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this book is written for students who are enrolled in a professional course in health 
promotion program planning. It is designed to help them understand and develop the skills 
necessary to carry out program planning regardless of the setting. The book is unique among 
the health promotion planning textbooks on the market in that it provides readers with both 
theoretical and practical information. A straightforward, step-by-step format is used to make 
concepts clear and the full process of health promotion planning understandable. This book 
provides, under a single cover, material on all three areas of program development: planning, 
implementing, and evaluating.

	 Learning Aids

Each chapter includes chapter objectives, a list of key terms, presentation of content, 
chapter summary, review questions, activities, and Weblinks. In addition, many of the 
key concepts are further explained with information presented in boxes, figures, and 
tables. There are also two appendixes: Code of Ethics for the Health Education Profession 
and Health Education Specialist Practice Analysis 2015—Responsibilities, Competencies, and 
Sub-competencies; an extensive list of references; and a Glossary.

Chapter Objectives

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

Key Terms

Key terms are introduced in each chapter and are important to the understanding of the 
content. The terms are presented in a list at the beginning of each chapter and are printed 
in boldface at the appropriate points within the chapter. In addition, all the key terms are 
presented in the Glossary. Again, as with the chapter objectives, we suggest that readers skim 
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the key terms list before reading the chapter. Then, as the chapter is read, particular attention 
should be paid to the definition of each term.

Presentation of Content

Although each chapter could be expanded—in some cases, entire books have been written 
on topics we have covered in a chapter or less—we believe that each chapter contains the 
necessary information to help students understand and develop many of the skills required 
to be successful health promotion planners, implementers, and evaluators.

Responsibilities and Competencies Boxes

Within the first few pages of all except the first chapter, readers will find a box that contains 
the responsibilities and competencies for health education specialists that are applicable to 
the content of the chapter. The responsibilities and competencies presented in each chapter 
are the result of the most recent practice analysis—the Health Education Specialist Practice 
Analysis 2015 (HESPA 2015), which is published in A Competency-Based Framework for Health 
Education Specialists—2015 (NCHEC & SOPHE, 2015). These boxes will help readers under-
stand how the chapter content applies to the responsibilities and competencies required of 
health education specialists. In addition, these boxes should help guide candidates as they 
prepare to take either the Certified Health Education Specialist (CHES) or Master Certified 
Health Education Specialist (MCHES) exam. A complete listing of the Responsibilities, 
Competencies, and Sub-competencies are presented in Appendix B.

Chapter Summary

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

Review Questions

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

Activities

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

Weblinks

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

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

	⦁ Chapter 1 has been updated to include information about the revised areas of 
responsibility, competencies, and subcompetencies based on the Health Education 
Specialist Practice Analysis (HESPA 2015) (NCHEC & SOPHE, 2015), and the implications 
of HESPA 2015 for the Health Education Profession.

	⦁ Chapter 2 has been expanded to include additional information on sources of evidence 
to support a program rationale, additional information on determining the financial 
burden of ill health, a new example of a written program rationale, and information on 
the importance of partnering with others when creating a program.

	⦁ Chapter 3 has been restructured to place more emphasis on the prominent planning 
models used in health promotion. The chapter also now includes the Evidence-
Based Planning Framework in Public Health, the CHANGE tool used to plan healthy 
community initiatives, and more evidence-based examples of how planning models are 
used in practice.

	⦁ Chapter 4 has new information on the importance of needs assessment in the accredita- 
tion of health departments and the IRS requirement for not-for-profit hospitals, new 
information on using technology while conducting a needs assessment, and a new 
section on organizational health assessments.

	⦁ Chapter 5 includes new information on wording questions for different levels of 
measurement, how to present data in charts and graphs, how to write questions and 
response items for data collection instruments, and guidelines for the layout and visual 
presentation of data collection instruments.

	⦁ Chapter 6 now includes a new section on short-term, intermediate, and long-term 
objectives, and a new SMART objective checklist.

	⦁ Chapter 7 includes additional information on the expansion of the socio-ecological 
approach, additional information on the constructs of the social cognitive theory, 
the inclusion of the diffusion of innovations theory which was previously found in 
Chapter 11, and a new section on the limitations of theory.

	⦁ Chapter 8 features new information on motivational interviewing, new content on 
the built environment, new content on behavioral economics, information on the 
Affordable Care Act and its impact on incentives, and new content on the limitations 
of interventions.

