced to the 1970s, when social
researchers became increasingly critical of the narrow focus of public health
research, which seemed to concentrate on disease processes and health care inter-
ventions, rather than on the role of the wider social and physical environment. In
terms of advocating the potential of public policy as a tool for health promotion,
Nancy Milio’s book Promoting Health through Public Policy (1981) is often heralded
as an important milestone and in 1986, using policy to promote health was taken
up in the Ottawa Charter: ‘Health promotion goes beyond health care. It puts
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health on the agenda of policy makers in all sectors and at all levels, directing
them to be aware of the health consequences of their decisions and to accept their
responsibilities for health’ (WHO 1986).

Nearly 25 years later, in 2005, the Bangkok Charter emphasized again that health
is the business of all sectors: ‘Health determines socio-economic and political
development. Therefore governments at all levels must tackle poor health and
inequalities as a matter of urgency . . . Responsibility to address the determinants
of health rests with the whole of government, and depends upon actions by many
sectors as well as the health sector’ (WHO 2005).

The idea that the health of the public can be affected, intentionally or otherwise,
by the actions of planners or policy-makers is of course not unique to the twentieth
century. Concern about social class gradients in health, and how these may be
produced (and ameliorated), goes back centuries, at least to statistical investiga-
tions of the social patterning of mortality carried out in the seventeenth century. In
1842, Edwin Chadwick made clear the need for government to take responsibility
for improving the living conditions of the poor in Victorian England. As well
as documenting appalling living conditions, his report pointed to extensive
inequalities in health between urban and rural dwellers. This helped create the
conditions that led to the Public Health Act of 1848, which resulted in improve-
ments in sanitation, sewerage and public administration. Chadwick’s work
emphasized the impact of poor living conditions on life expectancy, and drew on
comparative international data, an approach still common among public health
researchers today. He went on to detail the public savings that improvements in
sanitation would produce. Like the Bangkok and Ottawa Charters, Chadwick’s
report recognized that the relationship between health and socioeconomic devel-
opment is reciprocal: not only do social conditions promote health, but health is
the bedrock on which social and economic development occurs. Chadwick’s
themes, of equity, the role of public policy and the potential cost-effectiveness of
public health measures, have clear echoes in modern reports (e.g. Wanless 2004).

In the UK, the recent ‘Programme for Action on Health Inequalities’ (Department
of Health 2003) gives some specific examples of how policy and cross-sectoral
intervention can aim to reduce health inequalities. It points to examples of
major cross-government programmes intended to target health inequalities, not-
ably the Sure Start programme for children under 5 years living in disadvantaged
areas, the Neighbourhood Renewal programmes and the UK Fuel Poverty Strategy.
Before the Sure Start programme was rolled out, research evidence on the kinds of
interventions which might make a difference was gathered. This was probably one
of the most comprehensive attempts in the UK to use research evidence in rolling
out a government programme.

The Programme for Action also emphasizes that health care organizations have an
important role in improving public health and tackling health inequalities. The UK
National Health Service (NHS), for example, has a key role to play in reducing
inequalities in health resulting from injuries and illnesses where effective inter-
ventions can improve recovery and save lives. However, the general consensus for
some decades has been that the greatest contribution to the health of the public is
likely to come from developing healthy public policy, rather than from health policies
and health services alone.
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The unintended negative effects of public policies

One of the key concerns about public policy is the potential for unintended nega-
tive effects on health, and in particular the possibility that well-intentioned
policies may unwittingly increase inequalities in health by having a greater impact
on the better off. Health education is one often-cited example; it is argued that
the generally better educated middle-classes are likely to benefit more from the
provision of health information to a population and so provision of information in
this way may actually risk increasing health inequalities (Wanless 2004).

Policies to control smoking are another example. Tobacco control policies in the
UK since the 1970s have been accompanied by widening gaps between manual and
non-manual socioeconomic groups. It is therefore essential that interventions to
prevent the uptake of smoking, or to promote smoking cessation, are effective
among disadvantaged groups, and do not contribute to a continuing widening
of inequalities. Current approaches to reducing smoking tend to concentrate on
the target of reducing overall tobacco consumption, rather than addressing the
persistently large gap between smoking rates in higher and lower socioeconomic
groups.

Taxes on cigarettes are often seen as an important means of controlling smoking,
but a government commissioned report on public health in the UK (Wanless
2004) has examined how taxes and subsidies might be used by government more
generally as levers to improve health. One example given by Wanless is the
taxation of potentially unhealthy foods. Increasing the tax on foods with high
levels of salt and fat might be used in an attempt to reduce their consumption.
However he warned that whether or not such benefits would materialize in practice
depends on two factors. First, there is not usually a simple relationship between
one type of food and health outcomes, so it is not clear that simply taxing fatty
foods would lower obesity or reduce rates of coronary disease. Second, consumers
and producers would find ways to avoid new taxes in ways that do not necessarily
promote healthier behaviour. We know in the case of cigarettes that taxation often
results in tobacco smuggling, so cheap cigarettes remain available. As an alternative
to taxes, subsidies can be used to promote health behaviours but these too can
contribute to the creation of inequalities as an example from the Wanless Report
(2004) illustrates:

Given the positive externalities associated with physical exercise, it could be
argued that gyms should be subsidised. Though there is a case for government
intervention to support physical activity, a simple gym subsidy is likely to be
ineffective and inequitable because:

• subsidising gym fees, which are typically charged on a monthly basis and are
not related to the amount of exercise undertaken, could encourage gym
membership without actually encouraging exercise;

• much of the subsidy would go to people who are already going to a gym or are
likely to do so – the people who tend to be healthier; and

• gym membership is more prevalent in the more healthy middle-classes, and
gyms are not found in all locations, so the subsidy will tend to assist certain
healthier sections of society more, increasing health inequalities.

Inequalities are also a concern of the UK White Paper Choosing Health: Making
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Healthy Choices Easier (Department of Health 2004). This White Paper looks
forward to a society ‘where more people, particularly those in disadvantaged
groups or areas, are encouraged and enabled to make healthier choices’, and
describes how the government will have discussions with the food industry to
ensure clearer labelling of packaged food, along with increasing provision of
information on diet and nutrition. However, this move toward promoting choice
has been seen by some as a retrograde step; after all, as described above, health
education messages promoting individual choice may be taken up more readily by
those who are well off, and well educated. From this perspective, a potentially
healthy public policy – promoting individual choice through providing more and
better information – may actually fail to support the most vulnerable groups in
society. Choosing Health does however include examples of healthy public policies
which support the development of healthy environments and thus may be pro-
tective of public health. For example, it commits the government to a comprehen-
sive and effective strategy for action to restrict the advertising and promotion to
children of foods and drinks that are high in fat, salt and sugar.

These examples illustrate several of the characteristics of healthy public policies:
they should contribute to the creation of environments which are protective of
the health of individuals and communities but they should not inadvertently
cause harm to the public’s health nor should they contribute to the creation or
exacerbation of existing health inequalities. The need to identify whether policies
are likely to be healthy or unhealthy, and to help policy-makers avoid some of the
above pitfalls, led to the development of the field of health impact assessment,
which is discussed below.

The role of health impact assessment

Health impact assessment (HIA) is an approach which aims to help with the identi-
fication of policies or other social interventions that have the potential to harm
population health. HIA developed from a concern that major public policies
could have negative health effects. The importance of HIA has been emphasized in
successive World Health Organization (WHO) and European Union (EU) policy
documents and in the UK has been advocated as a key means of addressing health
inequalities. Although the range of activities described as HIA is broad, it is now
taken to describe ‘the prospective estimation of potential impacts of a proposed
policy or programme on a population’s health, or any combination of procedures
or methods by which a proposed policy or programme may be judged as to the
effects it may have on the health of a population’ (Kemm and Parry 2004).

Broadly, HIA involves two key stages:

• Screening, in which policies, programmes or projects are assessed to determine
whether they may have a health impact, and what type of impact. This may be
done on the basis of expert knowledge and available evidence (Kemm and Parry
2004).

• Scoping, in which further information is sought on the potential direct and
indirect health effects of the proposed policy, and in which the methods,
resources, participants and the timeframe for the further HIA process are
assessed.
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These stages will then reveal the need for further work – for example, a rapid health
impact appraisal, which is a systematic assessment of the health impact of a policy,
programme or project by a number of experts, decision-makers and representatives
of those potentially affected by the proposed policy. Alternatively, a health impact
analysis may also be carried out, which is an in-depth examination of a policy,
programme or project, its potential impact on health and of the opportunities for
adjusting the policy, programme or project to ensure a more positive impact on
health. Finally, where an in-depth analysis is not possible, a health impact review
may be carried out, which aims to estimate the most significant health impacts
on health of the policy, without attempting a detailed investigation of specific
individual impacts on sub-groups. This may be based on a review of earlier
published analyses of similar policies (where they exist), along with consultations
with experts.

HIA has grown rapidly as a possible means for assessing the impact of policies on
health inequalities and making public policy healthier. Numerous HIAs have now
been published, and methods are subject to constant revision (e.g. Kemm and Parry
2004). However, whether HIA really succeeds in achieving healthy public policy
in practice may be difficult to determine. Greater emphasis needs to be placed
on the use of robust qualitative and quantitative approaches in HIA – including
epidemiological techniques.

It is worth noting here that national policies are not the only driver of
health inequalities. Labonte (2001) for example has described how inter-
national agreements to promote free trade between countries can contribute to
inequalities:

There is little doubt the World Trade Organisation (WTO), and its growing
number of trade, investment and ‘trade-related’ agreements, further circum-
scribes the abilities of governments to pursue health and social development
goals via economic policy variables . . . Both the EU and the US have threatened
to use the WTO TBT (Technical Barriers to Trade) Agreement to prevent Japan
from implementing legislation on automobile emissions as part of its Kyoto
commitments . . . Part of the problem is that liberalisation is unequally practised.
Wealthy nations remain protectionist in areas where it benefits their interests
while demanding open markets where it harms only poorer nations.

� Activity 13.2

The EU Common Agricultural Policy (CAP) is often cited as an example of how
European food policy can affect public health. The CAP was established to deal with
food shortages after the Second World War by promoting intensive farming, support-
ing rural economies and maintaining standards of living for rural communities (e.g. by
maintaining prices for fruit and vegetables and protecting farmers from competition
by taxing imports). How might measures such as these affect diet, health and health
inequalities?
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Feedback

Maintaining high prices for fruit and vegetables penalizes low-income consumers, and
so could be regarded as an obstacle to equity. Also there are negative impacts on health
of tobacco subsidies. One result of this over-production has been the export of low
quality, high-tar tobacco (at the EU’s expense) to less affluent countries, including many
of the EU’s neighbours in central and eastern Europe, which is both unethical and
inequitable.

Evidence-based public policy

In the UK, the growth in HIA came during a period of great interest in evidence-
based public policy (EBPP). At the core of EBPP is a demand that public policies
should be developed, refined and implemented on the basis of sound scientific
research. This emphasis on the importance of ‘hard evidence’ reflects a growing
consensus that social policies and interventions should be based on robust
evidence of ‘what works’, rather than on past practice, or received wisdom.
Much public health decision-making and health promotion practice is based on
plausibility, politics and timeliness, rather than on research.

There is a need to systematically review the evidence base about wider deter-
minants of health and health inequalities, including government policies (e.g.
Wanless 2004). There are, however, undoubted barriers to the instrumental use of
evidence to support policy-making in this fashion. One is that the availability of
robust evidence of effectiveness in many areas of public policy is often low. Quite
often evidence on ‘what works’ is simply missing, most particularly evidence on
health inequalities. Policy-makers themselves have pointed out that much of the
current evidence on health inequalities available to them simply does not answer
policy-relevant questions, in particular with respect to ‘upstream’ interventions
relating to the broader social determinants of health (e.g. education, income,
employment policies) (Petticrew et al. 2004). The most obvious gaps are those
caused by the relative lack of evaluations of the effectiveness and cost-effectiveness
of policy and other interventions.

� Activity 13.3

What other types of research evidence are needed to support healthy public policy-
making?

Feedback

Much of the evidence that is available to us is descriptive, such as observational studies.
These describe the extent of health problems in the population and indicate where
action is needed. Policy-makers themselves have pointed to the lack of quantitative
outcome evaluations. However, this is not the only sort of research they perceive to be
necessary; they also point to the need for predictive research (e.g. the development of
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predictive models exploring the costs and benefits of different policy options), for
methodological research on the means of assessing the impact on health of clusters
of interventions (‘policy clustering’) and for better qualitative evidence of the impacts
of policies (Petticrew et al. 2004).

