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Fifth Edition

The fifth edition of Health Program Planning
and Evaluation has stayed true to the pur-
pose and intent of the previous editions. This
advanced-level text is written to address the
needs of professionals from diverse health
disciplines who find themselves responsible
for developing, implementing, or evaluating
health programs. The aim of the text is to
assist health professionals to become not only
competent health program planners and eval-
uators but also savvy consumers of evaluation
reports and prudent users of evaluation con-
sultants. To that end, the text includes a vari-
ety of practical tools and concepts necessary
to develop and evaluate health programs, pre-
senting them in language understandable to
both the practicing and novice health program
planner and evaluator.

Health programs are conceptualized as
encompassing a broad range of programmatic
interventions that span the social-ecological
range, from individual-level to population-
level programs. Examples of programs cited
throughout the text are specific yet broadly
related to improving health and reflect the
breadth of public health programs. The exam-
ples have been updated once again to reflect
current best practices. Maintaining a pub-
lic health focus provides an opportunity to
demonstrate how health programs can focus
on different levels of a population, different
determinants of a health problem, and dif-
ferent strategies and interventions to address
a health problem. In addition, examples of
health programs and references are selected
to pique the interests of the diverse students
and practicing professionals who constitute
multidisciplinary program teams. Thus, the
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content and examples presented throughout
the text are relevant to health administrators,
medical social workers, nurses, nutritionists,
pharmacists, public health professionals,
physical and occupational therapists, and
physicians.

This textbook grew from teaching experi-
ences with both nurses and public health stu-
dents and their need for direct application of
the program planning and evaluation course
content to their work and to their clients and
communities. Today, programs need to be
provided through community-based health-
care settings to address broad public health
issues and expand the individual to popula-
tion focus. The distinction between individ-
ual patient health and population health is a
prerequisite for the thinking and planning—in
terms of aggregates and full populations—by
students from clinical backgrounds.

In most graduate health professions
programs, students take a research meth-
ods course and a statistics course. Therefore,
this evaluation text avoids duplicating spe-
cialized content related to research methods
and statistics while addressing and extend-
ing that content into health program devel-
opment, implementation, and evaluation.
In addition, because quality improvement
and related methodologies are widely used
in healthcare organizations, areas of overlap
between these and traditional program evalu-
ation approaches are discussed. This includes
ways that quality improvement methodologies
complement program evaluations. Sometimes
evaluations are appropriate; sometimes they
are not. Enthusiasm for providing health pro-
grams and performing evaluation is tempered
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with thoughtful notes of caution in the hope
that students will avoid potentially serious and
costly program and evaluation mistakes.

Unique Features

The Fifth Edition has retained the three unique
features that distinguish this text from other
program planning and evaluation textbooks:
use of the public health pyramid, consis-
tent use of a model of the program theory
throughout the text, and role modeling of
evidence-based practice.

The public health pyramid explains how
health programs can be developed for indi-
viduals, aggregates, populations, and service
delivery systems. Use of the pyramid is also
intended as a practical application of the
social-ecological perspective that acknowl-
edges a multilevel approach to addressing
health problems. The public health pyramid
contains four levels: direct services to indi-
viduals; enabling services to aggregates; ser-
vices provided to entire populations; and, at
the base, infrastructure. In this textbook, the
pyramid is used as an organizing structure
to summarize the content of each chapter in
the “Across the Pyramid” sections. In these
sections, specific attention is paid to how key
concepts in a given chapter might vary across
each pyramid level. Summarizing the chap-
ter content in this manner reinforces the per-
spective that enhancing health and well-being
requires integrated efforts across the levels of
the public health pyramid. Health program
development and evaluation is relevant for
programs intended for individuals, aggregates,
populations, and service delivery systems, and
this fact reinforces the need to tailor program
plans and evaluation designs to the level at
which the program is conceptualized. Using
the pyramid also helps health professionals
begin to value their own and others’ contribu-
tions within and across the levels and to tran-
scend disciplinary boundaries.

The second unique feature of this text
is that one conceptual model of program

planning and evaluation is used throughout
the text: the program theory. The program
theory is like a curricular strand, connecting
content across the chapters, and activities
throughout the planning and evaluation cycle.
The program theory, as a conceptual model,
is composed of elements. Articulating each of
the component elements of the program the-
ory sharpens the student’s awareness of what
must be addressed to create an effective health
program. One element of the program theory
is the effect theory, which focuses on how the
intervention results in the program effects. The
effect theory had its genesis in the concepts of
action and intervention hypotheses described
by Rossi and Freeman; those concepts were
dropped from later editions of their text. We
believe these authors were onto something
with their effort to elucidate the various path-
ways leading from a problem to an effect of
the program. Rossi’s and colleagues’ ideas have
been updated with the language of moderating
and mediating factors and an emphasis on the
intervention mechanisms.

Throughout the current edition of this
textbook, emphasis is given to the effect the-
ory portion of the program theory. The effect
theory describes relationships among health
antecedents, causes of health problems, pro-
gram interventions, and health effects. The
hypotheses that comprise the effect theory
need to be understood and explicated to plan
a successful health program and to evalu-
ate the “right” elements of the program. The
usefulness of the effect theory throughout the
planning and evaluation cycle is highlighted
throughout this text; for example, the model
is used as a means of linking program theory
to evaluation designs and data collection. The
model becomes an educational tool by serving
as an example of how the program theory is
manifested throughout the stages of planning
and evaluation, and by reinforcing the value
of carefully articulating the causes of health
problems and consequences of programmatic
interventions. Students and novice program
planners may have an intuitive sense of the



connection between their actions and out-
comes, but they may not know how to artic-
ulate those connections in ways that program
stakeholders can readily grasp. The effect the-
ory and the process theory—the other main
element of the program theory—provide a
basis from which to identify and describe
these connections.

The third unique feature of this text is the
intentional role modeling of evidence-based
practice. Use of published, empirical evidence
as the basis for practice—whether clinical
practice or program planning practice—is the
professional standard. Each chapter of this
book contains substantive examples drawn
from the published scientific health and
health-related literature. Relying on the liter-
ature for examples of programs, evaluations,
and issues is consistent with the espoused
preference of using scientific evidence as the
basis for making programmatic decisions.
Each chapter offers multiple examples from
the health sciences literature that substantiate
the information presented in the chapter.

Organization of the
Book

The book is organized into six sections, each
covering a major phase in the planning and
evaluation cycle. Chapter 1 introduces the fic-
titious city of Layetteville and the equally ficti-
tious Bowe County. Among the five illustrative
health problems in this case, congenital anom-
alies have now been replaced with adult sui-
cide, which have been rising in recent years.
In subsequent chapters, chapter content is
applied to the health problems of Layetteville
and Bowe County so that students can learn
how to use the material on an ongoing basis.
In several chapters, the case study is used in
the “Discussion Questions and Activities”
section to provide students with an oppor-
tunity to practice applying the chapter con-
tent. In recognition of the availability of parts
of the text in digital format, each use of the
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Layetteville case stands on its own in reference
to the chapter’s content.

Section I explores the context in which
health programs and evaluations occur. Chap-
ter 1 begins with an overview of definitions
of health, followed by a historical context.
The public health pyramid is introduced and
presented as an ecological framework for
thinking of health programs. An overview of
community is provided and discussed as both
the target and the context of health programs.
The role of community members in health
programs and evaluations is introduced, and
emphasis is given to community as a context
and to strategies for community participation
throughout the program development and
evaluation process. Chapter 2 addresses the
role of diversity of both health professionals
and the people they seek to serve. Although
a discussion of diversity-related issues could
have been added to each chapter, the impor-
tance of these dynamics in ensuring a success-
ful health program warranted it being covered
early in the text and as a separate chapter.
Cultural competence is discussed, as well as
the recent emphases on cultural humility and
ongoing shared learning.

Section II contains two chapters that
focus on the task of defining the health prob-
lem. Chapter 3 covers planning perspectives
and the history of health program planning.
Effective health program developers under-
stand that approaches to planning are based
on assumptions. These assumptions are exem-
plified in six perspectives that provide points
of reference for understanding diverse prefer-
ences for prioritizing health needs and expen-
ditures and therefore for tailoring planning
actions to fit the situation best. Chapter 3 also
reviews perspectives on conducting a commu-
nity health assessment as foundational to deci-
sion making about the future health program.
Essential steps involved in conducting a com-
munity health assessment are outlined as well.

Chapter 4 expands on key elements of
a community needs assessment, beginning
with a review of the data collection methods
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appropriate for a community needs assess-
ment. This discussion is followed by a brief
overview of key epidemiological statistics.
Using those statistics and the data, the reader
is guided through the process of developing a
causal statement of the health problem. This
causal statement, which includes the notion
of moderating and mediating factors in the
pathway from causes to outcomes, serves as
the basis for the effect theory of the program.
Once the causal statement has been devel-
oped, prioritization of the problem is needed;
four systems for prioritizing in a rational man-
ner are reviewed in Chapter 4.

Following prioritization comes plan-
ning, beginning with the decision of how to
address the health problem. In many ways, the
two chapters in Section III form the heart of
planning a successful health program. Unfor-
tunately, students generally undervalue the
importance of theory for selecting an effective
intervention and of establishing target values
for objectives. Chapter 5 explains what the-
ory is and how it provides a cornerstone for
programs and evaluations. More important,
the concept of intervention is discussed in
detail, with attention given to characteristics
that make an intervention ideal, including
attention to intervention dosage. Program the-
ory is introduced in Chapter 5 as the basis for
organizing ideas related to the selection and
delivery of the interventions in conjunction.
The effect theory element of the program the-
ory is introduced and the components of the
effect theory are explained. Because the effect
theory is so central to having an effective pro-
gram intervention and the subsequent pro-
gram evaluation, it is discussed in conjunction
with several examples from the Layetteville
and Bowe County case.