	⦁ Chapter 9 includes new information on the renaming of community organizing 
strategies and updated figures on community organizing and community building 
typology and on mapping community capacity.

	⦁ Chapter 10 now includes expanded information on using volunteers as a program 
resource, and program funding by governmental agencies.

	⦁ Chapter 11 has been reworked and now has several new boxes and tables that include a 
social marketing planning sheet, factors to consider when selecting pre-testing methods, 
a 4Ps marketing mix example, types of questions to ask for formative research, and 
examples of segmentation.



xvi Preface

	⦁ Chapter 12 content includes expanded information on logic models, new content on 
professional development including a template for a professional development plan, new 
content on monitoring implementation, and new content on the implementation of an 
evidence-based intervention.

	⦁ Chapter 13 now includes updated information on CDC’s Framework for Program 
Evaluation and new information on CDC’s characteristics of a good evaluator. In 
addition, new information has been added to support the importance of evaluation and 
the use of evaluation standards.

	⦁ Chapter 14 includes updated terminology and context for internal and external validity, 
and updated context for experimental, quasi-experimental, and non-experimental 
evaluation designs.

	⦁ Chapter 15 includes updated information for data management, data cleaning, and 
the transition to data analysis. In addition, new information is presented to show 
the relationship between levels of measurement and the selection of statistical tests 
including parametric and non-parametric tests.

	⦁ All chapters include more practical planning examples and, where appropriate, new 
application boxes have been added to chapters.

	⦁ A new appendix has been added that contains all of the Responsibilities, Competencies, 
and Sub-competencies that resulted from the Health Education Specialist Practice 
Analysis 2015.

	⦁ To assist students, the Companion Website (https://media.pearsoncmg.com/bc/bc_
mckenzie_health_7) has been updated and includes chapter objectives, practice quizzes, 
Responsibilities and Competencies boxes, Weblinks, a new example program plan, the 
Glossary, and flashcards.

	⦁ To assist instructors, all of the teaching resources have been updated by Michelle LaClair, 
Pennsylvania State College of Medicine. These resources are available for download on 
the Pearson Instructor Resource Center. Go to http://www.pearsonhighered.com and 
search for the title to access and download the PowerPoint® presentations, electronic 
Instructor Manual and Test Bank, and TestGen Computerized Test Bank.

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

https://media.pearsoncmg.com/bc/bc_mckenzie_health_7
https://media.pearsoncmg.com/bc/bc_mckenzie_health_7
http://www.pearsonhighered.com
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Chapter Health Education, Health Promotion, 
Health Education Specialists, and 
Program Planning

Chapter Objectives

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

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

⦁⦁ Explain the difference between health education 
and health promotion.

⦁⦁ Write your own definition of health education.

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

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

⦁⦁ Explain what the Competencies Update 
Project (CUP), Health Educators Job Analysis 
(HEJA-2010), and Health Education Specialists 
Practice Analysis (HESPA-2015) have in common.

⦁⦁ Explain how the Competency-Based Framework 
for Health Education Specialist is used by colleges 
and universities, the National Commission for 
Health Education Credentialing, Inc. (NCHEC), 
Council for the Accreditation of Educator 
Preparation (CAEP), and the Council on 
Education for Public Health (CEPH)

⦁⦁ Identify the assumptions upon which health 
education is based.

⦁⦁ Define the term pre-planning.

Key Terms

Advanced level 
1-health education 
specialist

Advanced level-2 
health education 
specialist

community
decision makers
entry-level health 

education 
specialist

Framework
health behavior
health education

health education 
specialist

health promotion
Healthy People
pre-planning
primary prevention
priority population
Role Delineation 