These criticisms provide some practical pointers for those interested in helping policy-
makers develop healthy public policy. The first is that, in the absence of evaluative
evidence, a wider evidence base needs to be drawn upon. Healthy public policy requires
the integration of evidence from evaluations of interventions (where possible), but
also descriptive epidemiological evidence – describing the relationship between
determinants of health and health outcomes – and this needs to be informed by
theoretical frameworks, describing plausible causal pathways between policies and their
outcomes.

In policy circles different types of experimental and non-experimental evidence
are often brought to bear on policy questions, and so it has been suggested that a
priority for researchers should be to help policy-makers with managing this ‘mixed
economy’ of evidence. The challenge of course is that a decision is not based on
evidence alone; research provides only one source of support for policy. Nutley
et al. (2002) warn that:

simple and unproblematic models of EBPP – where evidence is created by
research experts and drawn on as necessary by policy makers and practitioners –
fail as either accurate descriptions or effective prescriptions. The relationships
between research, knowledge, policy and practice are always likely to remain
loose, shifting and contingent.

Moreover, not all policy decisions may require the same level of scrutiny of the
evidence; minor policy decisions may be handled incrementally (sometimes
referred to as ‘muddling through’) where only minor changes to policy take place,
while the more consequential decisions are handled through ‘mixed scanning’,
where a range of policy options are scanned and then further work to acquire and
analyse relevant information takes place, focusing only on the more consequential
policy options.

Nutley et al. (2002) suggest that the rational introduction of research evidence into
the policy-making process is rare; modern policy-making is more often represented
by interactive, enlightenment, political and tactical models of evidence use. They
suggest six models of research utilization:

• the knowledge-driven model: research generates knowledge that impels action;
• the problem-solving (or engineering) model: involves the direct application of the

results of a specific study to a pending decision;
• the interactive/ social interaction model: utilization occurs as a result of a complex

set of interactions between researchers and users which ensures that they are
exposed to each other’s worlds and needs;

• the enlightenment (or percolation) model: research is more likely to be used through
the gradual ‘sedimentation’ of insight, theories, concepts and perspectives;

• the political model: research findings are ammunition in an adversarial system of
policy-making;
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• the tactical model: research is used when there is pressure for action to be
taken on an issue, and policy-makers respond by announcing that they have
commissioned a research study on the matter.

Implicit in most of the models is the assumption that research-based evidence
will actually be available; that is, it will exist in a recognizable, digestible and
meaningful form, and that it can be located and brought to bear on decisions about
how to tackle major public health challenges (such as health inequalities). This
task is often far from straightforward however, and the challenges in collecting and
synthesizing evidence to support healthy public policy can be illustrated by an
example from the field of transport.

Healthy transport policy

Transport may have a major impact on population health and on health
inequalities. Although there is a general emphasis within public health research on
negative impacts associated with motorized road vehicles, wider public health
impacts may be anticipated. These include community severance, such as reduced
access to local amenities and disruption of social networks caused by a major road
running through the community, along with social inequalities and increased
disturbance among residents. Transport, however, is an essential part of people’s
lives, granting access and convenience that may improve well-being. This may
help explain why, despite the harmful effects associated with automobiles, car
ownership has been suggested in some cases to be beneficial to the owner’s health.
Meanwhile, physically active forms of transport, such as walking and cycling, are
widely assumed to promote fitness and health, but less evidence is available on
how a greater reliance on physically active transportation might affect people’s
risk of personal injury or their access to amenities. As transport issues, particularly
road transport, often invoke strongly polarized views among health researchers,
systematic reviews are valuable in providing a more objective method of research
synthesis that aims to limit the effects of personal bias.

One systematic review has considered this issue (Egan et al. 2003). This review was
based on 32 primary studies and included any study that attempted to evaluate the
health impacts of opening one or more new roads on a population in a developed
country. The population could be vehicle users, pedestrians and/or residents, and
the health measures could include specific physical or mental health outcomes, or
more general measures of personal well-being, such as satisfaction with the area or
disturbance. The review found that new urban arterial roads tended not to affect
significantly the incidence of accidents involving injury, although the adding of
a new lane to an existing arterial road, along with intersection improvements,
did reduce injuries. New urban arterial roads increased noise disturbance and
community severance in local communities. Findings from a qualitative study
suggested that residents may attempt to adapt to the increased disturbance by
changing aspects of their behaviour, their home environment or their attitude to
the increased traffic. However, the quantitative studies suggested that such forms
of adaptation tended to have relatively little impact on residents’ subjective
experience of disturbance, and that disturbance could still be detected among
residents at least three years after the opening of a new road. Opening out-of-town
bypasses and other major roads and motorways going through rural areas reduced
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the incidence of injury accidents on main routes in those areas. Bypasses reduced
disturbance among residents of bypassed towns, especially small towns, but there
was some evidence that outside such towns, people living near the route of a new
bypass experienced adverse effects.

Considering the evidence in this way can provide an objective assessment of the
positive and negative impacts of public policies on health, but, in this review,
evidence with respect to the effects of new road building on health inequalities was
lacking. This is a common finding and is perhaps the greatest challenge to the
production of evidence to tackle health inequalities. Jackson and Waters (2004)
have indicated that systematic reviews have generally adopted a utilitarian focus:
trying to identify interventions that will achieve the greatest health gains for the
greatest number of patients or populations. Primary research is subject to a similar
‘utilitarian bias’; for example, primary studies of the effects of tobacco control
interventions (such as public policies) tend not to analyse the effects of those inter-
ventions by markers of social position (Ogilvie and Petticrew 2004). This may
be due to a lack of understanding of the difference between the determinants
of health and the determinants of inequalities in health, and how they may be
created and reduced.

� Activity 13.4

Advocating healthy public policy is easy, but specifying exactly how specific policies
can be made healthier is difficult. Given what we know about the social determinants of
health, what policy measures might be taken to improve health?

Feedback

Health may be improved through housing, neighbourhood renewal, environmental and
education benefits, and transport policies. Earlier examples given in this chapter point
to public policies on smoking control as having the potential for both positive and
negative effects, and the use of HIA has also been advocated as one possible route for
accentuating the positive effects and mitigating the negative effects of policies.

As for knowing whether these measures have the desired effects, finding evidence of
the effectiveness of policies in improving health and reducing inequalities is usually
challenging, as there are still relatively few evaluations of the outcomes of policies, and
so decisions about the ways in which policies can be changed to improve health may
often be based on theoretical frameworks describing the determinants of health,
descriptive evidence and considerations of social justice, as much as on evidence of
‘what works’.

Summary

This chapter has outlined some of the ways in which public health can be
improved through policies and other influences from outside the health sector.
It has also considered some of the barriers to healthy public policy – not least that
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in some cases international agreements and policies may have an important influ-
ence on public health. Evidence-based policy-making was introduced as a way of
gathering better evidence on the health effects of policies, though it was acknow-
ledged that the linkage between evidence and policy can be complicated. For
researchers seeking to introduce better evidence of the health effects of public
policies into policy development, the development of networks and cultivation of
relationships between public health practitioners, advocates and policy-makers is
a means of providing durable opportunities to influence the policy process.

Achieving healthy public policy clearly requires better evidence of the effects –
positive and negative – of non-health sector policies, and of their distributional
effects, but it also requires closer relationships between research and policy than is
sometimes the norm and than both communities are sometimes comfortable with.
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Project planning and
budgeting

Overview

Successful delivery of health promotion requires sound project management from
planning through implementation to completion. In this chapter you will explore
the different tasks involved in project management and how to undertake these
tasks. In doing so, you will also learn about the importance of proper budgeting
and budget monitoring and how to go about this.

Learning objectives

After reading this chapter, you will be better able to:

• describe the key tasks involved in effective project management
• use different tools to facilitate project management
• develop SMART objectives
• prepare a project budget and monitor this

Key terms

Plan A time-limited document describing programmes, strategies and projects and how they
relate to each other.

Strategy A plan informed by evidence, values and theories that sets global and specific aims and
describes how these will be achieved.

Why is project management important for health promotion projects?

A project management approach tends to be most closely associated with industry
but it is particularly relevant to health promotion programmes and interventions
for a number of reasons.

First, as discussed in Chapter 1, effective health promotion requires a multi-levelled
or programmatic approach. This means that a health promotion programme will
involve the interaction and interdependence of several projects. Unless each of
these projects is well managed, the success of the other projects and the programme
as a whole will be jeopardized.

Second, health promotion requires the involvement of many different participants
and stakeholders. On a practical level, the success of the project will require input
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from individuals and agencies with relevant expertise and experience at the plan-
ning stage and throughout implementation. On an ethical level, potential users
and beneficiaries of a project should be involved in decision-making. For this
involvement to be meaningful it needs to be planned and managed to ensure the
right people and agencies are involved at the right time.

Third, health promotion involves the investment of substantial sums of public
money and remains an often controversial area. Health promotion agencies must
ensure that this funding is used for the purposes for which it was allocated, that
value for money is obtained and that money is properly accounted for. This
requires proper budgeting and budget monitoring.

Fourth, health promotion involves an ethical imperative to be explicit about the
rationale for an intervention and the assumptions, values and principles on which
it is based (Speller 1998). This imperative can only be met if there is a clear and
transparent process for developing and implementing projects.

Finally, the increased emphasis on evidence-based practice within health pro-
motion means that it is important to show if the project successfully met its aims
and objectives. This means the aims and objectives of a project need to be defined
from the start.

A practical guide to project management

There are many different theoretical and technical approaches to project planning
and management. These include logical frameworks, the precede-proceed model,
the public health decision-making model (PABCAR) and the community organiza-
tion model (Tones and Green 2004).

This chapter does not seek to explain these approaches in detail. Rather it offers a
practical guide to project management that incorporates the main features shared
by many of these project management models. In doing so it breaks the process of
project management into three main stages:

• planning the project;
• implementing the project;
• completing the project.

Each of these stages is further broken down into a series of tasks. These tasks are
described here in the order in which they usually follow on from each other, but
several of them will need to be carried out simultaneously. Indeed some of the tasks
will continue throughout the process of managing the project. Others will need to
be revisited depending on the project’s progress. In addition, the process of project
management will need to be adapted to each project and will depend on different
factors, including the size and complexity of the project, the capacity of the
implementing agencies, the amount of funding, the number of different stake-
holders and the impetus for developing the project. This means there is no ‘one size
fits all’ model for project management.

192 Delivery and reflection



 

Page 193

Page 193

Planning the project

Task 1: identifying the need that the project will address

The first stage is usually to identify the ‘need’ that the project seeks to address. In
Chapter 2 you learnt about the different types of need (normative, comparative,
felt and expressed) and the different methods for undertaking needs assessment.
Before you can proceed to formulate the project’s aims and objectives, you need to
be clear about what needs the project seeks to address.

When you have identified the need you can go on to review evidence on how
previous interventions have been used to meet similar needs. As discussed in
Chapter 3, different methods may be effective in different settings and with
different groups. In short, it is not possible to say some methods are ‘effective’ and
others ‘ineffective’.

Identifying need also involves an ethical dimension. Health promotion practi-
tioners may experience a dilemma or tension between autonomy (the right to
individual self-determination) and justice (fairness and equity). Inevitably there
will be some situations where the former will need to be compromised for the
latter. A classic example would be anti-smoking programmes which limit the right
of individuals to smoke in certain places to protect the health of others. It is also
important to avoid ideological or value-laden judgements about health need. A
health promotion should not seek to influence behaviour because it is perceived as
‘bad’, but because of its negative impact on health. The best way to avoid such
judgements is to be explicit about the need identified, whose need it is and why it is
considered to require intervention.

Task 2: stakeholder analysis and engagement

Individuals and agencies that have an interest in a project are often called stake-
holders. Stakeholders can be divided into three types (Tones and Green 2004):

• primary stakeholders: potential beneficiaries of the project;
• secondary stakeholders: those who may be involved in the project’s delivery;
• key stakeholders: without whom the project cannot go ahead.

Ethically, it is essential that you engage with people who may be affected by the
project at an early stage in development. Potential beneficiaries should ideally be
involved in both designing and implementing a project which aspires to meet their
needs.

After identifying agencies, groups and individuals who are potential stakeholders,
the next step is to consider what they can potentially contribute to the project and
how they can be actively engaged. The way you do this will depend on who they
are and the nature of their interest in the project. Forms of stakeholder involve-
ment include planning workshops, user-participation events and partnership
forums. Stakeholders will need accessible information and facilitation for their
participation to be meaningful. This should include information on the evidence
base. Engagement with stakeholders takes time and needs to continue throughout
the duration of the project.
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� Activity 14.1

Imagine you are involved in a project to improve the sexual health of teenage girls.
Think about who the stakeholders may be and divide these into primary, secondary and
key stakeholders.