Chapter 6 goes into detail about develop-
ing goals and objectives for the program, with
particular attention devoted to articulating
the interventions provided by the program. A
step-by-step procedure is presented for deriv-
ing numerical targets for the objectives from

existing data, which makes the numerical tar-
gets more defendable and programmatically
realistic. We focus on distinguishing between
process objectives and outcome objectives
through the introduction of two mnemonics:
TAAPS (Time frame, Amount of what Activi-
ties done by which Participants/program Staff)
and TRACE (Timeframe, what portion of
Recipients experience what Amount of which
type of Change or Effect).

Section IV deals with the task of imple-
menting a health program. Chapter 7 provides
an in-depth review of key elements that con-
stitute the process theory element of the pro-
gram theory—specifically, the organizational
plan and services utilization plan. The distinc-
tion between inputs and outputs of the process
theory is highlighted through examples and a
comprehensive review of possible inputs and
outputs. Budgeting for program operations is
covered in this chapter as well. Chapter 8 is
devoted to fiscal data systems, including key
aspects of budgeting, and informatics. Chapter
9 details how to evaluate the outputs of the
organizational plan and the services utilization
plan. The practical application of measures of
coverage is described, along with the need to
connect the results of the process evaluation
to programmatic changes. Program manage-
ment for assuring a high-quality program that
delivers the planned intervention is the focus
of Chapter 10.

Section V contains chapters that are
specific to conducting the effect evalua-
tions. These chapters present both basic and
advanced research methods from the per-
spective of a program effect evaluation. Here,
students’ prior knowledge about research
methods and statistics is brought together in
the context of health program and services
evaluation. Chapter 11 highlights the impor-
tance of refining the evaluation question and
provides information on how to clarify the
question with stakeholders. Earlier discus-
sions about program theory are brought to
bear on the development of the evaluation



question. Key issues, such as data integrity
and survey construction, are addressed with
regard to the practicality of program evalu-
ation. Chapter 12 takes a fresh approach to
evaluation design by organizing the traditional
experimental and quasi-experimental designs
and epidemiological designs into three levels
of program evaluation design based on the
design complexity and purpose of the evalu-
ation. The discussion of sampling in Chapter
13 retains the emphasis on practicality for
program evaluation rather than taking a pure
research approach. However, sample size and
power are discussed because these factors
affect the credibility of program evaluations.
Chapter 14 reviews statistical analysis of data,
with special attention to variables from the
effect theory and their level of measurement.
The data analysis is linked to interpretation,
and students are warned about potential flaws
in how numbers are understood. Chapter 15
provides a review of qualitative designs and
methods, especially their use in health pro-
gram development and evaluation.

The final section, Section VI, includes
just one chapter. Chapter 16 discusses the use
of evaluation results when making decisions
about existing and future health programs.
Practical and conceptual issues related to the
ethics issues that program evaluators face are
addressed. This chapter also reviews ways to
assess the quality of evaluations and the pro-
fessional responsibilities of evaluators.

Each chapter in the book concludes with
a “Discussion Questions and Activities” sec-
tion. The questions posed are intended to be
provocative and to generate critical thinking.
At the graduate level, students need to engage
in independent thinking and to foster their
ability to provide rationales for decisions.
The discussion questions are developed from
this point of view. In the “Internet Resources”
section, links are provided to websites that
support the content of the chapter. These web-
sites have been carefully chosen as stable and
reliable sources.
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Additions to and
Revisions in the
Fifth Edition

The Fifth edition of Health Program Plan-
ning and Evaluation represents continuous
improvement, with corrections and updated
references. Classical references and references
that remain state of the art have been retained.

The Fifth Edition has retained the original
intent—namely, to provide students with the
ability to describe a working theory of how
the intervention acts upon the causes of the
health problem and leads to the desired health
results. Some content has been condensed
in order to allow enough room to describe
current evaluation approaches adequately
for both new and experienced practitioners.
For instance, Chapter 1 now includes health
goals of international organizations such as
the World Health Organization (WHO) and
the United Nations, including the vital issue
of sustainability. Chapter 2 has been updated
to reflect evolving understanding of relevant
concepts, including shifting from a focus on
health disparities to health equity and from
cultural competence to cultural humility.
Chapter 3 reflects the continuing emergence
of online as well as physically proximate com-
munities, a trend accelerated by the corona-
virus pandemic. Chapter 4 notes the health
evaluation potential of rapidly increasing
availability of “big” data on population health.
Chapter 5 expands attention to the interacting
factors affecting health. Chapter 6 includes a
new acronym, TRACE, for examining pub-
lic health intervention effect objectives: what
Timeframe, what portion of Recipients experi-
ence what Amount of which type of Change/
Effect. Discussion of budgets in Chapter 8 now
includes more attention to the importance
of justifying expenditures to internal as well
as external stakeholders. Chapter 9 includes
updated content on implementation, including
the need in some instances to stop programs
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that are not working as intended. Chapter 12
has been streamlined and updated to make its
meaty methodological content more accessi-
ble and maintain topical relevance. Chapter
13 notes the ever-expanding potential of “big
data,” but with the caution that these analyses
require substantial resources. Finally, Chap-
ter 16 retains its focus on the ethical respon-
sibilities of health evaluation, including the

particular need to listen actively to members
of populations that have been disadvantaged.
In sum, we have worked hard to sustain
this book’s conceptual and empirical rigor and
currency in the Fifth Edition while maintaining
accessibility for a range of health evaluators.
Above all, we hope this book is useful to our

readers’ vitally important efforts to improve
health.
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CHAPTER 1

Context of Health
Program Development
and Evaluation

Health is not a state of being that can be
achieved through isolated, uninformed, indi-
vidualistic actions. Health of individuals,
of families, and of populations is a state in
which physical, mental, and social well-being
are integrated to enable optimal functioning.
From this perspective, achieving and main-
taining health across a life span is a complex,
complicated, intricate affair. For some, health
is present irrespective of any special efforts or
intention. For most of us, health requires, at a
minimum, some level of attention and specific
information, as well as living conditions that
support health, such as access to healthy food,
decent housing, and safe communities. It is
through health programs that attention is given
focus and information is provided or made
available, but that does not guarantee that the
attention and information are translated into
actions or behaviors needed to achieve health.
Thus, those providing health programs, how-
ever large or small, need to understand both
the processes whereby those in need of atten-
tion and health information can receive what
is needed, and also the processes by which

to learn from the experience of providing the
health program.

The processes and effects of health pro-
gram planning and evaluation are the sub-
jects of this text. The discussion begins here
with a brief overview of the historical context.
This background sets the stage for appreciat-
ing the considerable number of publications
on the topic of health program planning
and evaluation, and for acknowledging the
professionalization of evaluators. The use
of the term processes to describe the actions
involved in health program planning and eval-
uation is intended to denote action, cycles,
and open-endedness. This chapter introduces
the planning and evaluation cycle, and the
interactions and iterative nature of this cycle
are stressed throughout the text. Because
health is an individual, aggregate, and popula-
tion phenomenon, health programs need to be
conceptualized across those levels. The public
health pyramid, introduced in this chapter, is
used throughout the text as a tool for concep-
tualizing and actualizing health programs for
individuals, aggregates, and populations.
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History and Context

An appropriate starting point for this text is
reflecting on and understanding what “health”
is, along with having a basic appreciation for
the genesis of the fields of health program
planning and evaluation. A foundation in
these elements is key to effectively conduct
health program planning and evaluation.

Concept of Health

To begin the health program planning and
evaluation cycle requires first reflecting on the
meaning of health. Both explicit and implicit
meanings of health can dramatically influence
what is considered the health problem and
the subsequent direction of a program. The
most widely accepted definition of health is
that put forth by the World Health Organiza-
tion (WHO), which, for the first time, defined
health as more than the absence of illness and
as the presence of well-being (WHO, 1947).
Since the publication of the WHO defini-
tion, health has come to be viewed across the
health professions as a holistic concept that
encompasses the presence of physical, mental,
developmental, social, and financial capabil-
ities, assets, and balance. This idea does not
preclude each health profession from having
a particular aspect of health to which it pri-
marily contributes. For example, a dentist
contributes primarily to a patient’s oral health,
knowing that the state of the patient’s teeth
and gums has a direct relationship to his or
her physical and social health. Thus the den-
tist might say that the health problem is caries.
The term health problem is used, rather than
illness, diagnosis, or pathology, in keeping with
the holistic view that there can be problems,
deficits, and pathologies in one component
of health while the other components remain
“healthy.” Using the term health problem also
makes it easier to think about and plan health
programs for aggregates of individuals. A com-
munity, a family, and a school can each have
a health problem that is the focus of a health

program intervention. The extent to which the
health program planners have a shared defi-
nition of health and have defined the scope
of that definition influences the nature of the
health program.

Health is a matter of concern for more
than just health professionals. For many peo-
ple, the concept of health is perceived as a
right, along with civil rights and liberties. The
right to health is often translated by the public
and politicians into the perceived right to have
or to access health care. This political aspect
of health is the genesis of health policy at the
local, federal, and international levels. The
extent to which the political nature of health
underlies the health problem of concern being
programmatically addressed also influences
the final nature of the health program.

Health Programs,
Projects, and Services

What distinguishes a program from a project
or from a service can be difficult to explain,
given the fluidity of language and terms. The
term program is fairly generic but generally
connotes a structured effort to provide a spe-
cific set of services or interventions. In con-
trast, a project often refers to a time-limited or
experimental effort to provide a specific set
of services or interventions through an orga-
nizational structure. In the abstract, a service
involves interaction between a provider and
client where something is provided.

