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Salinero-Fort and colleagues (Salinero-Fort et al., 2011) conducted a community-level effectiveness trial of PRCEDE in Madrid, Spain.
The goal was to promote behaviors that would lead to the control of Type II Diabetes and the prevention of heart disease. In this study
design, nurses/clinicians were randomly assigned to use (or not use) a PRECEDE framework in counseling their patients (N = 600).
Those randomized to use this framework were trained in the assessment of patients’ most relevant predisposing, reinforcing, and
enabling factors. They used this information gained from their patients to guide their counseling efforts, thereby creating a PRECEDE-
generated intervention program. Compared to patients assigned to control nurses/clinicians, those receiving this PRECEDE-based
counseling were significantly more likely to be compliant with behavioral recommendations, and they had significantly lower Alc and
systolic blood pressure levels over a 2-year period of observation.

At this juncture, a common question raised by students is, “How can I best identify the predisposing, reinforcing, and enabling factors?” The

answer goes back to theory! For instance, the theory of reasoned action (see Chapter 4) would suggest that attitudes toward vegetable
consumption and subjective norms pertaining to vegetable consumption may each be cognitive factors that are linked with the actual

consumption of vegetable in place of high-fat meats. TABLE 3-1 presents some general examples of predisposing, reinforcing, and enabling
factors.

Predisposing factors Knowledge, attitudes, cultural beliefs, subjective norms, and readiness to change
Enabling factors Available resources, supportive policies, assistance, and services
Reinforcing factors Social support, praise, reassurance, and symptom relief

The theory would indeed posit that increasing the community prevalence of favorable attitudes and normative perceptions would create a
corresponding increase in vegetable consumption in the community. Thus, two predisposing factors can be identified using the theory of
reasoned action as a guide. The theory would also suggest that inhibiting and facilitating factors are important—these correspond to the
construct of enabling factors in the PPM. Examples might include easy access to fresh vegetables, price reduction of vegetables, and
teaching people how to cook vegetables so they taste good and therefore satisfy the pleasure needs often associated with eating.
Unfortunately, the theory of planned behavior would not be instructive relative to reinforcing factors; however, social cognitive theory (see




image8.png
Chapter 7) might be extremely useful in this regard.
Once all of the possible predisposing, reinforcing, and enabling factors relative to the first subobjective have been identified, the next step is

to prioritize these factors according to their relative importance as hypothesized mediators and their degree of changeability. The most
important factors that also rank high in their potential for being changed through intervention then become the top priorities relevant to
the first subobjective. The next set of required actions is to repeat the entire analysis as applied to the second subobjective. The second
subobjective, for example, might be another “B” to “H” pathway, such as exercising to burn excess calories. Clearly, the entire process of
identifying predisposing, reinforcing, and enabling factors must then be repeated from the beginning, as the resulting factors will be quite
different from those identified for the previous subobjective. The process may require further repetition for other subobjectives. You can
see how the term “labor intensive” applies to this fourth phase of the model. Throughout this process, it is important to bear in mind that
subobjectives can exist in three forms: (1) the “B” to “H” pathway, (2) the “E” to “H” pathway, and (3) the “E” to “B” to “H” pathway. A maxim
here is that the more pathways you account for in the planning process, the greater the likelihood of achieving your primary objective.

Once you have performed all of the possible analyses relevant to phase 3, you are ready to focus on the administrative aspects and policy.

Phase 4: Administrative and Policy Assessment and Intervention Alignment

In many ways, this s the most challenging and most critical phase of the entire planning process. Your first step is to assess the capacity and
resources available to implement programs and change policies in accordance with the needs identified in phase 3. Stated differently, you
will need to determine what you may be lacking in resources and capacity so you can begin to identify any additional resources that will be
needed to achieve your subobjectives, your larger objectives, and eventually your overall goal. Once this assessment process is complete,
you are ready consider intervention alignment.

Intervention alignment is the point where your formative work (PRECEDE) ends and your action (PROCEED) begins. In this part of phase 4,
the goals can be divided into two categories: health education and the larger, more encompassing, category of changing policy, regulation,
and organizational structures.

Intervention alignment is the point where your formative work (PRECEDE) ends and your action (PROCEED) begins.

Health education remains the front-line method of changing predisposing factors in public health. Whether the identified mediating factors
are attitudes, beliefs, or perceptions of risk, health education can be applied at the individual or community-level to favorably alter each
factor. Health education may also be an important method of instilling the intrinsic reinforcement designed to promote repetition of health-
protective behaviors. Ultimately, however, the mere existence of health education programs is a function of policy, regulation, and
organizational structure. The ultimate driving force behind the actions that will be implemented to achieve the primary objectives comes
from the lower lefi-hand corner of the model (the PRO—policy, regulation, and organization—of PROCEED).