Feedback

You should have included beneficiaries and organizations currently working with these
beneficiaries, statutory agencies and funders. You should also consider whether there
are agencies or individuals that might oppose the project.

Task 3: building a project team

Increasingly, projects are delivered by partnerships made up of organizations from
different sectors. Organizations and sectors have different ways of working and
individuals have priorities and commitments to their own organizations. There-
fore, it is important to build commitment to, and a shared understanding of,
the project among those involved. One way of doing this is to develop a project
team made up of the key individuals from the stakeholder organizations. The
project team should ideally work together to plan the project and individual
members of the team may be responsible for implementing specific components of
the project.

Complex or large projects may also require a project management or steering
group. These will usually include the senior managers of the organizations
involved in the project and can also include representatives of other stakeholders,
such as beneficiaries. The role of a project management or steering group is to
oversee the project’s progress, provide accountability and bring senior commit-
ment. Generally, the group meets regularly throughout a project’s implementa-
tion. It approves the project plan and budget and any subsequent amendments.
Although establishing such a group may seem like introducing an unnecessary
layer of bureaucracy, it can be a useful way of avoiding conflict where there are
complex interactions of agencies.

In many cases, a project comes from an idea at a multi-agency meeting. It may be
discussed in several forums and different organizations may sponsor research into
needs, a feasibility study and participation events. But before project implementa-
tion can commence, a decision should be taken as to who is the lead agency. This
does not imply the lead agency must find all the required resources or take all the
responsibility. However, to ensure good coordination, one agency must take
responsibility for project management.

When the lead agency has been established, an individual from that agency should
be assigned the role of project manager. The role of the project manager is crucial
to the success of a project. This person coordinates the project, collates and dis-
seminates information on progress, brings together the project team and/or
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project management or steering group. The work involved in being the project
manager is commensurate with the size and complexity of the project but it is
essential that the project manager has sufficient time and resources to carry out the
role. For this reason, the function and responsibility should be included in that
individual’s formal work plan.

Developing a project team also requires capacity-building. Capacity-building is
action to ensure the necessary resources, expertise and commitment exist for the
project’s successful implementation. It may include training for members of the
project team and staff in partner organizations on the skills needed to implement
the part of the project they are involved in. It could also involve team-building
for the project management or steering group to build understanding of and com-
mitment to the project. Capacity-building is also essential for the sustainability of
the project.

If you need additional skills or capacity to implement the project, you may need to
recruit new employees. When recruiting new employees it is important to be clear
about what the overall role of the new staff member(s) will be and how this relates
to the project’s aims, what specific tasks they will be required to undertake and how
they will be managed and supported. This should be laid out in a job description.
You also need to develop a person specification that describes the skills, qualifica-
tions and experience the new staff member(s) will need to have to carry out the job
successfully. To get the right person for the job, it is essential you develop a job
description and person specification before you begin recruitment. Recruitment
should be undertaken in such a way that all potential candidates are given equal
opportunities.

Task 4: defining the aims and objectives

Overall health promotion aims are usually broad and achievable only by an overall
programme rather than by one project alone. For example, the overall aim of
a healthy eating programme might be to bring about reductions in childhood
obesity. The aim for a project making up one element of this programme, such as a
school-based nutrition education project, might be ‘to contribute to the reduction
of childhood obesity’. A project may have one or two aims. However, to ensure
sufficient focus for the project to be effective it is not likely that it will have more
than two. A second aim for the project we are using as an example might be to
bring about improvements in knowledge about healthy eating among young
people in schools.

The objectives should be specific to the project and should set out the concrete
outputs of the project. A simple way of thinking about clear objectives is the
SMART model. This stands for:

• specific: with clear, defined outputs;
• measurable: you will be able to know when you have achieved these outputs;
• agreed: the outputs are agreed in advance;
• realistic: the outputs are not dependent on other factors that are unlikely to

happen;
• time-limited: the outputs will happen within a set time.
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An example of an objective for a healthy eating at schools project could be ‘1000
children participating in a healthy eating programme in the first year of the
project’.

Objectives should contribute directly to the achievement of project aims. A
common error in developing objectives is to lose sight of the aims. The link
between the aims and the objectives is subject to your invention logic. To return
to the example of healthy eating in schools, if you aim to reduce childhood
obesity and one of your objectives is to have 1000 children participating in
this programme, you need to be clear that healthy eating at school is likely to
impact on childhood obesity. To ensure the objectives will contribute to the
achievement of the aims, you will need to use your research on the evidence of how
previous interventions have worked in similar settings and with similar groups, as
discussed in Chapter 3.

� Activity 14.2

Imagine you are working in an organization that has identified a high prevalence of
cardiovascular disease among south Asian communities in London and you are develop-
ing a project to address this. Suggest some draft aims and objectives for the project.

Feedback

You should have reflected on what you have learnt about the difference between a
programme aim and a project aim and the difference between an aim and an objective.
You need to be clear about how your objectives will contribute to your aim(s) and
ensure your objectives are SMART.

Task 5: planning the project’s activities

After you have decided on aims and objectives, you need to define the activities
that will achieve the objectives. You should include important project manage-
ment activities, such as the preparation of an interim report for funders. You need
to set a timescale for these activities. In doing so, you should remember that some
activities will be dependent on the completion of others. It is important to be clear
about the interdependence of project activities at this stage because, if one activity
is delayed, it may result in the delay of other activities. When you have defined the
activities, you need to set ‘milestones’ for the project. Milestones signal the com-
pletion of key activities that indicate progress in the project. They enable you to see
easily if the project is, or isn’t, on track. A chronogram is a clear way of presenting
the project activities and milestones (see Figure 14.1).

When setting a timetable for project activities, you should consider if it is impor-
tant to include some ‘early wins’. Early wins are visible successes at the start of a
project that will build commitment to the project from stakeholders.
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You need to assign responsibilities for the project activities to the relevant members
of the project team, which should ideally be integrated into their work plans to
ensure they happen. When developing a work plan it is also important to consider
whether the staff member may require any professional development to meet the
objectives and to include the method and timescale for meeting these development
needs in the work plan.

When planning the project activities, it is essential you include the evaluation of
the project. You need to decide what evaluation questions you will seek to answer,
what methods you will use and what information you will need. You cannot leave
it until the project has started to decide what type of evaluation you will do as by
then it may be too late to collect the necessary information. Chapter 15 discusses
project evaluations in more detail.

As part of defining the project activities, you need to think about how you will
ensure the quality of the project activities and outcomes. There may be internal or
external quality standards that are applicable to the project. For example, many
agencies have minimum user standards or charters. There may also be legal
requirements regarding informed consent or confidentiality.

The type of project monitoring you intend to undertake should also be determined
at this stage. Project monitoring information will be required to check the progress
of the project and to ensure compliance with applicable quality standards.
Monitoring should focus on assessing whether the really key activities are occur-
ring. Data from monitoring may also be used in the overall evaluation of the pro-
ject. You must be clear about how monitoring information will be collected, who
will collect it and who will review it before the implementation of the project
proceeds.

You also need to consider what the exit strategy for the project will be. It may
be that the nature of the project means that it will come to a definite end at a
particular point – for example, if the project is to undertake a piece of research.
Alternatively, the project may involve the establishment of a service that will need
to be sustained. You need to identify actions you must take to ensure the sustain-
ability of the project at this stage. These could include seeking funding, handing
over the project to a different agency or building in income generation.

� Activity 14.3

Based on the aims and objectives you developed in Activity 14.2:

1 Prepare a chronogram of the activities that will achieve the aims and objectives and
develop milestones.

2 Develop three ‘early wins’ for the project.

Feedback

1 You should have: thought about the activities that will be necessary to ensure you
meet each of the objectives; decided what order they need to occur in; identified which
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activities are dependent on the completion of other activities; and then developed your
milestones.

2 Early wins are visible successes at the start of a project that will build commitment
to the project from stakeholders. Some stakeholders may already be committed to the
project from its inception but others may require more visible proof of the project’s
worth before they will commit to it. Some may provide initial commitment but
require an early success to maintain that commitment. You should have thought about
the type of early wins that can secure this commitment.

Task 6: developing a project budget

A budget is a document that shows how much money you need to carry out the
activities required to meet your objectives. It allows you to identify the funding
required and how you are proposing to spend it. The budget also enables you to see
how much you have actually spent compared to how much you planned to spend
and make any necessary adjustments.

A budget breaks down planned expenditure into different categories of expenses
often called budget headings or ‘account codes’. Examples of budget headings
include ‘salaries’, ‘office costs’, ‘training costs’, ‘consultancy fees’ and ‘transport’.
Activities are costed separately in a budget and the cost is put in the relevant budget
heading or account code. Each agency or funder will have its own account codes.
These indicate how the agency breaks down its expenditure in its annual accounts.
Generally speaking, the bigger an agency’s expenditure the more detailed its
account codes will be.

A budget also breaks down planned expenditure into time periods and gives the
total cost. Most budgets divide planned expenditure into financial years. However,
some budgets may be further broken down into quarters or months.

Figure 14.2 provides an example of a simple budget. A budget needs to contain
enough detail for it to be useful in managing the project but not so much detail that
it is unwieldy. It is normally drafted by the project coordinator using information
provided by members of the project team on the components of the project they
will implement. Most organizations have a finance manager who will provide
support, test assumptions and critically appraise the draft budget. The project
management or steering group, or the relevant finance manager or director for the
lead implementing agency, is usually required to approve a draft budget before it
becomes final.

The process for developing a budget varies for agency to agency. Generally, the key
steps are as follows:

• describe the activities required to reach the project’s objectives (see Task 5);
• get information on costs from members of the implementing group or other

experts;
• cost the activities and present these costs in the categories of expenses given as

budget headings or account codes;
• prepare a budget narrative that describes what the figures are based on.

This is very important. Imagine you come to take over the role of project manager
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in the middle of a project. How will you know where the figures come from? You
should:

• include a breakdown of global figures;
• include assumptions about beneficiary numbers and consumption;
• include a assumptions about risks;
• include the basis on which you have estimated costs, for example: ‘4 newsletters

at £5,000 each’; ‘two part-time peer educators at £10,000’ each;
• get finance colleagues to check the draft budget;
• get approval for the draft budget.

The following points are useful tips to help you prepare a budget:

• familiarize yourself with the budget requirements of the funder and lead
implementing agency before you start;

• include provision for inflation and other increases where a project continues
over several years;

• start as early as possible so you have enough time to involve the project team;
• try to get consensus – it is very difficult to manage a budget if some of the people

involved say they never agreed the costs in the budget;
• label different drafts of the budget clearly and if you circulate them to

colleagues, keep track of the master copy;
• do not change costs without consulting the person who gave them to you or

you may find you misunderstood what the costs were based on and are left with
insufficient funding in the budget;

• ask for technical advice – you cannot know what everything costs.

Once you have developed the budget, you need to secure the necessary funding.
Funding may be available from within the overall budget of the lead implementing
agency or from a national government programme of which the project forms part.
Alternatively, it may be necessary to raise money for the project from grant-giving
bodies, commissioning agencies, trusts or partner organizations. Increasingly,
health promotion projects tend to be funded by a variety of different sources with a
single project often receiving funds from government, partner organizations and
trusts.

� Activity 14.4

Imagine you are the project manager for a two-year project focusing on a health
promotion issue of your choice that involves providing training sessions, developing
media advocacy and undertaking research, and which will employ a project manager, a
secretary, two training coordinators and a researcher. Think about the types of costs
that might be involved and design a budget.

Feedback

Reflect on what you have learnt about the purpose of a budget and how it is used. Think
about what level of detail you will need to ensure you can compare actual expenditure
to planned expenditure as the project progresses. Make sure you only group similar
types of expenses together – for example, do not combine salary with non-salary costs.
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Decide on and divide the budget into equal time periods. These could be each year or
each quarter. Show the total for the two years clearly. Decide on whether you need to
include an increase in costs in the second year for inflation.

Task 7: identify assumptions and risks

Every project involves making assumptions and taking risks. The important thing
is to understand what these are and to manage them.

Assumptions are factors outside the control of the project that will negatively
impact on the project if they are not met. If an assumption is not met, other action
will need to be taken. This action should be identified in advance. For example, the
availability of healthy food locally is an assumption. If it is not available locally, it
will need to be brought in from further away which may affect the cost of the
project.