A health program is a totality of an orga-
nized structure designed for the provision
of a fairly discrete health-focused interven-
tion, where that intervention is designed for
a specific intended audience. By comparison,
health services are the organizational structures
through which providers interact with clients
or patients to meet the needs or address the
health problems of the clients or patients.
Health programs, particularly in public health,
tend to provide educational services, have a
prevention focus, and deliver services that are
aggregate or population-focused. In contrast,



health services exist exclusively as direct ser-
vices. Recognizing the distinction between
health programs and health services is important
for understanding the corresponding unique
planning and evaluation needs of each.

History of Health
Program Planning
and Evaluation

The history of planning health programs has
a different lineage than that of program eval-
uation. Only relatively recently, in historical
terms, have these lineages begun to overlap,
with resulting synergies. Planning for health
programs has the older history, if public health
is considered. Rosen (1993) argued that pub-
lic health planning began approximately 4,000
years ago with planned cities in the Indus Val-
ley, which had covered sewers. Particularly
since the Industrial Revolution, planning for
the health of populations has progressed, and
it is now considered a key characteristic of the
discipline of public health.

Blum (1981) related planning to efforts
undertaken on behalf of the public well-being
to achieve deliberate or intended social change
as well as providing a sense of direction and
alternative modes of proceeding to influence
social attitudes and actions. Others (Dever,
1980; Rohrer, 1996; Turnock, 2015) have sim-
ilarly defined planning as an intentional effort
to create something that has not occurred
previously for the betterment of others and
for the purpose of meeting desired goals. The
purpose of planning is to ensure that a pro-
gram has the best possible likelihood of being
successful, defined in terms of being effective
with the least possible resources. Planning
encompasses a variety of activities undertaken
to meet this purpose.

The quintessential example of planning
is the development and use of the Healthy
People goals. In 1979, Healthy People (U.S.
Department of Health, Education, and Welfare
[DHEW], 1979) was published as a response
to the need to establish an illness prevention
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agenda for the United States. The companion
publication, Promoting Health/Preventing Dis-
ease (U.S. Department of Health and Human
Services [DHHS], 1980), marked the first time
that goals and objectives regarding specific
areas of the nation’s health were made explicit,
with the expectation that these goals would be
met by the year 1990. Healthy People became
the framework for the development of state
and local health promotion and disease pre-
vention agendas. Since its initial publication,
the U.S. goals for national health have been
revised and published every 10 years. (DHHS,
1991; DHHS, 2000; DHHS, 2011; DHHS,
2020).

The evolution of Healthy People goals also
reflects the accelerating rate of emphasis on
nationwide coordination of health promotion
and disease prevention efforts and a reliance
on systematic planning to achieve this coor-
dination. The development of the Healthy
People publications reflects the underlying
assumption that planning is a rational activ-
ity that can lead to results. However, at the
end of each 10-year cycle, many of the U.S.
health objectives were not achieved, reflecting
the potential for planning to fail. Given this
failure potential, this text emphasizes tech-
niques to help future planners of health pro-
grams be more realistic in setting goals and
less dependent on a linear, rational approach
to planning.

The Healthy People 1990 objectives were
developed by academics and clinical experts
in illness prevention and health promotion. In
contrast, development of the goals and health
problems listed in more recent iterations of
Healthy People incorporated public commen-
tary; these ideas were later revised and refined
by expert panels before the final publication
of the objectives. Greater participation of the
public during the planning stage of health
programs has become the norm. In keeping
with the emphasis on participation, the role
and involvement of stakeholders are stressed
at each stage of the planning and evaluation
cycle.



6 Chapter 1 Context of Health Program Development and Evaluation

Other nations also set health status goals,
and international organizations such as the
World Health Organization (WHO) and
Pan American Health Organization (PAHO),
develop health goals applicable across nations.
The United Nations Sustainable Develop-
ment Goals are an example of a broader set of
goals that include health. They aim to “ensure
healthy lives and promote well-being for all at
all ages” with nine specific targets that address
a variety of health issues, including maternal,
infant, and child mortality; infectious diseases
like HIV and malaria; mental health; traffic
accidents; and sexual and reproductive health
(United Nations, n.d.).

The history of evaluation, from which
the evaluation of health programs grew, is far
shorter than the history of planning, beginning
roughly in the early 1900s, but it is equally
rich in important lessons for future health
program evaluators. The first evaluations were
done in the field of education, particularly as
student assessment and evaluation of teach-
ing strategies gained interest (Patton, 2008).
Assessment of student scholastic achievement
is a comparatively circumscribed outcome of
an educational intervention. For this reason,
early program evaluators were drawn from the
discipline of education, and it was from the
fields of education and educational psychol-
ogy that many methodological advances were
made and statistics developed.

Guba and Lincoln (1987) summarized
the history of evaluations by proposing gener-
ational milestones or characteristics that typify
distinct generations. Later, Swenson (1991)
built on their concept of generations by
acknowledging that subsequent generations of
evaluations will occur. Each generation incor-
porates the knowledge of early evaluations
and extends that knowledge based on current
broad cultural and political trends.

Guba and Lincoln (1987) called the first
generation of evaluations in the early 1900s
“the technical generation.” During this time,
nascent scientific management, statistics, and
research methodologies were used to test

interventions. Currently, evaluations con-
tinue to incorporate the rationality of this
generation by using activities that are system-
atic, science-based, logical, and sequential.
Rational approaches to evaluations focus on
identifying the best-known intervention or
strategy given the current knowledge, mea-
suring quantifiable outcomes experienced
by program participants, and deducing the
degree of effect from the program.

The second generation, which lasted
until the 1960s, focused on using goals and
objectives as the basis for evaluation. Second-
generation evaluations were predominantly
descriptive. With the introduction in the 1960s
of broad innovation and initiation of federal
social service programs, including Medicare,
Medicaid, and Head Start, the focus of evalua-
tions shifted to establishing the merit and value
of the programs. Because of the political issues
surrounding these and similar federal programs,
determining whether the social policies were
having any effect on people become a priority.
Programs needed to be judged on their merits
and effectiveness. The U.S. General Account-
ing Office (GAO; now called the Government
Accountability Office) had been established in
1921 for the purpose of studying the utilization
of public finances, assisting Congress in decision
making with regard to policy and funding, and
evaluating government programs. The second-
generation evaluation emphasis on quantifying
effects was spurred, in part, by reports from the
GAO that were based on the evaluations of fed-
eral programs.

Typically, the results of evaluations were
not used in the “early” days of evaluating
education and social programs. That is, fed-
eral health policy was not driven by whether
evaluations showed the programs to be suc-
cessful. Although the scientific rigor of eval-
uations improved, their usefulness remained
minimal. Beginning in the 1980s, however,
the third generation of evaluations—termed
“the negotiation generation” or “the respon-
siveness generation”—began. During this
generation, evaluators began to acknowledge



that they were not autonomous and that
their work needed to respond to the needs
of those being evaluated. As a result of this
awareness, several lineages have emerged.
These lineages within the responsiveness
generation account for the current diversity
in types, emphases, and philosophies related
to program evaluation.

One lineage is utilization-focused evalu-
ation (Patton, 2012), in which the evaluator’s
primary concern is with developing an eval-
uation that will be used by the stakeholders.
Utilization-focused evaluations are built on the
following premises (Patton, 1987): Concern
for use of the evaluation pervades the evalu-
ation from beginning to end; evaluations are
aimed at the interests and needs of the users;
users of the evaluation must be invested in
the decisions regarding the evaluation; and a
variety of community, organizational, politi-
cal, resource, and scientific factors affect the
utilization of evaluations. Utilization-focused
evaluation differs from evaluations that are
focused exclusively on outcomes.

Another lineage is participatory eval-
uation (Whitmore, 1998), in which the
evaluation is merely guided by the expert
and is actually generated by and conducted
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by those invested in the health problem.
A participatory or empowerment approach
invites a wide range of stakeholders into the
activity of planning and evaluation, providing
those participants with the skills and knowl-
edge to contribute substantively to the activi-
ties and fostering their sense of ownership of
the product (Table 1-1).

The fourth generation of evaluation,
which emerged in the mid-1990s, seems to
be meta-evaluation, that is, the evaluation
of evaluations done across similar programs.
This trend in program evaluation parallels the
trend in social science toward using meta-
analysis of existing studies to better under-
stand theorized relationships and the trend
across the health professions toward estab-
lishing evidence-based practice guidelines.
This new generation became possible due to
a pervasive culture of evaluation in the health
services and because of the availability of
huge data sets for use in the meta-evaluations.
An early example of the evaluation culture
was the mandate from United Way, a major
funder of community-based health programs,
for their grantees to conduct outcome evalu-
ations. To help grantees meet this mandate,
United Way published a user-friendly manual

Table 1-1 Comparison of Outcome-Focused, Utilization-Focused, and Participatory-Focused

Evaluations

Outcome-Focused
Evaluations

Utilization-Focused
Evaluations

Participatory-Focused
Evaluations

Get stakeholders to use
evaluation-findings for
decisions regarding program
improvements and future

Involve the stakeholders in
designing programs and
evaluations, and utilizing
findings

program development

Purpose  Show program effect

Audience Funders, researchers,
other external audience

Method Research methods,

external evaluators
(usually)

Program people (internal
audience]), funders

Research methods,
participatory

Those directly concerned
with the health problem and
program

Research methods as
implemented by the
stakeholders
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(United Way of America, 1996) that could be
used by nonprofessionals in the development
of basic program evaluations. More broadly,
the culture of evaluation can be seen in the
explicit requirement of federal agencies that
fund community-based health programs that
such programs include evaluations conducted
by local evaluators.