Project
secondary  

prevention
stakeholders
tertiary prevention



2 Chapter 1

History has shown that much progress was made in the health and life expectancy 
of Americans since 1900. During these 116+ years, we have seen a sharp drop in infant 
mortality (NCHS, 2015); the eradication of smallpox; the elimination of poliomyelitis in 
the Americas; the control of measles, rubella, tetanus, diphtheria, Haemophilus influenzae 
type b, and other infectious diseases; better family planning (CDC, 2001); and an increase 
of 31.5 years in the average life span of a person in the United States (CDC, 2015e). Over 
this same time, we have witnessed disease prevention change “from focusing on reducing 
environmental exposures over which the individual had little control, such as providing 
potable water, to emphasizing behaviors such as avoiding use of tobacco, fatty foods, and 
a sedentary lifestyle” (Breslow, 1999, p. 1030). Yet, even with this change in focus we, as a 
society, have  done little to encourage health community design, and as individuals, most 
Americans have not changed their lifestyle enough to reduce their risk of illness, disability, 
and premature death. As a result, unhealthy lifestyle characteristics have lead to the United 
States ranking 94th (out of 225 countries) in crude death rate; 42nd (out of 224 countries) in 
life expectancy at birth; and 1st in health care spending (CIA, 2015).

Today in the United States, much of the death and disability of Americans is associated with 
chronic diseases. Seven out of every 10 deaths among Americans each year are from chronic 
diseases, while heart disease, cancer, and stroke account for approximately 50% of deaths 
each year (CDC, 2015b). In addition, more than 86% of all health care spending in the United 
States is on people with chronic conditions (CDC, 2015b). Chronic diseases are not only the 
most common, deadly, and costly, they are also the most preventable of all health problems 
in the United States (CDC, 2105b). They are the most preventable because four modifiable 
risk  behaviors—lack of exercise or physical activity, poor nutrition, tobacco use, and exces-
sive  alcohol use—are responsible for much of the illness, suffering, and early death related to 
chronic diseases (CDC, 2015b) (see Table 1.1). In fact, one study estimates that all causes of 
mortality could be cut by 55% by never smoking, engaging in regular physical activity, eating 
a healthy diet, and avoiding being overweight (van Dam, Li, Spiegelman, Franco, & Hu, 2008).

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

Most Common Causes of Death, United States, 2013* Actual Causes of Death, United States, 2000**

 1. Heart disease 1. Tobacco
 2. Cancer 2. Poor diet and physical inactivity
 3. Chronic lower respiratory diseases 3. Alcohol consumption
 4. Unintentional injuries 4. Microbial agents
 5. Stroke 5. Toxic agents
 6. Alzheimer’s disease 6. Motor vehicles
 7. Diabetes 7. Firearms
 8. Influenza and pneumonia 8. Sexual behavior
 9. Kidney disease 9. Illicit drug use
10. Suicide

*Kochanek, Murphy, Xu, & Arias (2014).

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

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

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

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

It may not have been the content of Healthy People that made the publication so sig-
nificant, because several publications written before it provided a similar message. Rather, 
Healthy People was important because it summarized the research available up to that 
point, presented it in a very readable format, and made the information available to the 
general public. Healthy People was followed by the release of the first set of health goals and 
objectives for the nation, titled Promoting Health/Preventing Disease: Objectives for the Nation 
(USDHHS, 1980).

These goals and objectives, now in their fourth generation (USDHHS, 2015c), have de-
fined the nation’s health agenda and guided its health policy since their inception. And, in 
part, they have kept the importance of good health visible to all Americans.

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

There is more to health education than simply disseminating health information (Auld et al., 
2011). Health education is a much more involved process. Two formal definitions of health 
education have been frequently cited in the literature. The first comes from the Report of the 
2011 Joint Committee on Health Education and Promotion Terminology (Joint Committee on 
Health Education and Promotion Terminology [known hereafter as the Joint Committee 
on Terminology], 2012). The committee defined health education as “[a]ny combination 
of planned learning experiences using evidence-based practices and/or sound theories that 
provide the opportunity to acquire knowledge, attitudes, and skills needed to adopt and 
maintain healthy behaviors” (Joint Committee on Terminology, 2012, p. S17). The second 
definition was presented by Green and Kreuter (2005), who defined health education as “any 
planned combination of learning experiences designed to predispose, enable, and reinforce 
voluntary behavior conducive to health in individuals, groups, or communities” (p. G-4).

Another term that is closely related to health education, and sometimes incorrectly used 
in its place, is health promotion. Health promotion is a broader term than health education. In 
the Report of the 2011 Joint Committee on Health Education and Promotion Terminology (Joint 
Committee on Terminology, 2012, p. S19) health promotion is defined as “[a]ny planned 
combination of educational, political, environmental, regulatory, or organizational mecha-
nisms that support actions and conditions of living conducive to the health of individuals, 
groups, and communities.” Green and Kreuter (2005) offered a slightly different definition 
of health promotion, calling it “any planned combination of educational, political, regulatory 
and organizational supports for actions and conditions of living conducive to the health of 
individuals, groups, and communities” (p. G-4).