A risk is a potential hazard, in effect a critical assumption. If a risk is allowed to
manifest, the success of the project will be threatened. Therefore, action needs to be
taken to minimize risks and this should be built into the project plan. Potential
risks include lack of or withdrawal of funding, insufficient support from key stake-
holders and failure to recruit to a crucial project post. Action to minimize these
risks could include early and ongoing involvement of key stakeholders, including
funders, and working with partner organizations to secure secondments for crucial
posts. If a risk is identified that is likely to be realized because no action can be taken
to minimize it, the project should be redesigned.

� Activity 14.5

Imagine you are working on a project to reduce smoking among teenage girls using
peer education in schools. What might the assumptions and risks be? What action
might you take to minimize the risks?

Feedback

There would be a number of assumptions and risk with such a project. For example, the
project would require the participation of schools and there is a risk that headteachers
may not wish their schools to become involved. This risk could be minimized by early
consultation with headteachers and their inclusion in the project steering group.

Task 8: getting approval for the project plan

Before you proceed with the implementation of the project, you need to get
approval for the project plan. The type of approval you need will depend on where
the funding for the project is coming from, the type of organization that is the lead
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agency and whether the project has a project management or steering group. It
may be necessary to get formal or statutory approvals for the project plan. It is also
important to give stakeholders involved in developing the project plan an
opportunity to feed back on it even if their approval is not formally required.
Stakeholders are much more likely actively to support a project if they feel owner-
ship of it.

Implementing the project

Task 1: undertaking defined activities and monitoring progress

The project manager may be responsible for undertaking many of the project
activities. However, as you have learnt, health promotion programmes are increas-
ingly delivered by partnerships where different individuals and organizations take
responsibility for project activities. A partnership approach to project implementa-
tion can strengthen a project’s capacity, in that the resources of more than one
organization are available. However, it also creates more potential for delay, in that
partner organizations’ capacities and priorities may change and individuals may
move on to new roles.

Therefore, it is very important that the project manager is actively monitoring
progress with the implementation of activities, paying particular attention to those
activities on which others are dependent and the assumptions and risks identified
in the project plan. Line managers of staff members working on the project should
undertake regular performance review meetings with these staff and ensure that
information on any delay or problem identified and action to resolve this is fed
back to the project manager. The project manager should also monitor whether the
assumptions identified in the project plan are proving correct and that the risks
are not being realized. Using a chronogram (see Figure 14.1) and setting milestones
for the project will help monitor progress.

Task 2: collecting information

The project manager and other members of the project team should seek new
information that may be relevant to the project throughout its implementation.
This could include: new research; changes in national priorities or strategies; and
information concerning the failures or successes of similar projects. Information
may come from professional journals, national or local health promotion forums
and visits to other projects.

Task 3: approving expenditure and budget monitoring

The overall financial management of health promotion projects will usually be
the responsibility of the finance department of the lead implementing agency.
However, the project manager is likely to have some specific responsibilities.

One such responsibility is the approval of expenditure related to the project. The
form of this approval varies from organization to organization but usually it is the
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signing off of a written form. Approving an expense involves checking it is
included in the project budget and that it costs no more than the amount provided
for this in the budget. If an expense is incurred which is not provided for in the
project budget or which exceeds budget provision, the budget-holder may need to
get approval from the financial manager to go ahead.

Another financial management responsibility is that of reviewing actual expendi-
ture to date as compared to the budget. This may need to be done quarterly or
annually, depending on the requirements of the lead implementing agency
or funder. It is important to bear in mind that some project expenditure may
occur regularly throughout the project, for example salaries and rent, whereas
other large items of expenditure may occur only once, for example equipment
purchase or building works. If regular or large payments are delayed, it will have
a significant impact on the overall project expenditure. Differences between the
budget and actual expenditure are sometimes known as budget variances or
slippage.

Budget variances can impact on the availability of funds as some funders may offer
funds on the condition that they are spent within a set time period. In addition,
some funders may specify in detail what their funds can be spent on so if one
project activity is delayed, it should not be assumed that funds can be diverted
for another project activity. It is important to check any conditions attached to
funding before implementing the project.

Task 4: making changes to the project plan as necessary

It may be necessary to change the project plan. Changes could include adjustments
to project activities dependent on what is working so far, any new research or
assumptions not being met. Changes could also include amendments to the time-
table because some activities have taken longer than planned so other things
cannot start on time. It may also be necessary to make adjustments regarding
who is responsible for certain activities because of changes in the capacity or com-
mitment or partner agencies, or because new agencies become involved. Finally, it
may be necessary to make revisions to the budget based on changes to costs or as a
result of delays in project activities.

Any changes to the project plan may need to be approved, depending on their size
and importance, and the management structure of the project.

Task 5: reporting progress

The project manager should report regularly on the project’s progress to different
audiences. Progress reporting fulfils a number of different and important functions.
First, it enables the project team to deliver the project activities for which they are
responsible. Second, it provides accountability to the project management or
steering group. Third, it maintains and builds commitment and ownership among
stakeholders. Fourth, it keeps users and potential beneficiaries informed and can
encourage their involvement. Fifth, it shares information on the project’s progress
and lessons learnt to those who could benefit from this, such as those working on
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similar projects. Finally, reporting on and advertising the project’s progress will be
important for its sustainability.

Completing the project

Task 1: evaluating whether the project achieved its objectives

You need to assess to what extent the project has achieved its aims and objectives
it set itself and answer the evaluation questions you set for the project. This is
discussed in more detail in Chapter 15.

Task 2: staff appraisal

Line managers of staff working on the project need to undertake regular per-
formance review meetings with staff throughout the course of the project. Formal
feedback on performance needs to be provided to staff in the form of a staff
appraisal annually and at the completion of the project. Staff members should be
given the opportunity to say how they think they performed as part of the
appraisal. The project manager may be taking on a new role after the completion of
the project. It is essential they undertake staff appraisals before they move on.

Task 3: handing the project over or finishing the project

You should have identified any necessary action to ensure the project’s sustain-
ability when you planned the project’s activities. Depending on the nature of the
project, it may be handed over to another organization for continuation. Handing
over the project will involve inducting the new staff, explaining the management
of premises and taking steps to ensure continuity of service.

Alternatively, if the project was by nature of a fixed term or if it has achieved its
objectives, its purpose may have been achieved and it is now finished. Finishing
a project will itself require some action depending on the nature of the project.
For example, a research project may involve the production and presentation of a
report of the research. Alternatively, finishing a project may necessitate the dis-
posal of assets, terminating staff contracts and making arrangements for other
agencies to take over any residual functions.

Task 4: producing a final project report

The final task of project management will usually be the production of a final
report. A final report may be required by a project funder or the lead implementing
agency, in which case the format of the report will generally be specified. Final
reports usually include the following sections:

• achievements of the project (with reference to the evaluation);
• failures and the reasons for them;
• lessons learnt during the implementation of the project;
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• resources used by the project;
• partner agencies;
• steps taken to complete the project;
• future action identified;
• financial report including a breakdown of expenditure, the source of funding

and an explanation of variances from the budget.

Even if a final report is not formally required, it may be useful to produce one in
order to ensure that the information developed in the course of the project is not
lost when the project manager and others involved move on to different roles.

Summary

A project management approach should improve the efficiency and effectiveness
of health promotion delivery. Project management can be broken down into
project planning, project implementation and project completion. Each of these
stages involves several interrelated tasks.
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Evaluating health promotion

Overview

This chapter considers the evaluation of health promotion, drawing examples from
sexual health. It discusses the importance of evaluation and of setting the right
evaluation questions. It then considers different evaluation designs and methods
of data collection. Finally the chapter identifies some pitfalls to avoid in evaluating
health promotion.

Learning objectives

After reading this chapter, you will be better able to:

• explain the purpose of evaluation and define evaluation questions
• select the best design and methods to answer these questions
• avoid pitfalls in evaluation

Key terms

Evaluation The critical assessment of the value of an activity.

Formative evaluation An evaluation aiming to refine the process by which an intervention is
delivered.

Outcomes measures Change in status as a result of the system processes (in the health services
context, the change in health status as a result of care).

Process The use of resources or the activity within a system.

Summative evaluation An evaluation aiming to establish the value of an intervention.

Defining evaluation questions

Outcomes

Those funding, planning, delivering or receiving health promotion are entitled to
ask questions about these services, the obvious one being, does the intervention
achieve its aims? Most health promotion aims primarily to prevent diseases or
other biological outcomes, some of which, such as obesity, are associated with
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disease, while others, such as teenage pregnancy, are regarded as negative for other
reasons. Some interventions aim to promote health in a positive sense, such as
fitness or autonomy. Whether or not negative outcomes are prevented or positive
outcomes achieved will have important consequences for those experiencing the
intervention and those funding and delivering it. It is therefore important to
identify whether or not interventions are effective, and this cannot be assumed
(Bonell et al. 2003).

Some view health promotion as aiming only to empower individuals to enact the
behaviours that they desire rather than to bring about the behaviours that health
promoters desire. This view is expressed for example in Chapter 1. The logical
corollary of this is that evaluation should focus on whether ‘needs’ (e.g. for infor-
mation or for skills) which are required to enable empowerment are met or not,
rather than whether behaviours change or biological outcomes are influenced. We
would disagree with this approach for two reasons. First, many interventions aim
not to empower but to influence behaviours directly, for example by means such as
tobacco taxes and seatbelt laws, and therefore cannot be assessed in terms of meet-
ing needs. Second, our information on what needs are key to addressing particular
health issues will always be incomplete and may often be inaccurate. If evaluations
only evaluate whether apparent ‘needs’ have been met they will not identify
instances where interventions have successfully met ‘needs’ but have had no
effects on behaviours because the ‘needs’ addressed are not in fact key influences
on behaviour or other ‘needs’ must also be met to influence behaviour.

Processes

Questions may be asked about the process of implementing or receiving an inter-
vention as well as its effectiveness. They can explore why an intervention was
or wasn’t effective and how easy it might be to undertake it in another context.
A process evaluation can ask:

• What does the intervention entail?
• Is the intervention feasible to deliver in a specific setting by a specific

provider?
• Does the intervention reach those it is intended to?
• Is the intervention acceptable to providers, recipients and other stakeholders?
• Is the intervention likely to prove as feasible and acceptable and have as high

coverage in other contexts?

Process evaluations should describe how interventions are planned and imple-
mented in enough detail so that providers elsewhere can judge whether and how to
reproduce the intervention. In many cases, published evaluations provide rigorous
evidence on effectiveness but little information on the intervention itself (Ellis
et al. 2003).

Acceptability is an important criterion of judgement for interventions, not merely
as a predictor of likely effectiveness but in its own terms. Even if an intervention is
effective, it should only be implemented more widely if it is also acceptable to
those receiving it. For example, even if an intervention was found to be effective in
reducing HIV transmission among gay men by criminalizing sex between men, it
would not be acceptable to them and so should not be implemented.
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Although evaluations can explore effectiveness and process together, sometimes
the priority will be to explore intervention process only. For example, with a new
intervention, the priority may be to explore how the intervention can be refined.
An intervention that is not very feasible or acceptable, or which has poor coverage,
is unlikely to be very effective. Evaluations geared towards refinement are termed
‘formative’ evaluations. Once the intervention is refined, an outcome evaluation
can be undertaken. This would be a ‘summative’ evaluation; i.e. establishing
whether or not the intervention is effective. There are numerous cases of inter-
ventions found in outcome evaluations to be ineffective because of problems
with process which could have been solved had the intervention been subject to
preliminary formative evaluation (Elford et al. 2000).

A process-only evaluation might also be required in the case of an intervention
found effective in one or more settings being transferred to a new setting. While
the generalizability of effectiveness of an intervention from one setting to another
can never be guaranteed, those implementing the intervention in the new setting
might decide that if the intervention is found to be feasible, is reaching its targets
and is acceptable in the new setting, then they can be reasonably confident that the
intervention will be effective there as well. They may therefore decide to invest in a
process-only evaluation.

Evaluations examine intervention processes and outcomes in a particular setting.
Unless they can guide work in other settings they are unlikely to be worth the
money invested in them. The overall purpose of evaluation should be to inform the
deployment of feasible, accessible, acceptable and effective (and/or cost-effective)
interventions in new settings in which these effects are likely to be repeated, and
to prevent the deployment of interventions that are ineffective or harmful. To
maximize the extent to which they achieve this, evaluations need to explore how
local contextual factors influenced the feasibility of delivery.