Most people have an intuitive sense of
what evaluation is. The purpose of evaluation
can be to measure the effects of a program
against the goals set for it and thus to con-
tribute to subsequent decision making about
the program (Weiss, 1972). Alternatively,
evaluation can be defined as “the application
of social research methods to systematically
investigate the effectiveness of social inter-
vention programs in ways that are adapted
to their political and organizational environ-
ments and are designed to inform social action
to improve social conditions” (Rossi, Lipsey, &
Henry, 2019, p. 6). Others (Herman, Morris, &
Fitz-Gibbon, 1987) have defined evaluation
as judging how well policies and procedures
are working or as assessing the quality of a
program. These definitions of evaluation all
remain relevant.

Inherently, these definitions of evalua-
tion have an element of being judged against
certain criteria. This implicit understand-
ing of evaluation leads those involved with
the health program to feel that they will be
judged or found not to meet those criteria
and that they will subsequently experience
some form of repercussions. They may fear
that they as individuals or as a program will
be labeled a failure, unsuccessful, or inade-
quate. Such feelings must be acknowledged
and addressed early in the planning cycle.
Throughout the planning and evaluation
cycle, program planners have numerous
opportunities to engage and involve program
staff and stakeholders in the evaluation pro-
cess. Taking advantage of these opportunities
may alleviate the concerns of program staff
and stakeholders about the judgmental qual-
ity of the program evaluation.

Evaluation as a
Profession

A major development in the field of eval-
uation has been the professionalization of
evaluators. The American Evaluation Asso-
ciation (AEA) serves evaluators primarily in
the United States. Several counterparts to the
AEA exist, such as the Society for Evaluation
in the United Kingdom and the Australian
Evaluation Society. The establishment of these
professional organizations, whose members
are evaluators, and the presence of health-
related sections within these organizations
demonstrate a field of expertise and of spe-
cialized knowledge regarding the evaluation
of health-related programs.

As the field of evaluation has evolved, so
have the number and diversity of approaches
that can guide the development of evalua-
tions. Currently, 23 different approaches to
evaluation have been identified, comprising
three major groups (Stufflebeam & Coryn,
2014). One group of evaluations is oriented
toward questions and methods such as objec-
tive-based studies and experimental evalu-
ations. The second group of evaluations is
oriented toward improvements and account-
ability and includes consumer-oriented and
accreditation approaches. The third group
of evaluations includes those that have a
social agenda or advocacy approach, such
as responsive evaluations, democratic eval-
uations, and utilization-focused evaluations.
They also acknowledge pseudo-evaluations
and quasi-evaluations as distinct groups,
reflecting the continuing evolution of the
field of evaluation.

Several concepts are common across
the types of evaluations: pluralism of values,
stakeholder constructions, fairness and equity
regarding stakeholders, the merit and worth
of the evaluation, a negotiated process and
outcomes, and full collaboration. These con-
cepts have been formalized into the standards
for evaluations that were established by the



Joint Commission on Standards for Educa-
tional Evaluation in 1975 (American Evalua-
tion Association, 2011). Currently, this Joint
Commission includes many organizations in
its membership, such as the American Eval-
uation Association and the American Educa-
tional Research Association.

The five standards of evaluation adopted
by the American Evaluation Association are
utility, feasibility, propriety, accuracy, and eval-
uation accountability (Table 1-2; American
Evaluation Association, 2018).

The utility standard specifies that an
evaluation must be useful to those who
requested the evaluation. A useful evalu-
ation shows ways to make improvements
to the intervention, increase the efficiency
of the program, or enhance the possibility
of garnering financial support for the pro-
gram. The feasibility standard denotes that
the ideal may not be practical. Evaluations
that are highly complex or costly will not be
done by small programs with limited capa-
bilities and resources. Propriety is the ethical
component of the standards. Evaluations can
invade privacy or be harmful to either pro-
gram participants or program staff members.
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The propriety standard also holds evalu-
ators accountable for upholding all of the
other standards. Accuracy is essential and is
achieved through the elements that consti-
tute scientific rigor. These established and
accepted standards for evaluations reflect
current norms and values held by profes-
sional evaluators and deserve attention in
health program evaluations. The existence
and acceptance of standards truly indicate
the professionalism of evaluators.

Achieving these standards requires that
those involved in the program planning and
evaluation have experience in at least one
aspect of planning or evaluation, whether that
is experience with the health problem; experi-
ence with epidemiological, social, or behavioral
science research methods; or skill in facilitat-
ing processes that involve diverse constituents,
capabilities, and interests. Program planning
and evaluation can be done in innumerable
ways, with no single “right way.” This degree
of freedom and flexibility may cause discom-
fort for some individuals. As with any skill or
activity, until they have experience, program
planners and evaluators may feel intimidated
by the size of the task or by the experience

Table 1-2 Evaluation Standards Established by the Joint Commission on Standards for

Educational Evaluation

Principles Description

Utility To increase the extent to which program stakeholders find evaluation processes and
products valuable in meeting their needs.

Feasibility To increase evaluation effectiveness and efficiency.

Propriety To support what is proper, fair, legal, right, and just in evaluations.

Accuracy To increase the dependability and truthfulness of evaluation representations,
propositions, and findings, especially those that support interpretations and
judgments about quality.

Evaluation To encourage adequate documentation of evaluations and a meta-evaluative

Accountability
and products.

perspective focused on improvement and accountability for evaluation processes

Data from American Evaluation Association Guiding Principles Task Force (2018). https://www.eval.org/p/cm/Ld/fid=51
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of others involved. To become a professional
evaluator, therefore, requires a degree of will-
ingness to learn, to grow, and to be flexible.

Who Does Planning
and Evaluations?

Many different types of health professionals
and social scientists may be involved in health
program planning and evaluation. At the out-
set, some trepidation revolves around who
ought to be the planners and evaluators. Any-
one with an interest and a willingness to be
an active participant in the planning or eval-
uation process could be involved, including
health professionals, businesspersons, para-
professionals, and advocates or activists.

Planners and evaluators may be employ-
ees of the organization about to undertake the
activity, or they may be external consultants
hired to assist in all phases or just a specific
phase of the planning and evaluation cycle.
Internal and external planners and evaluators
all have their advantages and disadvantages.
Regardless of whether an internal or external
evaluator is used, professional stakes and alle-
giances should be acknowledged and under-
stood as factors that may affect the decision
making.

Planners and evaluators from within the
organization are susceptible to biases, con-
sciously or not, in favor of the program or
some aspect of the program, particularly if
their involvement may affect their work. On
the positive side, internal planners and evalua-
tors are more likely to have insider knowledge
of organizational factors that can be utilized or
may have a positive effect on the delivery and
success of the health program. Internal evalu-
ators may experience divided loyalties, such as
between the program and their job, between
the program staff members and other staff, or
between the proposed program or evaluation
and their view of what would be better.

Sources of internal evaluators may include
members of quality improvement teams,

particularly if they have received training in
program development or evaluation as they
relate to quality improvement. The use of
total quality management (TQM), continuous
quality improvement (CQI), and other qual-
ity improvement methodologies by health-
care organizations and public health agencies
can be integral to achieving well-functioning
programs.

External evaluators can bring a fresh per-
spective and a way of thinking that generates
alternatives not currently in the agencies’ rep-
ertoire of approaches to the health problem
and program evaluation. Compared to internal
evaluators, external evaluators are less likely to
be biased in favor of one approach—unless, of
course, they were chosen for their expertise in
a particular area, which would naturally bias
their perspective to some extent. External pro-
gram planners and evaluators, however, can
be expensive consultants. Some organizations
that specialize in health program evaluations
serve as one category of external evaluator.
These research firms receive contracts to eval-
uate health program initiatives and conduct
national evaluations that require sophisticated
methodology and considerable resources.

The question of who does evaluations
also can be answered by looking at who funds
health program evaluations. From this per-
spective, organizations that do evaluations as
a component of their business are the answer
to the question: Who does evaluations? Most
funding agencies prefer to fund health pro-
grams rather than stand-alone program evalu-
ations, although some exceptions do exist. For
example, the Agency for Healthcare Research
and Quality (AHRQ) funds health services
research about the quality of medical care,
which is essentially effect evaluation research.
Other federal agencies, such as the National
Institutes of Health and the bureaus within the
Department of Health and Human Services,
fund evaluation research of pilot health pro-
grams. However, the funding priorities of these
federal agencies change to be consistent with



federal health policy, serving as a reminder that
organizations funding and conducting health
program evaluations evolve over time.

Roles of Evaluators

Evaluators may be required to take on var-
ious roles, given that they are professionals
involved in a process that very likely involves
others. For example, as the evaluation takes
on a sociopolitical process, the evaluators
become mediators and change agents. If the
evaluation is a learning—teaching process,
evaluators become both teacher and student
of the stakeholders. To the extent that the eval-
uation is a process that creates a new reality
for stakeholders, program staff members, and
program participants, evaluators are reality
shapers. Sometimes, the evaluation may have
an unpredictable outcome; at such times,
evaluators are human instruments who gauge
what is occurring and analyze events. Ideally,
evaluations are a collaborative process, and
evaluators act as collaborators with the stake-
holders, program staff members, and program
participants. If the evaluation takes the form of
a case study, the evaluators may become illus-
trators, historians, and storytellers.