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

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

⦁ Health Education Specialists

The individuals best qualified to plan health promotion programs are health education special-
ists. A health education specialist has been defined as “[a]n individual who has met, at a 
minimum, baccalaureate-level required health education academic preparation qualifications, 
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who serves in a variety of settings, and is able to use appropriate educational strategies and 
methods to facilitate the development of policies, procedures, interventions, and systems 
conducive to the health of individuals, groups, and communities” (Joint Committee on 
Terminology, 2012, p. S18). Today, health education specialists can be found working in a vari-
ety of settings, including schools (K–12, colleges, and universities), community health agencies 
(governmental and nongovernmental), worksites (business, industry, and other work set-
tings), and health care settings (e.g., clinics, hospitals, and managed care organizations). (Note: 
Prior to the term health education specialists being used by the health education profession, 
health education specialists were referred to as health educators. Throughout the remainder of 
this book the term health education specialist will be used except when the term health educator is 
part of a title or when the term carries historical relevance.)

The role of the health education specialist in the United States as we know it today 
is one that has evolved over time based on the need to provide people with educational 
interventions to enhance their health. The earliest signs of the role of the health educa-
tion specialist appeared in the mid-1800s with school hygiene education, which was 
closely associated with physical activity. By the early 1900s, the need for health educa-
tion spread to the public health arena, but it was the writers, journalists, social workers, 
and visiting nurses who were doing the educating—not health education specialists as 
we know them today (Deeds, 1992). As we gained more knowledge about the relationship 
between health, disease, and health behavior, it was obvious that the writers, journal-
ists, social workers, visiting nurses, and primary caregivers—mainly physicians, dentists, 
other independent practitioners, and nurses—were unable to provide the needed health 
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education. The combination of the heavy workload of the primary caregivers, the lack of 
formal training in the process of educating others, and the need for education at all levels 
of prevention—primary, secondary, and tertiary—(see Table 1.2) created a need for 
health education specialists.

As the role of the health educator grew over the years, there was a movement by those 
in the discipline to clearly define their role so that people inside and outside the profession 
would have a better understanding of what the health education specialist did. In January 
1979, the Role Delineation Project began (National Task Force on the Preparation and 
Practice of Health Educators, 1985). Through a comprehensive process, this project yielded 
a generic role for the entry-level health educator—that is, responsibilities for health 
education specialists taking their first job regardless of their work setting. Once the role of 
the entry-level health educator was delineated, the task became to translate the role into a 
structure that professional preparation programs in health education could use to design 
competency-based curricula. The resulting document, A Framework for the Development of 
Competency-Based Curricula for Entry Level Health Educators (NCHEC, 1985), and its revised 
version, A Competency-Based Framework for the Professional Development of Certified Health 
Education Specialists (NCHEC, 1996), provided such a structure. These documents, simply 
referred to as the Framework were comprised of the seven major areas of responsibility, 

TablE 1.2 Levels of Prevention

Level of Prevention Health Status Example Interventions

Primary prevention – 
measures that forestall the 
onset of a disease, illness, 
or injury

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

Activities directed at 
improving well-being 
while preventing 
specific health problems, 
e.g., legislation to 
mandate safe practices, 
exercise programs, 
immunizations, fluoride 
treatments

Secondary prevention – 
measures that lead to early 
diagnosis and prompt 
treatment of a disease, 
illness, or injury to minimize 
progression of health 
problem

Presence of disease, illness, 
or injury

Activities directed at 
early diagnosis, referral, 
and prompt treatment, 
e.g., mammograms,  
self-testicular exam, 
laboratory tests to 
diagnosis diabetes, 
hypercholesterolemia, 
hypothyroidism, 
programs to prevent 
reinjury

Tertiary prevention –  
measures aimed at 
rehabilitation following 
significant disease, illness, 
or injury

Disability, impairment, or 
dependency

Activities directed at 
rehabilitation to return 
a person to maximum 
usefulness, e.g., disease 
management programs, 
support groups, cardiac 
rehabilitation programs