Choosing the best evaluation design

Evaluation design refers to the overall structure and logic of the evaluation. Issues
to be considered include whether evaluations should employ comparison as well as
intervention groups, how participants will be allocated to these, how sampling will
occur and what sorts of measures will be used. Design differs from methods, which
refer to how data are actually collected.

Although the questions set out in the above section are obviously important,
choosing the design that best answers them is not; controversy rages about the
merits of different designs. The following section discusses the main elements of a
rigorous evaluation, first of outcomes then of processes.

Outcome evaluation

Outcome evaluations aim to examine the effects of interventions on recipients.
Interventions should have clear aims with agreed outcomes and evaluations should
if possible involve a comparison group.
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Clear aims and agreed outcomes

If an evaluation is to demonstrate that an intervention has achieved its aims of
preventing or promoting certain negative or positive outcomes, its aims must be
agreed and stated. Funders, providers and potential recipients should have a say in
identifying these aims. Once aims have been set, appropriate outcome measures
can be identified. Outcomes measures are indicators that are used to measure
whether aims have been achieved. An outcome evaluation will measure rates of the
outcomes among those who experience the intervention. Sometimes, especially
in the case of the prevention of relatively uncommon outcomes, proxies for the
outcome are measured, rather than, or in addition to, the outcomes themselves.
For example, a proxy for teenage pregnancy might be sexual debut before age 16
(Wellings et al. 2001). Sometimes biological outcome information will be collected
directly, for example by testing saliva samples for HIV infection. However it is more
common for information about biological or behavioural outcomes to be collected
using questionnaire surveys, which are discussed below.

Evaluators must state what the outcomes are (and how these relate to the inter-
vention aims) before analysis commences and report on all of these outcomes. This
is termed ‘pre-hypothesization’ of outcomes. Evaluators should not merely report
on outcome measures that show a significant positive effect and neglect to report
on those which showed no effect or a negative effect. Nor should evaluators search
their results for any significant positive outcome and report this, even though they
had not stated at outset that they would be examining this particular outcome.
This is known as ‘data-dredging’ and leads to reporting bias.

A comparison group

Effectiveness is relative not absolute. For example, if we found that the rate of
unintended pregnancy among young people who had experienced a sex education
intervention was 20 per 1000, it would be difficult to judge whether the interv-
ention was a success or not. What we need to know is how many unintended
pregnancies there would have been if the intervention had not occurred. This would
still be true if we knew the unintended pregnancy rate before and after the inter-
vention. We might, for example, find that before an intervention the rate of
unintended pregnancies is 10 per 1000 and that, after it, the rate is 20 per 1000.
This might seem to suggest ineffectiveness. However, if we were to learn that
the rate would have risen from 10 to 30 per 1000 had the young people not
experienced the intervention, we might consider the intervention effective.
Ideally, to identify whether or not an intervention is effective, the outcomes
experienced by those receiving the intervention must be compared to similar
people who have not received it.

‘Before and after’ evaluations are not an optimal study design because they
don’t account for changes in outcome measures that arise for reasons other than
the intervention (Oakley 1990). Outcome rates can change because of secular
trends or because of age. In some cases, those accessing an intervention, such as
sexually transmitted infection counselling, are doing so because they are behaving
more riskily than they usually do, and their behaviour then returns to its typical
level for reasons unconnected with the intervention (Stephenson and Imrie
1998).
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Therefore, if possible, outcome evaluations should involve the measurement of
outcomes among an ‘intervention’ group and a ‘comparison’ group, who usually
receive standard care rather than the new intervention. Such designs are ‘experi-
mental’ and sometimes referred to as ‘trials’. Fair comparison of outcomes requires
that the two groups are composed of similar sorts of people, otherwise these other
differences, and not the intervention, might explain differences in outcomes. This
is known as confounding. Although statisticians can adjust for some confounding
effects, these adjustments cannot be perfect and ensuring the comparability of
groups at the outset is preferable.

One way to promote comparability is to use a ‘matched’ comparison design. Here,
efforts are made to identify people’s attributes that may influence outcomes and
ensure that the groups contain similar numbers of people with these attributes. For
instance, groups can be matched on socioeconomic status, HIV prevalence etc. The
problem with this approach is that not all the attributes that influence an outcome
will be known. Many factors can influence people’s actions and it will never be
possible to identify all these. Since groups cannot be matched according to all such
factors, random allocation of people to intervention or to comparison group in a
randomized controlled trial (RCT) is a better way to ensure these groups are similar.
Randomization of enough people distributes factors that influence the outcomes,
known and unknown, equally between intervention and comparison groups
(Gotzsche et al. 1997). Evaluations with comparison groups should report on the
baseline profiles of each, especially in terms of potentially confounding factors, to
check for any significant differences so that if possible these can be adjusted for
statistically.

Some argue it is unethical to use comparison groups in evaluations because par-
ticipants in these groups are denied the intervention. This argument assumes that
the intervention in question would benefit participants. However, if a state of
‘equipoise’ exists, i.e. there is uncertainty about whether participants would benefit
or be harmed by being in one group rather than another, it is ethical to undertake
such an evaluation (Oakley 1990). In order to be ethical, trials need to ensure that
those in comparison groups are not denied care that they otherwise would receive
if they were not involved in a trial.

Health promotion evaluators shouldn’t automatically opt for individual-
randomized trials of the sort generally used in clinical trials, where individuals are
allocated to receive or not receive the intervention in question, without first
considering whether a cluster-randomized trial would be more appropriate. The
latter allocate clusters of people (schools, communities etc.) rather than individuals
to receive an intervention or not. People’s health is influenced by their social and
physical environment as well as by their behaviour and some health promotion
interventions attempt to influence such factors. Even interventions that don’t aim
to bring about ‘environmental’ effects may have ‘added value’ resulting from
whole groups of people interacting in new ways as a result of receiving an inter-
vention. Individual, as opposed to cluster allocation studies, cannot examine such
effects. Cluster-based evaluations are also less affected by ‘contamination’, another
methodological problem that can beset evaluations (Torgerson 2001). Con-
tamination occurs where individuals not allocated to receive the intervention
actually do so indirectly via their contact with people receiving it. Contamination
results in underestimation of intervention effects. Although it can be adjusted
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for statistically, this is imperfect. Cluster evaluations are generally less prone to
contamination because people usually interact less with those from other clusters.

Where randomization is impossible, matched comparison designs are preferable
to studies either that don’t have any comparison groups or those that involve
an unmatched comparison group. Where interventions, such as mass media
campaigns, can only be provided across entire populations, comparison groups
cannot be set up and the only option is to undertake an observational ‘before and
after’ evaluation.

All outcome evaluations, whether ‘before and after’ or comparative, require quanti-
tative data on outcomes to be collected from fairly large samples of people to
maximize the likelihood that any apparent differences either between baseline and
follow-up measures, or between intervention and comparison group measures,
aren’t merely the result of chance. Statisticians can undertake ‘power calculations’
about what size samples are required to show what effects in specific populations.

Process evaluation

Exploration of a diversity of perspectives

Process evaluations examine intervention planning, delivery and receipt in order
to explore whether an intervention is feasible, reaches those it is intended to and
is acceptable. Process evaluations should assess how views on feasibility, coverage
and acceptability differ among different sorts of people. For example, most pro-
viders might think an intervention is feasible but those at the very front line of
delivery may not, and might have some ideas about how to make it more feasible.
An intervention might be acceptable to all who receive it except for one sub-group
who find it completely unacceptable. This is important to know.

Use of qualitative and quantitative data

Quantitative data is essential in assessing factors such as extent of delivery,
coverage of target groups and level of satisfaction. Qualitative data is essential in
building up a richer picture of what went well and what went less well, and the
importance of the particularities of provider, context and participant in deter-
mining this. Whereas the aim of quantitative research is identifying statistically
significant associations, the purpose of qualitative research is to develop theory
about social processes by clarifying how different people view the world, what
concepts they use to do this and how they relate different concepts to each other.
Because of this, qualitative research does not need to involve samples that are
‘powered’ to examine significance but rather needs to involve samples that are
diverse in terms of social position, identity and perspective.

� Activity 15.1

The Minister of Health wants to reduce rates of chlamydia among teenagers. The
testing and treatment for chlamydia is currently provided for free by local sexual health
clinics; however, rates of use by teens are low. There is an idea that offering services in
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local youth projects would reduce rates, because more teenagers would go for testing
and treatment there.

1 What sort of research questions would an evaluation of youth project-based
services need to ask?

2 What study design would be best for answering these questions?

Feedback

1 The main evaluation questions might be:

• Is offering services testing for and treating chlamydia in youth projects a more
effective way of reducing prevalence than offering services in sexual health clinics
only?

• Are young people more comfortable going to youth project-based services?
• How many and who are using youth project-based services compared with sexual

health clinics?
• What do service providers and youth project workers think about the new

provision?

2 The study design to answer these questions most appropriately would be a cluster
RCT with integral process evaluation. This would allow for rigorous examination of
effectiveness (this could include overall rates, as well as proxy measures such as uptake
of testing and treatment) and would also provide information on the acceptability and
accessibility of the youth services testing and treatment services.

� Activity 15.2

1 A review of existing rigorous outcome evaluations found that postnatal home
visiting programmes were effective in reducing rates of postnatal depression.
All of the programmes in the review were based in the USA. You are about
to set up a similar intervention in the UK. What are the main evaluation
questions?

2 What evaluation design could you carry out to identify the challenges that may be
faced when initiating home visiting programmes across the UK?

Feedback

1 The main evaluation questions might be:

• Is it feasible to deliver such a programme in the UK?
• Can the programme reach the women targeted?
• What do service providers and the women targeted think of the programme?
• What aspects of the programme need to be changed to maximize the success of

the programmes in the UK compared with in the USA?
• What contextual factors influence feasibility, coverage and acceptability?
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2 You could carry out a process-only evaluation. Ideally this would involve the imple-
mentation of a pilot programme in one area before national roll-out. The evaluation
would explore the experiences of those using the programme, those planning and
running the programme and other key stakeholders. It would also collect quantitative
data on coverage and acceptability of the programme among sub-groups of women.
If you wanted to measure the effectiveness of the programme in a UK context, you
would need to consider running an RCT.

Using the appropriate methods

Data can be collected in different ways. Choice of method depends on the type of
evaluation design to be used as well as practical considerations relating to the
characteristics of the people involved and the resources available to the evaluation.
These aspects will be discussed further under each method below. These methods
can be used separately or in combination.

Surveys

Surveys involve asking a number of preset questions in a standard way to relatively
large numbers of participants. Surveys can be self-completed by participants using
questionnaires or participants can engage in structured interviews with researchers.
‘Closed’ questions have a predefined set of answer options, to provide quantitative
data, whereas ‘open’ questions allow the participant to give an answer in their own
words, usually to provide qualitative data.

Surveys can be used to explore outcomes or processes. For instance, in the
evaluation of a mass-media smoking cessation campaign, a survey might examine
outcomes by asking questions about knowledge of the effects of smoking on
health, current smoking behaviours or health status. To examine process, it may
explore people’s awareness of or views on the campaign. Surveys usually provides
simple answers to questions; useful for quantifying an issue but not for providing
in-depth information about it (e.g. exploring why people start to think about
quitting or their views on how the campaign influenced them).

Evaluators need to take into account the circumstances of their potential par-
ticipants when planning a survey. Literacy problems or other factors may impede
the use of self-completion questionnaires and therefore necessitate structured
interview surveys. However, the latter will be more time-consuming. Even surveys
relying on self-completion questionnaires still require considerable time and
staffing resources for the design, production, distribution and collection of
questionnaires, as well as data input and analysis.

Semi-structured interviews

A key evaluation method for gathering in-depth information is interviewing,
where a member of the evaluation team engages in a ‘conversation’ with an inter-
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viewee that is less structured than the sorts of structured interviews discussed
above. The interviewer asks questions but does not restrict the interviewee to
answering according to preset options and allows the participant considerable
leeway in guiding the course of the interchange. The interviewer can probe or
introduce new questions when it is felt that more information on a certain topic
would be useful. This allows for the collection of qualitative data and a more
in-depth exploration of the interviewee’s experiences and perceptions. Interviews
can be used to gather in-depth data about outcomes but are more often used to
explore people’s experiences and views on process. Data from semi-structured
interviews is not used to quantify but rather to describe and explain.