These are a few examples of how the roles
of the professional program evaluator evolve
and emerge. The individuals role in the plan-
ning and evaluation activities may not be clear
at the time that the project is started. Roles will
develop and evolve as the planning and evalu-
ation activities progress.

Planning and
Evaluation Cycle

Although planning and evaluation are com-
monly described as linear, they actually consti-
tute a cyclical process. In this section, the cycle
is described with an emphasis on factors that
enhance and detract from that process being
effective.

Planning and Evaluation Cycle n

Interdependent and
Cyclic Nature of Planning
and Evaluation

A major premise in the current thinking about
programs and evaluation is that the activities
constituting program planning and program
evaluation are cyclical and interdependent,
(Figure 1-1) and that the activities usually
occur in stages or sets of activities. The stages
are cyclical to the extent that the end of one
program or stage flows almost seamlessly into
the next program or planning activity. The
activities are interdependent to the extent that
the learning, insights, and ideas that result at
one stage are likely to influence the available
information and thus the decision making and
actions of another stage. Interdependence of
activities and stages ideally results from infor-
mation and data feedback loops that connect
the stages.

Figure 1-1 shows the idea flow of pro-
gram planning and evaluation. Ideally, eval-
uations in reality, the cyclical or interactive
nature of health program planning and eval-
uation exists in varying degrees. Interactions,
feedback loops, and reiterations of process are
not always reflected in this text. For the sake of
clarity, the cycle is presented in a linear fash-
ion, with steps and sequences covered in an
orderly fashion across the progression of chap-
ters. This pedagogical approach belies the true
messiness of health program planning and
program evaluation. Because the planning and
evaluation cycle is susceptible to and affected
by external influences, to be successful as a
program planner or evaluator requires a sub-
stantial degree of flexibility and creativity in
recovering from these influences.

The cycle begins with a trigger event, such
as awareness of a health problem; a periodic
strategic planning effort; a process required
by a stakeholder, such as a 5-year strategic
planning process or a grant renewal; or newly
available funds for a health program. An indi-
rect trigger for planning could be information
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Health program
planning

Health status
changes

Findings from
the evaluation

Effects evaluation

Participant/recipient
health outcome and
impact

Priorities
established

Statement of the
Assessment of health problems
community needs

and assets

Program and
evaluation planning

Evaluation design
and methodology

Process theory
and effect
theory
delineated

Findings from
the evaluation

Process evaluation

Intervention effect

Figure 1-1 The Planning and Evaluation Cycle.

generated from an evaluation that reveals
either the failure of a health program, extraor-
dinary success of the program, or the need for
additional programs. The trigger might also
be a news media exposé or legal action. For
those seeking to initiate the planning process,
getting the attention of influential individu-
als requires having access to them, packag-
ing the message about the need for planning
in ways that are immediately attractive, and
demonstrating the salience of the issue. Thus,
to get a specific health problem or issue “on
the table,” activists can use the salient events
to get the attention of influential individuals.
The importance of having a salient trigger

Program implementation

of process and effect
theories

event is to serve as a reminder for key individ-
uals to sort through and choose among com-
peting attention getters. This trigger event or
situation leads to the collection of data about
the health problem, the characteristics of the
people affected, and their perceptions of the
health problem. These data, along with addi-
tional data on available resources, constitute a
community health assessment.

Based on the data from the commu-
nity health assessment, program develop-
ment begins. Problems and their solutions
are prioritized. The planning phase includes
developing the program theory, which expli-
cates the connection between what is done and



the intended effects of the program. Another
component of the planning phase includes
assessment of organizational and infrastruc-
ture resources for implementing the program,
such as garnering resources to implement and
sustain the program. Yet another major com-
ponent of program planning is setting goals
and objectives that are derived from the pro-
gram theory.

After the resources necessary to imple-
ment the program have been secured and the
activities that make up the program interven-
tion have been delineated, the program can
be implemented. The logistics of implemen-
tation include marketing the program to the
intended audience, training and managing
program personnel, and delivering or pro-
viding the intervention as planned. During
implementation of the program, it is critical to
conduct an evaluation of the extent to which
the program is provided as planned; this is
the process evaluation. The data and findings
from the process evaluation are key feedback
items in the planning and evaluation cycle,
and they can and ought to lead to revisions in
the program delivery.

Ultimately, the health program needs to
have an effect on the health of the individual
program participants or on the recipients of
the program intervention if provided to the
community or a population. The evaluation
can be an outcome evaluation of immedi-
ate and closely causally linked programmatic
effects or an impact evaluation of more tempo-
rally and causally distal programmatic effects.
Both types of evaluations provide information
to the health program planners for use in sub-
sequent program planning. Evaluation of the
effects of the program provides data and infor-
mation that can be used to alter the program
intervention. These findings can also be used
in subsequent assessments of the need for
future or other health programs.

The model used throughout this text as a
framework (Figure 1-1) generically represents
the steps and processes. It is one of many pos-
sible ways to characterize the planning and
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evaluation cycle. As a generic representation,
the planning and evaluation cycle model used
in this text includes the essential elements, but
it cannot provide detailed instructions on the
“whens” and “hows” because each situation
will be different.

Using Evaluation Results
as the Cyeclical Link

Before embarking on either a process or an
effect evaluation, it is important to consider
who will use the results. The usefulness
of an evaluation depends on the extent to
which questions that need to be answered are
answered. Different stakeholder groups that
are likely to use evaluation findings will be
concerned with different questions.

Funding organizations, whether federal
agencies or private foundations, constitute one
stakeholder group. Funders may use process
evaluations for program accountability and
effect evaluations for determining the success
of broad initiatives and individual program
effectiveness. Project directors and managers,
another stakeholder group, use both process
and effect evaluation findings as a basis for
seeking further funding as well as for making
improvements to the health program. Another
stakeholder group, the program staff mem-
bers, are likely to use both the process and the
effect evaluation as a validation of their efforts
and as a justification for their considerations
about their success with program participants
or recipients. Scholars and health profession-
als constitute another stakeholder group that
accesses the findings of effect evaluations
through the professional literature. Members
of this group are likely to use effect evaluations
as the basis for generating new theories about
what is effective in addressing a particular
health problem and why it is effective.

Policy makers are another stakeholder
group that uses both published literature
and final program reports regarding process
and effect evaluation findings when formu-
lating health policy and making decisions
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about program resource allocation. Commu-
nity action groups, community members,
and program participants and recipients form
another group of stakeholders. This group
is most likely to advocate for a community
health assessment and to use process evalu-
ation results as a basis for seeking additional
resources or to hold the program accountable.

Program Life Cycle

Feedback loops contribute to the overall
development and evolution of a health pro-
gram, giving it a life cycle. In the early stages
of an idea for a health program, the program
may begin as a pilot. At this stage, program
development occurs and involves use of liter-
ature and community health assessment data
(Scheirer, 2012). The program may not rely on
any existing format or theory, so simple trial
and error is used to determine whether it is
feasible as a program. It is likely to be small
and somewhat experimental because a similar
type of program has not been developed or
previously attempted. As the program matures,
it may evolve into a model program. A model
program has interventions that are formalized
and explicit, with protocols that standardize
the intervention, and the program is delivered
under conditions that are controlled by the
program staff members and developers. Model
programs can be difficult to sustain over time
because of the need to follow the protocols.
Evaluations of programs at this stage focus
on identifying and documenting the effects
and efficacy of the program (Scheirer, 2012).
Successful model programs become institution-
alized within the organization as an ongoing
part of the services provided. Successful pro-
grams can be institutionalized across a num-
ber of organizations in a community to gain
wide acceptance as standard practice, with the
establishment of an expectation that a “good”
agency will provide the program. At this last
stage, the health program has become institu-
tionalized within health services. Evaluations
tend to focus on quality and performance

improvements, as well as sustainability. The
last life cycle stage is the dissemination and
replication of programs shown to be effective.
Regardless of the stage in a programs life
cycle, the major planning and evaluation stages
of community health assessment and evalua-
tion are carried out. The precise nature and
purpose of each activity vary as the program
matures. Being aware of the stage of the pro-
gram being implemented can help tailor the
community health assessment and evaluation.
This life cycle of a health program is
reflected in the evolution of hospice care.
Hospice—care for the dying in a home and
family setting—began in London in 1967 as a
grassroots service that entailed trial and error
about caring for dying patients (Kaur, 2000).
As its advocates saw the need for reimburse-
ment for the service, they began systematically
to control what was done and who was
“admitted” to hospice. Once evaluations of
these hospice programs began to yield find-
ings that demonstrated their positive benefits,
they became the model for more widespread
programs that were implemented in local agen-
cies or by new hospice organizations. As hos-
pice programs became accepted as a standard
of care for the dying, the hospice programs
became standard, institutionalized services for
the organization. Today, the availability and use
of hospice services for terminally ill patients
are accepted as standard practice, and most
larger healthcare organizations or systems have
established a hospice program. The evolution
of hospice is but one example of how an idea
for a “better” or “needed” program can grad-
ually become widely available as routine care.

The Fuzzy Aspects
of Planning

We like to think of planning as a rational, lin-
ear process, with few ambiguities and only the
rare dispute. However, this is not the reality
of health program planning. Many paradoxes
exist inherently in planning as well as implicit



assumptions, ambiguities, tensions, and the
potential for conflict. In addition, it is import-
ant to be familiar with the key ethical princi-
ples that underlie the decision making that is
part of planning.

Paradoxes

Several paradoxes pervade health planning.
Those involved can hold assumptions about
planning that complicate the act of planning,
whether for health systems or programs. Being
aware of the paradoxes and assumptions can,
however, help program planners understand
possible sources of frustration.