Changing policy, regulation, and organizational structure is challenging, but the benefits can be extremely productive, especially with respect
to addressing the enabling factors identified as part of phase 3. Other than the enabling factor of skill, which is addressed through health
education, the identified enabling factors will be changed through policy, regulation, and organizational structures. These enabling factors

typically involve one or more of the following four categories, also known as the four A's (see FIGURE 3-4).
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FIGURE 3-4 The four A's
Modified from Singla, Ankush. Dialing for the bottom of the pyramid. Retrieved from

http://zalgnis blogspot.com/2009/12/dialingfor-bottom-of-pyramid.html
B Accessibility (can people easily locate the service or product needed?)

W Affordability (can people afford the service or product needed?)

B Availability (are the services available during convenient hours?)

B Acceptability (is the service or product offered in way that is compatible with the cultural values of the people?)

In each case, the A’ represent targets of change for policy, regulation, and organizational structures. Consider, for example, the public
health challenges associated with cancer screening (e.g, mammography, Pap testing, colonoscopy). Although health education programs can
predispose people to be screened for cancer, whether their intention is translated into action is likely to be a function of the facilitating and
inhibiting factors that apply to the screening procedure. If, for example, Pap testing services are offered from only 9:00 AM. to 5:00 PM. on
weekdays, the screening procedure is not available to women who must work during those hours. In rural areas, if the closest clinic offering
Pap testing services is too far away, then the service is not accessible. If the provider of the service is male, then many women may not be
comfortable having the test. Finally, if the out-of-pocket costs of Pap testing are too expensive for some women, then the service will not be

utilized. In each example, the PRO implications are quite clear: make changes in existing structures that will remedy the structural barriers
to Pap testing. Indeed, this approach to health promotion is ecological in nature, as it fully recognizes and utilizes the spectrum of potential
intervention points that may ultimately culminate in population-level change, thereby leading to declines in morbidity and early mortality

(see Chapters 1and 2).

Phase 4 is the point at which theory selection and application becomes a critical task of the program planner: Theory selection will always
be a function of the subobjectives identified in phases 2 and 3, though this is a point that is too often lost on students and even practicing
professionals. For example, if the objective for a practitioner is to reduce obesity rates among adolescents by 109 in his or her community,
then a subobjective might be to enhance exercise. One way to do this would be to implement an exercise buddy program. Using social

cognitive theory (described in detail in Chapter 7) as a framework, you decide that it is important to provide positive reinforcement for
exercise and the buddy program will achieve this through enhanced social interaction. In the next section of this textbook, in addition to
social cognitive theory, you will learn about many of the theories used in health-promotion practice to change health behavior.

At this juncture, it is worth noting that ultimately, the PPM guides interventions’ actions by directing efforts to very specific subobjectives. As
you can imagine, literally dozens of subobjectives can be formulated during the planning process. The collective achievement of the
identified subobjectives will result in meeting the primary behavioral and environmental objectives that were developed in phase 3 of the
process. Achieving these larger objectives will, in turn, lead to obtaining the goals diagnosed in phase 2 (the epidemiological assessment)
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» Introduction

Understanding health behavior requires intimate knowledge of the community and environmental context in which a particular behavior
oceurs. Context is the ecology that enables, controls, and limits human behavior: Behavior, in essence, occurs as part of a larger system, and
once that system is understood, it may be manipulated to encourage health-protective action. These “systems,” however, are not divorced
from the people who live within them. Indeed, it s artificial to separate systems (ie, the environment) from people (

Green, Richard, & Potvin, 1996). With this basic principle in mind, it then becomes important to adopt a unified approach to health
promotion—one that accounts for the reciprocal actions that occur between people and the systems within which they live.