Interviews are semi-structured, in which the interviewer has a specific topic-guide
used to steer the discussion around set themes, using probes if necessary. Interviews
are audio- or video-recorded and transcribed, or written notes are taken. In some
cases, it may be essential that interviews are conducted by someone who the
interviewee can identify with, for example someone of the same age, gender or
ethnicity. In other cases it may be that differences in identity are acceptable or even
potentially more useful or acceptable to interviewees. Interview-based research
is usually very time-consuming but does not involve such great production or
distribution costs as survey research.

Focus group discussions

Focus group discussions are another method for gathering in-depth, qualitative
data from a relatively small number of participants. Rather than interviewing one
person at a time, a group of approximately 6 to 12 people are brought together
and asked questions, again in a semi- or unstructured way. Rather than exploring
individual views in depth as interviews do, focus groups allow a group of peers to
share their views and allow the researchers to observe group interaction. This
method can be used to examine social norms and ways that these can influence
attitudes and behaviours (though it cannot measure behaviour itself). Combining
focus group and interview data can enable evaluators to compare different points
of view, different motivations and the degree of consensus on a topic. Focus groups
should not be regarded merely as a time-saving way to interview lots of people; the
questions that can be answered by each method are different. Although running a
focus group may not take much time, they are usually very time-consuming to
organize beforehand and to transcribe and analyse afterwards. Although people
sometimes feel more comfortable in discussing certain topics when talking among
their peers rather than on their own in an interview, sometimes they do not.
Evaluators should be aware of: cultural sensitivities about discussing certain issues
in a group setting; power relations within groups whereby the views of some
dominate those of others; confidentiality; and difficulties in setting up groups
across widely dispersed populations. Like interviews, focus groups are most
commonly used to explore process.

Like interviews, focus groups can be audio- or video-recorded or notes taken.
It is helpful for two research team members to be present; one to facilitate the
discussion and the other to observe interaction.

Evaluating health promotion 215



 

Page 216

Page 216

� Activity 15.3

You want to carry out a process evaluation of a peer education intervention to pro-
mote HIV prevention and sexual health among gay men. In this evaluation you want to
explore whether the intervention was delivered as planned, who it reached, and how
acceptable it was to the peer educators, their peers and those planning and training the
peer educators. What methods would be most appropriate to use?

Feedback

A variety of methodological options are available to you. You might consider using a
combination of the following methods:

• questionnaire completed by peer educators (asking how confident they felt in
delivering peer education; how motivated; their perception of the intervention –
what worked well, what was hard, what would have helped)

• this could be supplemented with individual semi-structured interviews with the peer
educators or focus group discussions with them

• interviews with trainers of peer educators and planners of the programme (how
did they feel the training went; challenges to delivering it; perception of how peer
educators received training and accepted new role)

• focus groups with recipients of peer education to explore their experiences of
receiving the intervention

Common problems in evaluating health promotion interventions

Being over-ambitious

It is tempting to want to carry out the most comprehensive evaluation possible,
targeting a number of research questions and incorporating a sophisticated
design with multiple methods. Although this may be entirely appropriate for some
interventions, for others this can be a case of ‘too much, too soon’. A complex and
large-scale evaluation can be expensive to carry out and will require staff and infra-
structure to do so effectively. It is important to weigh up the resources available to
you with the questions you want to be answered.

Attempting to carry out an over-ambitious evaluation can, in some circumstances,
mean that the evaluation will need to be aborted because there are not enough
resources to complete it. It is far more sensible to be ‘up front’ from the outset with
the funders of research, programme directors and other decision-makers about the
capacity for evaluation and the types of appropriate research questions that can be
answered regarding the intervention. As discussed earlier, sometimes the priority
should be to do a relatively simple process evaluation well, rather than a complex
outcome evaluation badly.
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Trying to evaluate your own programme

High-quality evaluation of an intervention can be carried out by the staff who
deliver the intervention under evaluation. However, this can be very challenging
for several reasons. Those implementing a programme may not have the time or
skills to organize, as well as carry out, an evaluation. Also, by evaluating your own
programme, others may fear the evaluation has been biased by the staff’s own
desire for the programme to do well. Given these problems, it can be very useful to
recruit specialized staff or commission a specialist agency to design and manage an
evaluation. This can help avoid bias and/or the suspicion of bias and ensures that
the evaluation is given the attention it needs by individuals with appropriate skills.

Involving evaluators too late in the process

Planning and carrying out an evaluation late in the development of a programme
can limit the scope of the questions the evaluation can ask. For example, if the
main purpose of the evaluation is to learn how individuals and communities have
changed because of an intervention, it would not be possible to do this if the
evaluation was not in place before the intervention was underway because no
‘baseline’ measures can be taken. In such a scenario, one solution is to evaluate
intervention process rather than outcomes. Alternatively, it might be possible to
delay an evaluation of outcomes until the intervention in question is rolled out to a
new area.

Forgetting the importance of ethical issues

Informed consent

Participants should only be involved in an intervention and the evaluation (includ-
ing what and how data will be collected and used) on the basis of their prior,
informed consent. Where individuals are allocated randomly to intervention or
comparison group, this should also be done only after participants have given
informed consent. The information provided should be clear and easy for potential
participants to understand and they should be given the opportunity to ask ques-
tions. Issues of confidentiality should be explained. It should be made clear that
participants’ consent is voluntary and that they can choose to withdraw at any
time during the evaluation. Even in situations where it is not practical for participa-
tion in the intervention to be voluntary (e.g. participation in mass-media cam-
paigns delivered within a cluster RCT), participants should still be asked for their
voluntary, informed consent to participate in data collection for the evaluation.

Storage and use of data

The storage of data that may contain sensitive and confidential information should
be considered before data collection. Information that personally identifies indi-
viduals should be kept separate from their process and outcome data. For example,
each participant may be assigned a code that is used to identify their questionnaires
or interview transcripts, rather than their name. Any contact details provided by
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participants should be kept separately and all data should be stored securely.
Finally, data must be reported both accurately and transparently. When reporting,
data should be anonymized sufficiently so that individuals cannot be identified
from their responses. Where this anonymity is not possible, the individuals should
be given the opportunity to vet their responses to ensure they are happy for them
to be made public.

� Activity 15.4

Using a cluster RCT with integral process evaluation, you are evaluating an intervention
that aims to prevent teenage pregnancy in intervention schools by improving teachers’
skills in delivering sex education and training school nurses to offer one-to-one sexual
health advice. Rates of teenage pregnancy are then compared with non-intervention
schools where sex education is provided but where no additional training is provided
to teachers or school nurses. Consider what arrangements you need to make for
gaining informed consent for participation in the intervention and in the evaluation. Sex
education is compulsory in all schools.

Feedback

You cannot seek the informed consent of students for their involvement in sex
education because this is compulsory both in intervention and comparison schools.
However, you must gain the informed consent of students for their involvement in data
collection. You must also obtain the informed consent of other individuals, such as
teachers and nurses, for involvement in data collection. Ethics committees will generally
require that parents should also be asked for their consent for their children’s par-
ticipation in the evaluation. You cannot seek the individual consent of students for
their allocation to intervention or comparison group because allocation is on a cluster
rather than an individual basis. Seeking the informed consent of the headteacher (as
‘leader’ of the cluster) should not be thought of as an adequate alternative to individual
student consent to allocation. However, practically it will be necessary to secure their
informed consent if the evaluation is to be feasible. This must be done prior to any
allocation if the trial is to be unbiased.

Summary

Evaluation is necessary to examine not only the outcomes but also the process of
planning, delivery and receipt of interventions. The optimal design to examine
the effectiveness of health promotion will generally be the RCT. This can have an
integral process evaluation to examine feasibility, coverage and acceptability and
how these are influenced by context. Process-only evaluations can be useful to
refine new interventions or examine potential transferability of established inter-
ventions. Evaluations can collect data via methods such as surveys, interviews and
focus groups. Pitfalls to avoid in undertaking evaluations include being over-
ambitious, trying to evaluate your own intervention, undertaking an evaluation
too late and neglecting ethical responsibilities.
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Transfer and scale-up
of health promotion
interventions

Overview

In this chapter you will learn about the transfer of healthy promotion interven-
tions previously undertaken in one site to other sites. You will consider the extent
to which interventions found effective in one site can be assumed to be so in
another and whether transferred interventions will be feasible, acceptable, achieve
adequate coverage and address key needs. You will then consider how inter-
ventions can be scaled up from pilots to full-scale implementation and the
decisions that should be made to maximize the likely success of scale-up. The
chapter draws examples from HIV prevention to illustrate the points made.
The arguments made are equally relevant to interventions aiming to prevent other
diseases or to promote health in a positive sense.

Learning objectives

After reading this chapter, you will be better able to:

• explain the factors that are likely to influence whether an intervention
found effective in one site might be so in another

• describe how feasibility, coverage and acceptability will vary between sites
and what contextual factors will affect this

• explain how interventions must address the key needs of populations if
they are to be effective

• describe how health promotion interventions can be transferred from
one site to another

• describe the process of scaling up interventions and the factors that will
influence the success of moving from a pilot to full-scale implementation

Key terms

Coverage The extent to which an intervention is received by those it targets.

Fidelity The extent to which a subsequent implementation of an intervention is faithful in
terms of the process of delivery to how the intervention was implemented in the original site.

Modification A planned process of altering an intervention to ensure it maximally addresses
health promotion needs and is feasible, achieves adequate coverage and is acceptable in a new
site of implementation.
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Normative need The capacity for a population to benefit from a health promotion
intervention.

Pilot An initial, small-scale implementation of an intervention accompanied by an evaluation
of its process and/or outcomes.

Scale-up The implementation of an intervention previously provided in the context of a pilot
across a wider area and/or to a broader population.

Sustainability The extent to which an intervention may be continued beyond its initial
implementation; this may be dependent upon a continued source of funding, programme
effectiveness or changing priorities.

Transferability The extent to which the results of a study as it applies to a particular patient
group or setting hold true for another population or context.

Transfer of health promotion interventions from one site to another

Most health promoters would prefer to deploy interventions that have already
been ‘tried and tested’ elsewhere rather than ‘reinventing the wheel’ in their
own context. Most evaluators would see their role as informing the deployment of
feasible, accessible, acceptable and effective interventions in other sites and not
merely promoting the success of interventions in the sites in which they were
evaluated. However, both groups would recognize that most health promotion
interventions cannot be transferred from one site to another without modifying
them to a lesser or greater extent to ensure they fit the new context.

The need for modification is generally greater with health promotion interventions
than with biomedical interventions, such as surgical procedures or pharmaco-
logical treatments. The reason for this lies in the fact that the mechanisms of action
of health promotion interventions overwhelmingly involve social processes, such
as verbal and non-verbal communication. How communication proceeds and what
affects it are hugely dependent on local social structures and culture. In contrast,
the main mechanisms of action of, for example, surgical and pharmacological
interventions, are biological. The effects of biomedical interventions will some-
times vary because of biological differences between populations (e.g. as a result of
differences in vulnerability to disease or response to treatments between men and
women or between different ethnic groups). Surgical and pharmacological inter-
ventions are also delivered via social processes, such as consultations, referrals etc.,
so that there may need to be some modification of these between sites. However,
overall, it is likely that between-site variation will be much less with biomedical
than with health promotion interventions. Thus, while surgical and pharmaco-
logical interventions that are effective among women in London might, as long as
they are delivered appropriately, be expected to be effective among men in Lusaka
too, a health promotion intervention that is effective among women in San Fran-
cisco cannot be assumed to be so – without modification – among men in Soweto.
The next section considers in more detail the factors that influence whether an
intervention found to be effective in one site might be effective in another:

It would be naïve to believe that the quality of evidence to guide practice in
health promotion was such that decisions concerning methods and organisation

Transfer and scale-up 221



 

Page 222

Page 222

will ever be routine. The complexity of the factors which influence individual
behaviours, exposure to risk, and the capacity of individuals and communities to
change their circumstances mean that research evidence will always need to be
adapted to fit local circumstances.

(Nutbeam 1996)

Whether interventions are feasible, achieve coverage and are
acceptable

An intervention that can be delivered feasibly by its providers, can actually reach
those potential recipients it targets and is regarded as acceptable by those who
receive it in one site, may not be so in another. If any one of these factors is not
achieved, the intervention is unlikely to be effective in a new site.