One paradox is that planning is shaped
by the same forces that created the problems
that planning is supposed to correct. Put sim-
ply, the healthcare, sociopolitical, and cultural
factors that contributed to the health problem
or condition are very likely to be same factors
that affect the health planning process. The
interwoven relationship of health and other
aspects of life affects health planning. For
example, housing, employment, and social
justice affect many health conditions that
stimulate planning. This paradox implies that
health planning itself is also affected by hous-
ing, employment, and social justice.

Another paradox is that the “good” of
individuals and society experiencing the pros-
perity associated with health and well-being
is “bad” to the extent that this prosperity also
produces ill health. Prosperity in our modern
world has its own associated health risks, such
as higher cholesterol levels, increased stress,
increased risk of cardiovascular disease, and
increased levels of environmental pollutants.
Additionally, as one group prospers, other
groups often become disproportionately less
prosperous. Therefore, to the extent that health
program planning promotes the success of a
society or a group of individuals, health issues
for others will arise that require health pro-
gram planning.

A third paradox is that what may be eas-
ier and more effective may be less acceptable.
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An example of this paradox stems from deci-
sions about active and passive protective
interventions. Active protection and passive
protection are both approaches to risk reduc-
tion and health promotion. Active protection
requires that individuals participate in reduc-
ing their risks—for example, through diet
changes or the use of motorcycle helmets.
Passive protection occurs when individuals
are protected by virtue of some factor other
than their behavior—for example, water flu-
oridation and mandates for smoke-free work-
places. For many health programs, passive
protection in the form of health policy or
health regulations may be more effective and
efficient. However, ethical and political issues
can arise when the emphasis on passive pro-
tection, through laws and communitywide
mandates, does not take into account cultural
trends or preferences.

Another paradox is that those in need ide-
ally, but rarely, trigger the planning of health
programs; rather, health professionals initi-
ate the process. This paradox addresses the
issue of who holds the knowledge and power
to resolve the problem. The perspective held
by health professionals often does not reflect
broader, more common health social values
(Reinke & Hall, 1988), including the values
possessed by those individuals affected by
the health issue. For example, public health
leaders strongly supported policies enacted by
New York City in 2009 and 2010 that limited
access to sugar sweetened beverages, although
the general public criticized the policies (Kelly,
Davies, Grieg, & Lee, 2016).

Because persons in need of health pro-
grams are most likely to know what will work
for them, community and stakeholder partic-
ipation becomes not just crucial but, in many
instances, is actually mandated by funding
agencies. This paradox also calls into question
the role of health professionals in developing
health programs. The health professional’s
perspective and scientific knowledge needs to
be considered within the context of individu-
als’ choices and constraints.
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A corollary to the paradox dealing with
the sources of the best ideas is the notion that
politicians tend to prefer immediate and per-
manent cures, whereas health planners prefer
long-term, strategic, and less visible interven-
tions (Reinke & Hall, 1988). Generally, people
want to be cured of existing problems rather
than to think about preventing problems
that may or may not occur in the future. As
a consequence, the prevention and long-term
solutions that seem obvious to public health
practitioners may conflict with the solutions
identified by those with the health issue.

One reason that the best solutions might
come from those with the problem is that
health professionals can be perceived as blam-
ing those with the health problem for their
problem. Blum (1981), for example, identified
the practice of “blaming the victim” as a threat
to effective planning. During the planning
process, blaming the victim can be implic-
itly and rather subtly manifested in group
settings through interpretation of data about
needs, thereby affecting decisions related to
those needs. For example, interventions for
obesity are most effective when they include
individual behavior change strategies, typi-
cally diet and physical activity changes, along
with changes to the obesogenic environment,
such as increasing access to healthy foods and
limiting fast food marketing (Adams 2016).
Addressing structural issues with the mean-
ingful participation of community members
helps reduce victim blaming by recognizing
that behaviors are shaped by economic, social,
and cultural contexts.

Yet another paradox is the fact that plan-
ning is intended to be successful; no one plans
to fail. Because of the bias throughout the
program planning cycle in favor of succeed-
ing, unanticipated consequences may not be
investigated or recognized. The unanticipated
consequences of one action can lead to the
need for other health decisions that were in
themselves unintended (Patrick & Erickson,
1993). This paradox can be mitigated by giv-
ing attention to detailing the mechanisms of

change, doing thought experiments to identify
possible points of failure, and involving stake-
holders throughout the planning and evalua-
tion lifecycle.

A final paradox of planning, not included
on Reinke and Hall’s (1988) list, is that most
planning is for making changes, not for creat-
ing stability. Once a change has been achieved,
whether in an individual’s health status or a
community’s rates of health problems, the
achievement needs to be maintained. Many
health programs and health improvement
initiatives are designed to be accomplished
within a limited time frame, with little or no
attention to what happens after the program
is completed. To address this paradox requires
that planning anticipate the conclusion of a
health program and include a plan for sustain-
ing the gains achieved.

Assumptions

Assumptions also influence the effectiveness
of planning. The first and primary assump-
tion underlying all planning processes is that a
solution, remedy, or appropriate intervention
can be identified or developed and provided.
Without this assumption, planning would be
pointless. It is fundamentally an optimistic
assumption about the capacity of the plan-
ners, the stakeholders, and the state of the
science to address the health problem. The
assumption of possibilities further presumes
that the resources available, whether human
or otherwise, are sufficient for the task and are
suitable to address the health problem. The
assumption of adequate capacity and knowl-
edge is actually tested through the process of
planning.

A companion assumption is that planning
leads to the allocation of resources needed to
address the health problem. This assumption
is challenged by the reality that four groups
of stakeholders have interests in the decision
making regarding health resources (Sloan &
Conover, 1996) and each group exists in all
program planning. Those with the health



problem and who are members of the intended
audience for the health program are one group.
Another group of stakeholders is health pay-
ers, such as insurance companies and local,
federal, and philanthropic funding agencies.
The third group is individual healthcare pro-
viders and healthcare organizations and net-
works. Last, the general public is a stakeholder
group because it is affected by how resources
are allocated for health programs. This list of
stakeholder groups highlights the variety of
motives each group has for being involved in
health program planning, such as personal
gain, visibility for an organization, or acquisi-
tion of resources associated with the program.

Another assumption about those involved
is that they share similar views on how to
plan health programs. During the planning
process, their points of view and cultural per-
spectives will likely come into contrast. Hoch
(1994) suggested that planners need to know
what is relevant and important for the prob-
lem at hand. Planners can believe in one set
of community purposes and values yet still
recognize the validity and merit of compet-
ing purposes. He argues that effective plan-
ning requires tolerance, freedom, and fairness
and that technical and political values are two
bases from which to give planning advice.
In other words, stakeholders involved in
the planning process need to be guided into
appreciating and perhaps applying a variety
of perspectives about planning.

Each stakeholder group assumes that
there are limited resources to be allocated for
addressing the health problem and is recep-
tive or responsive to a different set of strategies
for allocating health resources. The resulting
conflicts among the stakeholders for the lim-
ited resources apply whether they are allocat-
ing resources across the healthcare system or
among programs for specific health problems.
Limited resources, whether real or not, raise
ethical questions of what to do when possible
gains from needed health programs or policies
are likely to be small, especially when the health
program addresses serious health problems.
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It is interesting that the assumption of
limited resources parallels the paradox that
planning occurs around what is limited rather
than what is abundant. Rarely is there a discus-
sion of the abundant or unlimited resources
available for health planning. In the United
States, there is an abundance of volunteer
hours and interest and of advocacy groups and
energy, and recently retired equipment that
may be appropriate in some situations. Such
resources, while not glamorous or constituting
a substantial entry on a balance sheet, deserve
to be acknowledged in the planning process.

Another assumption about the planning
process is that it occurs in an orderly fashion
and that a rational approach is best. To under-
stand the implications of this assumption, one
must first acknowledge that four key elements
are inherent in planning: uncertainty, ambigu-
ity, risk, and control. The presence of each of
these elements contradicts the assumption of a
rational approach, and each generates its own
paradoxes.

Uncertainty, Ambiguity,
Risk, and Control

Despite the orderly approach implied by use
of the term planning, this process is affected by
the limits of both scientific rationality and the
usefulness of data to cope with the uncertain-
ties, ambiguities, and risks being addressed, as
well as who controls the planning process. (see
Table 1-3).

Uncertainty is the unknown likelihood
of a possible outcome. Rice, O’Connor, and
Pierantozzi (2008) have identified four types
of uncertainty: types and amounts of resources,
technological, market receptivity to the product,
and organizational. Each of these uncertainties
is present in planning health programs.
Uncertainty is doubt about a course of action
stemming from awareness that known and
unknown factors exist that can decrease the
possibility of certainty. In this sense, ambi-
guity results in uncertainty. Both uncertainty
and ambiguity pervade the planning process
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Table 1-3 Fuzzy Aspects Throughout the Planning and Evaluation Cycle

Stages in the Planning and Evaluation Cycle

Community
Assessment

Planning

Implementation

Effect Evaluation

Uncertainty Unknown

Ambiguity

Risk

Control

likelihood of
finding key health
determinants

Unclear about
who is being
assessed or why

Unknown
possibility of
the assessment
causing harm

Directing the
process of
gathering and
interpreting data
about the health
problem

Unknown likelihood
of selecting

an effective
intervention,
unknown likelihood
of the intervention
being effective

Unclear about the
process, who is
leading planning
process, or what
itisintended to
accomplish

Unknown possibility
of planning touching
on politically
sensitive issues

Directing the
decisions about the
program

Unknown likelihood
of the intervention
being provided

as designed and
planned

Unclear about the
boundaries of the
program, who ought
to participate, or who
ought to deliver the
program

Unknown possibility
of the intervention
having an adverse
effect on participants

Directing the manner
in which the program
is provided

Unknown likelihood
of intervention
being effective

Unclear about
meaning of the
evaluation results

Unknown possibility
of adverse effect
from the evaluation
design, or from
misinterpretation of
the findings

Directing the
process of data
collection, analysis
and interpretation

because it is impossible to know and estimate
the effect of all relevant factors—from all pos-
sible causes of the health problem, to all possi-
ble health effects from program interventions,
to all possible acts and intentions of individu-
als. A rational approach to planning presumes
that all relevant factors can be accounted for
by anticipating the effect of a program, but our
experiences as humans tell us otherwise.
Ambiguity is the characteristic of not
having a clear or single meaning. Change, or
the possibility of change, may be a source of
ambiguity. When ambiguity is ignored, the
resulting differences in interpretation can lead

to confusion and conflict among stakeholders
and planners, among planners and those with
the health problem, and among those with var-
ious health problems vying for resources. The
conflict, whether subtle and friendly or openly
hostile, detracts from the planning process
by requiring time and personnel resources to
address and resolve it. Openly and construc-
tively addressing the ambiguity and any asso-
ciated conflict can lead to innovations in the
program.