Before we begin describing the various theories used in public health-promotion programs, we feel that it is essential for you to first see
the larger and more important picture; specifically; please know that theory is only a tool that is applied in the critical process of program
planning. As the planning process unfolds (a process described in this chapter), the specific needs for health behavior theory will become
apparent, and the process will dictate the need for theory. It is categorically incorrect to decide upon a theory and then engage in program
planning. This distinction may initially sound trivial, but it is not at all minor: After all, the goal is to protect the health of the public; thus, the
use of theory “A” or theory “B” is purely an academic question. The PRECEDE-PROCEED model (PPM) is the most widely used planning
‘model in health promotion. It has been described in great detail in online resources such as the Community Toolbo, and it has dominated

the field of health-promotion planning for decades. (Workgroup for Community Health and Development, 2017). As such, this model is
the next “stop” in your journey to learning more about effective methods of changing health behavior:

FIGURE 3-1 displays the PRECEDE-PROCEED model. The PPM embodies an ecological approach to changing health behavior, and it does so
with full recognition that systems/environments enable, control, and limit health behavior: As a public health professional, you will most
likely be called upon to solve rather complex issues related to health behavior, and you are quite likely to find that your planning process
becomes quickly mired in complexity as you enumerate all of the possible systems’ influences on even one health behavior. You may find
yourself looking for a method of organizing your thinking and, ultimately, a method to organize your actions. A standard framework would
be useful. One useful way to think about a framework is to equate it with a logic model. A logic model is much like a blueprint in that itis a
‘graphical representation of an intervention program, which shows the flow of activities that will lead to successful completion of the
objectives. The logic model is somevwhat of a master plan that guides each and every action. Ultimately, your actions may require you to
employ health behavior theory, but your first and foremost goal is always simply to protect the health of the public.
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FIGURE 3-1 The PRECEDE-PROCEED model

Reproduced from Green, LW, & Kreuter, MW. (2005). Health program planning: An educational and ecological approach (4th ed.). New York,
NY: McGraw-Hill. With permission.

To begin, it is vital to understand that the PPM is a planning framework, not a theory. Having said this, however, it is equally vital to note that
as a planning framework, the model can be used to strategically select one or more theories that can best be applied to the goals of the
health-promotion program. The selection and use of theory, however, is driven by the phases in a logic model, meaning that the planning
process dictates the use of theory—this puts theory into a different perspective as it is used as needed, rather than as a predetermined
action. The PPM has been used in health promotion since the publication of Health Program Planning: An Educational and Ecological
Approach, nitially published in 1980 by Drs. Larry Green and Marshall Kreuter: More detailed descriptions and sample applications of the

‘model can be found in their fourth edition (Green & Kreuter, 2005) and in bibliography of more than 1000 scholarly citations compiled by
Dr. Green (Green, 2017).

To begin, it is useful to understand the two acronyms that comprise the model. PRECEDE stands for Predisposing, Reinforcing, and Enabling
Constructs in Educational /environmental Diagnosis and Evaluation. Generally speaking, the PRECEDE phases correspond with phases one
through four of the model. PROCEED, on the other hand, stands for Policy, Regulatory, and Organizational Constructs in Educational and
Environmental Development. This aspect of the model begins with the administrative and policy assessment. We will provide an overview of
the model in its entirety.
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» 3.1 Key Concepts

An Overview of the Planning Phases

The model is actually quite simple to understand once you first realize that it embodies two key aspects of intervention: planning and
evaluation. The planning phases begin with the largest goal (improved quality of life) and culminate in an administrative and policy
assessment. Because the planning begins with the end in mind, the phases of the model are numbered sequentially beginning from this
desired endpoint. The planning process should begin with phase 1 and continue sequentially through phase 4. The arrows you see in

Figure 3-1 illustrate the logic model within the PPM. In essence, the arrows show you causal pathways between the phases as the programs
and policies from phase 4 are implemented. So, the planning begins at phase 1 and continues through phase 4; the arrows show how phase
4 actions will affect phase 3 objectives, phase 2 objectives, and eventually the phase 1 objective. The evaluation part of the model is
generally far more intuitive to students; it begins at phase 5 and continues through phase 8.

Phase 1: Social Assessment

An important assumption of the PPM is that all actions occurring as part of the health-promotion planning process, as well as the
subsequent implementation and evaluation of the program, must be firmly grounded in the context of community participation and
relevance. Stated differently, the PPM is predicated on the concept of community involvement at every phase. The concepts of community
capacity and community-based participatory research are quite applicable here. In this paradigm, researchers and community members

come together to work side-by-side in their efforts to solve the health issues faced by the community (see Jones & Wells, 2007 for a more
detailed description of this approach). Health issues may be identified by the community, the researcher, or public health entities. This
assumption is valuable simply because community involvement and ownership may yield highly effective programs

Feinberg, Greenberg, Osgood, Sartarious, & Bontempo, 2007). BOX 3-1 provides an example of a health-promotion program that was
planned, implemented, and sustained by a group of highly motivated community members.

All actions occurring as part of the health-promotion planning process, as well as the subsequent implementation and evaluation
of the program, must be firmly grounded in the context of community participation and relevance.