An intervention that is not fully delivered will obviously not achieve optimal
effects, and the feasibility of delivery will depend on context. For example, pro-
viders will vary in their managerial ability and capacity to implement an inter-
vention (Nutbeam 1996). This might in turn be influenced by: the presence of a
supportive policy environment or suitable institutional home for the intervention;
the presence of an influential ‘champion’ for the intervention within the provider
agency; or the willingness of local stakeholders to participate actively in the
delivery of an intervention that requires this. For example, the recruitment and
deployment of peer educators might prove feasible in one site but not in others.
The feasibility of some interventions will require the presence of other services.
For example, an intervention supporting couples to check whether they have
concordant HIV statuses before engaging in unprotected sex would require the
presence of HIV voluntary counselling and testing services.

In order to achieve its potential, an intervention also needs to reach the target
population. The extent to which a population can access an intervention might,
for example, depend on their access to general health services if the intervention is
delivered via these, or the ability of providers to reach out to a population in other
ways.

An intervention must not only reach its targets but also be regarded as acceptable
by them if it is to stand any chance of having an impact. A population must find an
intervention acceptable enough to get or stay involved with, or to pay attention to
its message. Judgements by populations of intervention acceptability will depend
on prevailing social norms. There is some evidence, for example, that condom
promotion has proved acceptable and subsequently effective in urban, but not
rural, Tanzania (Munguti et al. 1997), and in Thai, but not Indian, brothels
(Grosskurth and Kumaranayake 2003). Similarly, HIV prevention peer education
for gay men appears to have been acceptable when delivered in US bars (Kelly et al.
1992) but not in UK gyms (Hart and Elford 2003). Acceptability may have
economic dimensions. For example, HIV voluntary counselling and testing services
that require clients to attend clinics twice (first to be tested and then to receive
results) may be unacceptable to some populations because of the transport and
opportunity costs involved (Grosskurth and Kumaranayake 2003).
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� Activity 16.1

An intervention to educate gay men about the important role of condoms in preventing
HIV transmission in ‘casual’ sex was found to have a significant impact on the incidence
of HIV in small American towns in a 1992 study. If you were considering whether to
implement the intervention in a small UK town, what factors do you think would affect
whether the intervention is feasible, achieves adequate coverage and is acceptable in
the new site?

Feedback

Whether the intervention will be feasible might be affected by whether a local agency
to do the work actually exists; whether there are any gay bars in the town; whether
these will allow the intervention to occur on their premises; and whether peer educa-
tors can be recruited among local gay men. Coverage might be affected by whether
local gay men who are at risk of HIV transmission use the bars and whether the peer
educators can make contact and undertake interventions with these men. Acceptability
might be affected by whether local gay men are comfortable discussing sex and
HIV infection while they are out socializing in the bars and whether the peer educators
are judged as appropriate sources of information by these men.

Whether interventions address key population needs

A further factor that determines the potential transferability of intervention
effectiveness is how the intended aims of the intervention relate to the needs of the
population in the new site.

The rates of disease in a population are influenced by certain ‘risk’ behaviours. In
the case of HIV, for example, such behaviours might include: early age of sexual
debut; high frequency of sexual partners; large degree of concurrence of sexual
relationships; and low use of condoms. Risk behaviours are in turn influenced by a
range of psychosocial factors. Regarding HIV, these could range from individuals’
lack of knowledge, ability and autonomy to negotiate sex etc. to the overall status
of women or patterns of migration of particular sub-groups within the population.
If the psychosocial factors that influence behaviour can ethically and practically
be influenced by health promotion interventions then they can be regarded as
constituting ‘needs’.

Health promotion interventions aim to influence the incidence of diseases or other
outcomes by changing behaviours as a result of addressing psychosocial needs. An
intervention might have exactly the same effect on a psychosocial factor in two
sites but have completely different knock-on effects on behaviours and disease
rates within each site. For example, an intervention that increases sexual health
knowledge is more likely to influence behaviour when lack of such knowledge is
the key psychosocial factor limiting individuals’ potential for behaviour change,
i.e. when knowledge is a key need. When another psychosocial factor, such as
power to exercise any control over sex, is the key need, an intervention addressing
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knowledge alone is unlikely to be effective (Grosskurth and Kumaranayake 2003).
In such a site, an intervention to address knowledge might be effective only if
accompanied by an intervention to address empowerment. Thus, the sites to which
the intervention is likely to be most transferable will be determined by the match
between the aims of the intervention and the needs present within particular popu-
lations. This in turn will be influenced by the presence and effects of other inter-
ventions being deployed within that site.

What is true of the relationship between psychosocial factors and behaviours is
also true of the relationship between behaviours and diseases. For example, an
intervention that reduces unprotected sex among sex workers is likely to have a
bigger overall impact on HIV incidence within an ‘immature’ HIV epidemic when
relatively more transmissions occur within such ‘high risk’ groups than in a mature
one where a greater proportion of infections will be occurring in the ‘general’
population. This implies that the psychosocial factors influencing the key
behaviours influencing disease rates will constitute more important needs than
those driving other behaviours. Thus, the transferability of the effectiveness of an
intervention is influenced by the epidemiology of the disease in question in a
particular site.

In other words, different populations/sites will have different psychosocial
‘needs’. Needs should therefore be assessed prior to the implementation of health
promotion interventions, to ensure that the aims of the interventions that come to
be delivered in the site correspond to the most important determinants of disease
in that population.

What has been described above is analogous to ‘interventions’ aiming to promote
growth of ailing plants. A plant’s growth requires light, water and minerals. These
are potential limiting factors on plant growth and constitute ‘needs’ if they are
absent. Watering the plant will be an ‘effective intervention’ for plants whose lack
of growth results from lack of water. This intervention’s effectiveness will not how-
ever transfer to plants whose lack of growth results from a need for light, which
requires another intervention such as provision of sunlight.

� Activity 16.2

Remember the intervention described in the last activity. If, this time, you were con-
sidering whether to implement the intervention in the same American towns today,
what epidemiological and psychosocial factors do you think might influence whether
the intervention achieved the same impact as it did in 1992? You should assume the
intervention will be feasible, achieve good coverage, be acceptable to gay men and will
improve knowledge among men who lack this.

Feedback

Whether the intervention actually had an impact on rates of HIV would be influenced
by: whether HIV infections among gay men accounted for a significant proportion of
infections in the town; what proportion of HIV transmissions among gay men occurred
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between casual rather than long-term partners; how extensive was lack of knowledge
among men; and whether there are other important factors influencing risk such as
non-consensual sex, condoms breaking or slipping off, men assuming that their partners
are the same HIV status as themselves, or men choosing not to prioritize avoidance of
HIV infection.

Evidence-informed intervention transfer

Providers who are considering adopting an intervention ideally require a detailed
assessment of: its original process of planning, delivery and receipt; evaluation of
the contextual factors which promoted or impeded feasibility; coverage and
acceptability in the original site; and the intervention’s aims and how these
corresponded to the needs of the evaluation study population and to those of the
population of concern to the new provider. This information will allow providers
to decide: whether to adopt the intervention; if so, how to modify it to maximize
performance; and whether other interventions should be provided to maximize
the meeting of the key needs of the new population.

Unfortunately, evaluations of interventions published in scientific journals rarely
report how interventions were planned, delivered and received, how these pro-
cesses were influenced by the context (Nutbeam 1996; Kegeles et al. 2000), what
modifications might be indicated to maximize feasibility, accessibility and
acceptability of the intervention in other sites or how intervention aims matched
population needs. Such information can sometimes be obtained via evaluators’
websites or by contacting the evaluators or intervention providers to obtain inter-
vention documentation, manuals and training materials, or to discuss the inter-
vention. Evaluators (and those funding evaluations) should consider the potential
transferability of interventions as an integral part of evaluation and report this as
part of the dissemination of their findings.

The US Center for Disease Control (CDC) has sponsored a programme of HIV
prevention intervention transfer in which the evaluators of interventions demon-
strated as effective then work with new adopters to modify and implement these in
new sites (Kegeles et al. 2000; Spink Neumann and Sogolow 2000). Interventions
such as peer education, community development and one-to-one counselling have
been successfully transferred. Certain aspects of interventions are treated as core
components, either on the basis of evidence or (more often) opinion that these
are required for intervention effectiveness. Some aspects of interventions, such as
education sessions, are required to be replicated in standard format while other
aspects, especially those involving community development activities, can be more
freely modified to suit local circumstances as long as they continue to be informed
by the underlying theory and hypothesized mechanism of action of the original
intervention (Kegeles et al. 2000). For example, one community development pro-
ject for young gay men emphasized the importance of organizing ‘fun’ events in
its hypothesized mechanism of action. What was regarded as ‘fun’, however, in the
new Texan intervention sites (e.g. football games) was very different to that in the
original Californian sites (Kegeles et al. 2000).
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The CDC programme identified that intervention guidance worked best when:
written guidance was supplemented with face-to-face support and videos;
frequent use was made of examples; care was taken to ensure wording was neither
patronizing, over-complex nor offensive; recommendations directed a specific
course of action including a proper explanation of the rationale for this; images
used were demographically inclusive; and advice on which groups an intervention
might target was provided. Intervention modification was viewed both as a means
to maximize the fit between an intervention and its new context, as well as to
promote ownership of the intervention by its new adopters (Kegeles et al. 2000).
Finally, those involved in the programme suggested that a role existed for ‘transfer
agents’ who would mediate between evaluators and providers, supporting the
process of intervention modification and transfer, but such work has not been
evaluated to date.

It may be important for interventions transferred from one site or population to
another to be empirically re-evaluated. Whereas in the original evaluation, the
key question is likely to have been whether and under what conditions the inter-
vention was effective, the aim of the re-evaluation may instead be to assess whether
the intervention can feasibly and acceptably be delivered in a new site to a new
population (Nutbeam 1996).

Scaling up interventions

Scale-up is one particular, but very important, example of intervention transfer in
which interventions previously provided within the context of pilots are trans-
ferred to a wider set of sites and populations. In line with what was stated earlier,
most health promoters are likely to prefer to see the full-scale deployment of
interventions that have already been piloted and found to be effective, and most
evaluators would hope that the interventions they subject to evaluation, if found
to be effective, would be scaled up so that they benefit as many people as possible.

Scale-up can bring about ‘added value’ in terms of impact. When a health promo-
tion intervention reaches and influences a critical mass of individuals directly, it is
often more likely to produce indirect, multiplicative effects whereby the attitudes,
behaviours or states of disease of individuals brought about by the intervention
then start to influence these states in other individuals. This can be particularly the
case with interventions addressing infectious diseases, where an individual’s risk of
infection is influenced by the behaviours and prevalence of infection among those
around them. It is also the case where interventions influence social norms about
risk behaviours. Scale-up can also bring about greater efficiency through economies
of scale so that financial inputs per outcome achieved are reduced. However, the
process of scaling up interventions from pilot evaluations to larger-scale imple-
mentation is not straightforward. This section considers the issues that should be
considered in order to maximize the likely effectiveness of scaled-up interventions.

Intervention fidelity and modification

As discussed above, intervention effectiveness depends on epidemiological and
psychosocial context, and therefore delivery involving unmodified replication of
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the intervention across different populations would in many cases produce sub-
optimal impact. Scale-up can instead proceed via each population receiving a form
of the intervention where, although the intervention retains its core elements, the
aims and objectives are adapted towards the specific behaviours and psychosocial
factors driving disease in each population, i.e. to their specific health promotion
needs. Interventions can also be allowed to vary slightly, in a planned manner, in
order that they are maximally feasible, achieving coverage and acceptable in each
new site.

Provider capacity

Scaled-up interventions differ from pilot interventions in a number of ways that
require consideration in order to maximize feasibility of delivery. Scaled-up
interventions involve more staff and therefore require more management capacity.
Staff involved in ‘routine’ delivery within scale-ups may be less personally
committed to making interventions work than those involved in ‘innovative’
pilot work, especially when the latter were closely involved in designing the
intervention and therefore feel ‘ownership’ of it. Evaluations of scale-ups from
the USA suggest staff are more likely to feel motivated to deliver an intervention if
they are first engaged in a discussion about the processes and outcomes of the
original intervention, and participate in decisions about how the work should be
taken forward in the scale-up (Rotherham-Borus et al. 2000), as is the case in the
CDC work discussed earlier (Kegeles et al. 2000; Spink Neumann and Sogolow
2000).

A pilot intervention will generally be regarded as a specific project that is necessarily
an add-on to the work of the agency involved. However, this can no longer be
the case when an intervention is scaled up. If it is to be sustainable and properly
supported and managed over the long term, the planning and delivery of a scaled-
up intervention must be ‘institutionalized’ within the agency or agencies providing
it. This might, for example, involve the intervention being linked into the agency’s
overall mission and objectives, the administration of the intervention being
performed by general rather than project-specific staff, and intervention staff and
managers being directly accountable to the general managers of the agency and
subject to standard policies and procedures, and terms and conditions.