Risk is the perceived possibility or uncer-
tain probability of an adverse outcome in a
given situation. Health planners need to be
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aware of the community’s perception and
interpretation of probabilities as they relate to
health and illness. Risk is not just about tak-
ing chances (e.g., bungee jumping or having
unprotected sex) but is also about uncertainty
and ambiguity (as is the case with estimates of
cure rates and projections about future health
conditions). Risk is pervasive and inherent
throughout the planning process in terms of
deciding whom to involve and how, which
planning approach to use, which intervention
to use, and in estimating which health prob-
lem deserves attention. The importance of
understanding risk as an element both of the
program planning process and of the intended
audience provides planners with a basis from
which to be flexible and speculative.

Control, being in charge of or managing,
is a natural reaction to the presence of ambi-
guity, conflict, and risk. It can take the form
of directing attention and allocating resources
or of exerting dominance over others. Con-
trol remains a key element of management.
In other words, addressing the ambiguity,
uncertainty, and risk that might have been
the trigger for the planning process requires
less—not more—control. Those who preside
over and influence the planning process are
often regarded as having control over solutions
to the health problem or condition. They may
not. Instead, effective guidance of the planning
process limits the amount of control exerted by
any one stakeholder and addresses the anxiety
that often accompanies the lack of control.

Introduction to the
Types of Evaluation

Several major types of activities are classified as
evaluations. Each type of activity requires a spe-
cific focus, purpose, and set of skills. The types
of evaluations are introduced here as an over-
view of the field of planning and evaluation.
Community health assessment is a type of
evaluation that is performed to collect data
about the health of a particular group. Many

different approaches to conducting commu-
nity health assessments exist, but they typi-
cally include partnerships, data collection and
analysis, and priority-setting (Pennel, Burdine,
Prochaska, & McElroy, 2017). We use the
broader term, community health assessment,
to be clear that the assessment addresses not
just needs or deficits but also the assets and
strengths of a group or population.

The data collected for this purpose are
then used to tailor the health program to
the distinctive characteristics of that group.
A community health assessment is a major
component of program planning because it is
done at an early stage in the program planning
and evaluation cycle. In addition, the regular
completion of community health assessments
may be required. For example, many states do
five-year planning of programs based on state
assessments.

Another type of evaluation begins at the
same time that the program starts. Process eval-
uations focus on the degree to which the pro-
gram has been implemented as planned and
on the quality of the program implementa-
tion. Process evaluations are known by a vari-
ety of terms, such as monitoring evaluations,
depending on their focus and characteristics.
The underlying framework for designing a
process evaluation comes from the process
theory component of the overall program the-
ory developed during the planning stage. The
process theory delineates the logistical activities,
resources, and interventions needed to achieve
the health change in program participants or
recipients. Information from the process eval-
uation is used to plan, revise, or improve the
program.

The third type of evaluation seeks to
determine the effect of the program—to
demonstrate or identify the programs effect
on those who participated in the program.
Effect evaluations answer a key question: Did
the program make a difference? The effect
theory component of the program theory is
used as the basis for designing this evaluation.
Evaluators seek to use the most rigorous and
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robust designs, methods, and statistics pos-
sible and feasible when conducting an effect
evaluation. Findings from effect evaluations
are used to revise the program and may be
used in subsequent initial program planning
activities. Effect evaluations may be referred
to as outcome or impact evaluations, terms
which are used interchangeably in the litera-
ture. For clarity, outcome evaluations focus on
the more immediate effects of the program,
whereas impact evaluations may have a more
long-term focus. Program planners and evalu-
ators must be vigilant with regard to how they
and others are using terms and should clarify
meanings and address misconceptions or mis-
understandings.

A fourth type of evaluation focuses on
the best use of resources. Economic evaluations
encompass a variety of financially related
evaluations, including cost-effectiveness
evaluations, cost=benefit evaluations, and
cost—utility evaluations (Rabirson, 2015;
CDC, 2020). For the most part, economic
evaluations are done by researchers because
cost-benefit and cost—utility evaluations, in
particular, require expertise in economics.
Small-scale and simplified cost-effectiveness
evaluations can be done if good cost account-
ing has been maintained by the program and
a more sophisticated outcome or impact eval-
uation has been conducted. The similarities
and differences among these three types of
studies are reviewed in greater detail in the
text so that program planners can be savvy
consumers of published reports of economic
evaluations. Because economic evaluations are
performed late in the planning and evaluation
cycle, their results are not likely to be avail-
able in time to make program improvements
or revisions. Such evaluations are generally
used during subsequent planning stages to
gather information for comparing alternatives
and establish priorities.

Comprehensive evaluations, the fifth type
of evaluation, involve analyzing community
health assessment data, process evaluation

data, effect evaluation data, and cost evalua-
tion data as a set of data. Given the resources
needed to integrate analysis of various types
of data to draw conclusions about the effec-
tiveness and efficiency of the program, com-
prehensive evaluations are not common. A
sixth type of evaluation is a meta-evaluation.
A meta-evaluation is done by combining
the findings from previous outcome evalua-
tions of various programs for the same health
problem. The purpose of a meta-evaluation
is to gain insights into which of the various
programmatic approaches has had the most
effect and to determine the maximum effect
that a particular programmatic approach
has had on the health problem. This type of
evaluation relies on the availability of exist-
ing information about evaluations and on
the use of a specific set of methodological
and statistical procedures. For these reasons,
meta-evaluations are less likely to be done by
program personnel; instead, they are gener-
ally carried out by evaluation researchers.
Meta-evaluations that are published are use-
ful in program planning because they indicate
which programmatic interventions are more
likely to succeed in having an effect on the
participants. Published meta-evaluations can
also be valuable in influencing health policy
and health funding decisions.

Summative evaluations are done at the
conclusion of a program to provide a con-
clusive statement regarding program effects.
Unfortunately, the term summative evaluation
is sometimes used to refer to either an out-
come or impact evaluation, adding confusion
to the evaluation terminology. Summative
evaluations are usually contrasted with forma-
tive evaluations. The term formative evaluation
is used to refer to program assessments that
are performed early in the implementation of
the program and used to make changes to the
program. Formative evaluations might include
elements of community health assessments,
process evaluation, and preliminary effect
evaluations.
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Mandated and Voluntary
Evaluations

Evaluations are not spontaneous events.
Rather, they are either mandated or voluntary.
A mandate to evaluate a program is always
linked to the funding agencies, whether a gov-
ernmental body or a foundation. If an evalu-
ation is mandated, the contract for receiving
the program funding will include language
specifying the parameters and a time line for
the mandated evaluation. The mandate for an
evaluation may specify whether the evaluation
will be done by project staff members or exter-
nal evaluators, or both.

The U.S. Congress has the authority to
mandate evaluations of federal programs. For
example, the Centers for Medicare and Med-
icaid Services (CMS) allows states to test new
models of service delivery, coverage, or pay-
ment. When a state implements a new model,
it must be evaluated according to the stan-
dards set by CMS (Underhill, et al., 2018).
In another example, recipients of funding
from the Ryan White HIV/AIDS Program
must monitor their performance using a set
of core performance measures. In addition,
each grantee must conduct outcome eval-
uations to assess the impact of the funding
on the lives of people living with HIV/AIDS.
(DHHS, 2016).

Other evaluations may be linked to
accreditation that is required for reimburse-
ment of services provided, making them
de facto mandated evaluations. For example,
to receive accreditation from the Joint Com-
mission, a health services organization must
collect data over time of patient outcomes.
These data are then used to develop ongoing
quality improvement efforts. A similar pro-
cess exists for mental health agencies. The
Commission on Accreditation of Rehabilita-
tion Facilities (CARF) requires that provider
organizations conduct a self-evaluation as
an early step in the accreditation process.
These accreditation-related evaluations apply

predominantly to direct care providers rather
than to specific programs.

Voluntary evaluations are initiated, planned,
and completed by the project staff members
in an effort to make improvements. They may
also be requested by an organization’s leader-
ship for planning purposes or to demonstrate
to external stakeholders, such as funders, that
a program is effective and should be contin-
ued or expanded. Given limited resources,
voluntary evaluations may be less scientifically
rigorous. For example, sample sizes may be
small, comparison groups may be lacking, and
analytical capabilities may be limited. Lead-
ers of public health organizations and health
programs who desire useful evaluation results
must ensure that these efforts are adequately
funded and staffed by qualified professionals.