Inter-agency collaboration

As well as the challenges introduced by the involvement of large numbers of new
staff, scale-up generally also usually involves more complex arrays of provider
organizations and other stakeholders. This occurs both because the intervention is
being delivered across broader areas but also because whereas pilot studies are often
based in a single agency, often located in a research institution, scaled-up interven-
tions more often will involve ongoing contributions of specialists working in dif-
ferent agencies. The sustainability of implementation of scale-up services will also
generally depend on the cooperation and goodwill of an even broader range of
‘stakeholders’, these being defined as those whose support is necessary to make the
intervention work.
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Whereas all aspects of delivery are usually within the control of a single manager in
a pilot study, scale-up usually requires multiple managers from different agencies
to coordinate their actions. Processes of cooperation and communication between
the various providers and stakeholders can be informed by stakeholder analysis
exercises in which each party’s needs are assessed and understood (Varvasovsky
and Brugha 2000). It has been suggested on the basis of evaluations of integrated
rural development projects that where scaled-up work involves different sectors,
the coordination of these cannot be expected to occur purely at a national level and
instead requires local inter-sectoral cooperation (Binswanger 2000).

Quality control and evaluation

Monitoring is important to ensure that a scaled-up intervention is delivered as
intended, either faithfully to the original intervention or modified in a planned
manner. With rapid upscaling there is the risk that mistakes and problems
rapidly become amplified and therefore more difficult to solve (Grosskurth and
Kumaranayake 2003). There is evidence from failures in the scale-up of integrated
rural development projects in the 1970s and 1980s that there is greater potential for
error in the scale-up of complex compared with simple interventions (Binswanger
2000). To minimize the potential for ‘error amplification’, scale-up should occur
step-wise, for example by geographical area or sector, and each phase should
involve adequate piloting and monitoring.

Financial management

Financial management of scale-up can also involve particular challenges. Scale-up
is likely to require programmes to secure local or mainstream resources and be less
reliant on external or developmental funding if the work is to be sustainable.
Whereas pilots are often generously supported by research funders, scaled up,
‘routine’ services may be less well supported. Providers must determine whether
a scaled-up intervention is actually financially viable and what implications any
cost reductions that are deemed necessary will have for intervention feasibility
and effectiveness (Rotherham-Borus et al. 2000). The need for cost reductions may
be offset by the fact that scale-up can bring about decreases in unit costs because
of economies of scale. There may be points during the expansion however when
the increased volume of activity requires a specific increase in infrastructure,
equipment or staffing, necessitating a ‘step-change’ in investment.

� Activity 16.3

An HIV prevention intervention planned and delivered by a university research unit
aiming to distribute condoms to adolescents and educate them about HIV was
delivered in eight refugee camps in one region of Sudan. It was found to be effective in
reducing HIV transmission. Think about what sorts of organizational and logistic
decisions might need to be made if the intervention was to be scaled up to all refugee
camps across Sudan.
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Feedback

Issues about which decisions would need to be made would include the following:
whether the intervention should be modified to meet the needs and cultural expect-
ations of different populations in each camp; whether another organization or organiza-
tions should take on the implementation of the intervention; whether all aspects of the
intervention should be delivered by a single agency working in each region or whether
different agencies should lead on different aspects of the interventions across the
whole country; what role if any might the research unit play; how new staff in the
provider agencies would be trained and supervised; how the whole programme would
be led; how the different organizations involved would liaise with one another; how the
agencies managing the refugee camps and the other agencies providing services in the
refugee camps would be involved in the programme; whether and how the various
populations using the refugee camps should be involved; how condoms, educational
materials and staff would be transported over the much larger areas involved in the
scale-up; whether each collaborating agency should be responsible for monitoring and
quality or whether a single agency should lead on this; whether the scale-up should be
evaluated and if so in order to answer what questions; how the scale-up will be
financed; and what financial management procedures are required.

Summary

Interventions found to be effective in one site cannot be assumed to have exactly
the same effects in another. This is so not only because of inter-site differences in
the contextual factors that promote and impede the feasibility, coverage and
acceptability of interventions, but also because of differences in the needs that
must be addressed in order to prevent disease or promote health in different
populations. Interventions should be modified as necessary to maximize their
potential effectiveness when implemented in other sites, if possible informed by an
assessment of detailed information on: the planning, delivery and uptake of the
original intervention; how original delivery and receipt was influenced by context:
how intervention aims related to the needs of the evaluation study population and
relate to the needs of the populations to which the intervention is to be transferred.
Scale-up represents a particularly important example of intervention transfer
whereby interventions move from piloting with a relatively small number of parti-
cipants to much larger-scale delivery. This can bring added value in terms of impact
as well as economies of scale. However, scale-up presents new challenges in areas
such as intervention modification, provider capacity, inter-agency collaboration,
quality control and financial management.
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Glossary

Acceptability Whether an intervention is acceptable to the recipients of or those
providing an intervention.

Agenda-setting Process by which the media influence what the public and policy
makers perceive to be important.

Aim An expanded and refined version of a goal that sets out the means by which
the end point, in general terms, is to be attained.

Ambivalence A conflict between two courses of action each of which has per-
ceived costs and benefits associated with it. The exploration and resolution of
ambivalence is a key feature in motivational interviewing.

Background noise Influences on the target audience other than the intervention,
which make it difficult to attribute outcomes to the intervention.

Behavioural Observable, quantifiable pattern of human behaviour.

Change talk Involves a client expressing personal advantages of changing
behaviour, optimism for change, intention to change and the disadvantages of no
change or the status quo.

Cognitive Thought processes such as attention, concentration, perception, think-
ing, learning, memory, beliefs, expectations and assumptions.

Community A neighbourhood and/or group with common interests and identity.

Community asset mapping An inventory of the strengths (assets) of the people
who make up a community; the interconnections of these assets and how to access
them.

Community development The process of change in neighbourhoods and com-
munities. It aims to increase the extent and effectiveness of community action,
community activity and agencies’ relationships with communities.

Competitive analysis Assessments of what competing organizations (such as the
tobacco companies) are doing in order to inform efforts to control or compensate
for these.

Consumer orientation Why people choose to do as they do – what ideas, emo-
tions and aspirations influence them.

Coverage The extent to which an intervention is received by those it targets.

Creative epidemiology Presenting statistics in ways that make them more mean-
ingful to the media and the public.

Critical appraisal The consistent assessment of research studies in order to deter-
mine the validity or trustworthiness of the evidence they contain.

Customer defined quality What the user thinks of an intervention or service.

Diffusion acceleration The rapidity with which messages may be disseminated,
once the process of transmission from one, to two or more agencies has begun.
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Edutainment Learning through media, particularly mass media, that both edu-
cates and entertains.

Effectiveness The extent to which an intervention produces a beneficial result
under usual circumstances.

Empowerment Individuals are given knowledge, skills and opportunity to
develop a sense of control and mastery over life circumstances.

Evaluation The critical assessment of the value of an activity.

Feasibility A characteristic of issues for which there is a practical solution.

Fidelity The extent to which a subsequent implementation of an intervention is
faithful in terms of the process of delivery to how the intervention was imple-
mented in the original site.

Formative evaluation An evaluation aiming to refine the process by which an
intervention is delivered.

Framing How an issue is presented in the media.

Free-text terms Inconsistently applied terms taken from the text of a reference,
used to catalogue research studies.

Health equity auditing Identifies how fairly services or other resources are dis-
tributed in relation to the health needs of different groups and areas, and the
priority action to provide services.

Health impact assessment An approach to ensure that decision-making at all
levels considers the potential impacts of decisions on health and health inequal-
ities, and identifies actions that can enhance positive effects and reduce or elimin-
ate negative effects.

Health inequalities Differences in health experience and health status between
countries, regions and socioeconomic groups.

Health needs assessment A systematic process of identifying priority health
issues, targeting the populations with most need and taking action in the most cost
effective and efficient way.

Health-related behaviour Things people do that affect their health (e.g. sexual
activity that involves exposure to infections).

Health-related needs Attributes people need to have to be able to control their
health-related behaviour: knowledge and awareness; access to resources; inter-
personal skills and physical motor skills; and bodily autonomy.

Indexing (thesaurus) terms Consistently applied database-specific terms used to
catalogue research studies.

Intervention A purposeful activity using finite resources that occurs in a specific
place with the aim of changing something specific for a specific person or group of
people.

Mass media Electronic and print channels through which information is trans-
mitted to a large number of people at a time.

Media advocacy The strategic use of mass media as a resource for advancing a
social or public policy initiative.

Modification A planned process of altering an intervention to ensure it maximally
addresses health promotion needs and is feasible, achieves adequate coverage and
is acceptable in a new site of implementation.
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Motivation Incentives or driving forces that encourage the adoption of health-
promoting behaviours or lifestyles.

Motivational interviewing A client-centred, directive method for enhancing
intrinsic motivation to change by exploring and resolving ambivalence.

Multiplier effect The additional impact achieved when an intervention uses sev-
eral agencies to pass on a message, each of which convey the message to several
other agencies and so on.

Normative need The capacity for a population to benefit from a health promotion
intervention.

Objective Concrete and specific elaboration of an aim.

Outcome evaluation Research that determines the end results of an intervention.

Outcomes measures Change in status as a result of the system processes (in the
health services context, the change in health status as a result of care).

Participation A process through which stakeholders influence and share control
over development initiatives and the decisions and resources which affect them.

Peer education The teaching or sharing of information, values and behaviours
between individuals with shared characteristics such as behaviour, experience, sta-
tus or social and cultural backgrounds.

Pilot An initial, small-scale implementation of an intervention accompanied by
an evaluation of its process and/or outcomes.

Plan A time-limited document describing programmes, strategies and projects and
how they relate to each other

Process The use of resources or the activity within a system.

Process evaluation Evaluation that concentrates on examining the process of an
intervention.

Programme A collection of interventions that share an overall health-related goal.

Readiness Used in motivational interviewing to refer to the degree to which a
client is resolved to change their lifestyle or behaviour.

Relapse prevention A technique whereby people become aware of the ante-
cedents of their own risk-related behaviour and learn to implement behavioural
strategies that are incompatible with the risk behaviour but still achieve the same
function in reducing stress and tension.

Relationship marketing Action to build ongoing, mutually beneficial relation-
ships with target groups.

Resistance Opposition to changing behaviour, often expressed as a series of
‘excuses’ for not wanting or needing to change.

Scale-up The implementation of an intervention previously provided in the con-
text of a pilot across a wider area and/or to a broader population.

Search filter A combination of index and free-text terms designed to search a
database in order to locate every possible and yet relevant research study.

Setting (site) The place or location in which intervention activities occur.

Settings for health 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.
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Social determinants of health Conditions which affect people’s health such as
their working and living environments, income, social networks and social
position.

Social learning theory A theory suggesting that individuals learn and then
change their behaviour by observing and then modelling the behaviour of others.

Stakeholder marketing Activities aiming to influence the behaviour of those
groups who shape the social environment (e.g. policy-makers or health
professionals).

Strategy A plan informed by evidence, values and theories that sets global and
specific aims and describes how these will be achieved.

Summative evaluation An evaluation aiming to establish the value of an
intervention.

Sustainability The extent to which an intervention may be continued beyond its
initial implementation; this may be dependent upon a continued source of fund-
ing, programme effectiveness or changing priorities.

Systematic review A review of the literature that uses an explicit approach to
searching, selecting and combining the relevant studies.

Theatre for development Community theatre used both for action research and
as a verification tool in development programmes.

Theatre in education An umbrella term describing the use of scripted, live theatre
usually linked to an interactive workshop used to explore a range of social issues
and meet educational aims.

Theatre in health education Uses the techniques of theatre in education in the
service of health education.

Theatre of the oppressed A form of popular theatre of, by and for those engaged
in the struggle for liberation. The starting point is not an explicit educational
objective, but rather individual and social development and empowerment.

Transferability The extent to which the results of a study as it applies to a particu-
lar patient group or setting hold true for another population or context.

Transtheoretical model Developed to describe and explain the different stages in
behaviour change. The model is based on the premise that behaviour change is a
process, not an event, and that individuals have different levels of motivation or
readiness to change.

Views study Research that asks and reports on people’s perspectives, opinions,
beliefs or attitudes about a topic of interest (such as a particular intervention or
social exclusion).
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cognitive restructuring, 65
formulations, 65
goal-setting, 65
monitoring of target

behaviour, 64
motivational interviewing, 65
relapse prevention, 65
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