When Not to Evaluate

Situations and circumstances that are not
amenable to conducting an evaluation do exist,
despite a request or the requirement for having
an evaluation. Specifically, it is not advisable
to attempt an evaluation under the following
four circumstances: when there are no ques-
tions about the program, when the program
has no clear direction, when stakeholders can-
not agree on the program objectives, and when
there are insufficient resources to conduct a
sound evaluation (Patton, 2008). In addition
to these situations, Weiss (1972) recognized
that sometimes evaluations are requested and
conducted for less than legitimate purposes,
namely, to postpone program or policy deci-
sions, thereby avoiding the responsibility of
making the program or policy decision; to
make a program look good as a public relations
effort; or to fulfill program grant requirements.
As these lists suggest, those engaged in pro-
gram planning and evaluation need to be pur-
poseful in what is done and should be aware
that external forces can influence the planning
and evaluation processes.
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Since Weiss made her observation in
1972, funders have begun to require process
and effect evaluations, and conducting these
evaluations to meet that requirement is con-
sidered legitimate. This change has occurred
as techniques for designing and conducting
both program process and effect evaluations
have improved, and the expectation is that
even mandated evaluations will be useful in
some way. Nonetheless, it remains critical to
consider how to conduct evaluations legiti-
mately, rigorously, inexpensively, and fairly.
In addition, if the AEA standards of utility,
feasibility, propriety, and accuracy cannot be
met, it is not wise to conduct an evaluation
(Patton, 2008).

Interests and the degree of influence held
by stakeholders can change. Such changes
affect not only how the evaluation is con-
ceptualized but also whether evaluation
findings are used. In addition, the priorities
and responsibilities of the organizations and
agencies providing the program can change
during the course of delivering the program,
which can then lead to changes in the pro-
gram implementation that have not been
taken into account by the evaluation. For
example, if withdrawal of resources leads to
a shortened or streamlined evaluation, sub-
sequent findings may indicate a failure of
the program intervention. However, it will
remain unclear whether the apparently inef-
fective intervention was due to the design
of the program or the design of the evalua-
tion. In addition, unanticipated problems in
delivering the program interventions and the
evaluation will always exist. Even rigorously
designed evaluations face challenges stem-
ming from staff turnover, potential partici-
pants’ noninvolvement in the program, bad
weather, or any of a host of other factors that
might hamper achieving the original evalua-
tion design. Stakeholders need to understand
that the evaluator attempted to address chal-
lenges as they arose if they are to have confi-
dence in the evaluation findings.

The Public Health
Pyramid

Pyramids tend to be easy to understand and
work well to capture tiered concepts. For these
reasons, pyramids have been used to depict the
tiered nature of primary healthcare, secondary
healthcare, and tertiary healthcare services
(U.S. Public Health Service, 1994), the inverse
relationship of effort needed and health impact
of different interventions (Frieden, 2010), and
nutrition recommendations (Gil, Ruiz-Lopez,
Fernandez-Gonzalez, & de Victoria, 2014).
The public health pyramid is divided into
four sections (Figure 1-2). The top, or the
first section of the pyramid, contains direct
healthcare services, such as medical care,
psychological counseling, hospital care, and
pharmacy services. At this level of the pyra-
mid, programs are delivered to individuals,
whether patients, clients, or students. Gener-
ally, programs at the direct services level have
a direct, and often relatively immediate, effect
on individual participants in the health pro-
gram. Direct services of these types appear at
the tip of the pyramid to reflect that, over-
all, the smallest proportion of a population
receives them. These interventions, accord-
ing to the Health Impact Pyramid (Frieden,

Direct
healthcare
services

Enabling services

Population-based services
Infrastructure services

Figure 1-2 The Public Health Pyramid.



2010), require considerable effort, with min-
imal population effects.

At the second level of the pyramid are
enabling services, which are those health and
social services that support or enhance the
health of aggregates. Aggregates are used to
distinguish between individuals and popula-
tions; they are groups of individuals who share
a defining characteristic, such as mental illness
or a terminal disease. Examples of enabling
services include mental health drop-in cen-
ters, hospice programs, financial assistance
programs that provide transportation to med-
ical care, community-based case management
for patients with acquired immune deficiency
syndrome (AIDS), low-income housing, nutri-
tion education programs provided by schools,
and workplace child care centers. As this list
of programs demonstrates, the services at
this level may directly or indirectly contrib-
ute to the health of individuals, families, and
communities and are provided to aggregates.
Enabling services can also be thought of as
addressing some of the consequences of social
determinants of health.

The next, more encompassing level of the
public health pyramid is population-based
services. At the population level of the pyra-
mid, services are delivered to an entire pop-
ulation, such as all persons residing in a city,
state, or country. Examples of population ser-
vices include immunization programs for all
children in a county, newborn screening for
all infants born in a state, food safety inspec-
tions carried out under the auspices of state
regulations, workplace safety programs, nutri-
tion labeling on food, and the Medicaid pro-
gram for pregnant women whose incomes fall
below the federal poverty guidelines. As this
list reflects, the distinction between an aggre-
gate and a population can be blurry. Programs
at this level typically are intended to reach
an entire population, sometimes without the
conscious involvement of individuals. People
receive a population-based health program,
such as water fluoridation, rather than actively
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participating in the program, as they would in
a smoking-cessation class. Interventions and
programs aimed at changing the socioeco-
nomic context within which populations live
would be included at this population level of
the pyramid. Such programs are directed at
changing one or more social determinants of
health. Population-level programs contribute
to the health of individuals and, cumulatively,
to the health status of the population.
Supporting the pyramid at its base is the
infrastructure of the healthcare system and the
public health system. The health services at
the other pyramid levels would not be possi-
ble unless there were skilled, knowledgeable
health professionals; laws and regulations
pertinent to the health of the people; qual-
ity assurance and improvement programs;
leadership and managerial oversight; health
planning and program evaluation; informa-
tion systems; and technological resources. The
planning and evaluation of health programs
at the direct, enabling, and population ser-
vices levels is itself a component of the infra-
structure. In addition, planning programs
to address problems of the infrastructure, as
well as to evaluate the infrastructure itself, are
needed to keep the health and public health
system infrastructure strong, stable, and sup-
portive of the myriad of health programs.

Use of the Public Health
Pyramid in Program
Planning and Evaluation

Health programs exist across the pyramid levels,
and evaluations of these programs are needed.
However, at each level of the pyramid, certain
issues unique to that level must be addressed in
developing health programs. Accordingly, the
types of health professionals and the types of
expertise needed vary by pyramid level, rein-
forcing the need to match program, partici-
pants, and providers appropriately. Similarly,
each level of the pyramid is characterized by
unique challenges for evaluating programs.
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For this reason, the public health pyramid, as a
framework, helps illuminate those differences,
issues, and challenges, as well as to reinforce
that health programs are needed across the
pyramid levels if the Healthy People 2030 goals
and objectives are to be achieved.

The public health pyramid provides remind-
ers that various aggregates of potential audi-
ences exist for any health problem and program
and that health programs are needed across the
pyramid. Depending on the health discipline
and the environment in which the planning is
being done, direct service programs may be the
natural or only inclination. The public health
pyramid, however, provides a framework for
balancing the level of the program with meet-
ing the needs of the broadest number of people
with a given need. Reaching the same number of
persons with a direct services program as with
a population services program poses additional
expense and logistic challenges.

The pyramid also serves as a reminder
that stakeholder alignments and allegiances
may be specific to a level of the pyramid.
For example, a school health program (an
enabling-level program) has a different set of
constituents and concerned stakeholders than
a highway safety program (a population-level
program). The savvy program planner consid-
ers not only the potential program participants
at each level of the pyramid but also the stake-
holders who are likely to make themselves
known during the planning process.

The public health pyramid has particular
relevance for public health agencies concerned
with addressing the three core functions of
public health (Institute of Medicine, 1988):
assessment, assurance, and policy. These core
functions are evident, in varying forms, at each
level of the pyramid. Similarly, the pyramid
can be applied to the strategic plans of orga-
nizations in the private healthcare sector. For
optimal health program planning, each health
program being developed or implemented
should be considered in terms of its relation-
ship to services, programs, and health needs at
other levels of the pyramid. For these reasons,

the public health pyramid is used throughout
this text as a framework for summarizing spe-
cific issues and applications of chapter content
to each level of the pyramid, and to identify
and discuss potential or real issues related to
the topic of the chapter.

The Public Health
Pyramid as an Ecological
Model

Individual behavior and health are influenced
by the social and physical environment. This
recognition is reflected in the use of the eco-
logical approach to health services and pub-
lic health programs. The ecological approach,
which stems from systems theory applied to
individuals and families (Bronfenbrenner,
1970, 1989), postulates that individuals can be
influenced by factors in their immediate social
and physical environment. This perspective has
been expanded into the social determinants’
perspective in public health, which has wide
acceptance (Frieden, 2010). The individual is
viewed as a member of an intimate social net-
work, usually a family, which is a member of a
larger social network, such as a neighborhood
or community. The way in which individuals
are nested within these social networks has
consequences for the health of the individual.
Because it distinguishes and recognizes the
importance of enabling and population services,
the public health pyramid can be integrated
with an ecological view of health and health
problems. If one were to look down on the
pyramid from above, the levels would appear
as concentric circles (Figure 1-3)—direct ser-
vices for individuals nested within enabling
services for families, aggregates, and neighbor-
hoods, which are in turn nested within popula-
tion services for all residents of cities, states, or
countries. This is similar to individuals being
nested within the enabling environment of their
family, workplace setting, or neighborhood,
all of which are nested within the population
environment of factors such as social norms
and economic and political environments. The