Feinberg et al. (2007) demonstrated population-level effects of a comprehensive health-promotion program designed by community
coalitions and delivered to thousands of adolescents. Known as Communities That Care (CTC), the ethic of the approach was to provide
community coalitions with a well-defined set of guidelines for selecting, implementing, and evaluating evidenced-based interventions. The
CTC model is designed for flexibility so that it can be used by townships, school districts, defined communities, or entire counties.
Evaluating 15 risk factors and 6 health outcomes among Pennsylvania secondary school students, Feinberg and colleagues found
evidence suggesting the students in CTC communities had significantly less risk and more favorable outcomes compared to those in
communities without CTC programs.
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Given the prominent role of community involvement in the PPM, the first phase in the planning process is to work in partnership with the
community to assess quality-of-life issues that are particularly relevant to the members of that community. An imperative in this phase is to
identify and recruit community stakeholders who truly represent the community. To ensure social equity, it is vital to recognize the
community as a heterogeneous collection of diverse factions, organization, and agencies. The Interactive Domain model may be very helpful

at this juncture given its emphasis on social equity (Kahn, Grouix, & Wong, 2009). This social assessment stage is also the ideal time to
begin the process of building community coalitions that will guide the planning, implementation, and evaluation of the health-promotion
‘program. Working within this context, the health-promotion planner can use the social assessment as the basis for the epidemiological
assessment (phase 2).

Phase 2: Epidemiological Assessment

In essence, many of the needs identified by the community can most likely be translated into measurable objectives pertaining to health
promotion. These health objectives should be written carefully to specify the exact degree of desired improvement in a quantifiable health
indicator and to include a definite time frame for reaching the objective. For example, consider this objective: “By the year 2015, the
number of people living in the community who are classified as obese will be reduced by 509 The objective must be measurable, but it
‘must also be realistic. Setting “pie in the sky” objectives (as is often done) may discourage the efforts of community stakeholders (and
yourself) when the goals are not met, so as a rule, it is preferable to set realistic objectives. The original objective then might best be
rewritten as follows: “By the year 2015, the number of people living in the community who are classified as obese will be reduced by at
least 10%” Preferably, the outcomes should be measured in biological terms, for example, mean Alc levels, mean diastolic blood pressure,
‘mean lipids levels in a community. Once constructed, the objectives compose the primary working objectives for all that follows, including
various forms of evaluation.

A careful look at Figure 3-1 informs you that the second phase actually comprises two parts. The logic here is simply that meeting the
stated health objectives requires changes in behavior and the environment. Of course, the powerful role of genetics and gene-environment
interactions must also be considered. The next step in phase 2 is an exercise that forces the planner (with intensive assistance and
involvement from community members) to identify environmental and behavioral influences that have strong connections to the health
objective. This work is critical because the identified environmental and behavioral factors will become the subobjectives that direct the
remainder of the planning and intervention activities. For example, one important environmental factor leading to a reduced prevalence of
obesity may be the widespread availability of freely accessible and attractive exercise facilities throughout the community: Of course, simply
changing this aspect of the environment will not magically lead to reduced obesity rates, but it may trigger behavior change (ie, exercising)
that, in turn, may lead to reductions in obesity. So, the pathway for this effect would be diagrammatically shown as “E” to “B” followed by “B”

to “H” as depicted in FIGURE 3-2.
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Meeting the stated health objectives requires changes in behavior and the environment.

Behavior (B) \
Health outcome (H)

Environment (E)
FIGURE 3-2 Simple depiction of environmental and behavioral pathways to health

As you can imagine, various combinations of the “E” to “B” to “H” pathway could be applied to the reduction of obesity rates in any given
community. For example, changing social norms of the community relative to the consumption of high-calorie foods (E) may prompt
behavior change (reduced calorie consumption), which, in turn, may lead to reduced obesity.

Direct pathways between “B” and “H” and between “E” and “H” should also be considered. Education programs, for example, may have a

direct effect and may be viewed as more proximal mediators (see Chapter 2), thereby changing behavior in the absence of environmental
change. This may be true for eating behaviors or exercising behaviors, both of which constitute the energy balance that applies to obesity
reduction. Moreover, a direct pathway between “E” and “H” may not exist for the primary objective of obesity reduction; however, it is
possible this direct pathway could exist for the primary objectives of injury prevention and reduced tobacco use. For instance, with injury
prevention, the mandatory installation of driver air bags prevents injury and death of vehicle operators regardless of behavior. Regarding
tobacco, laws prohibiting indoor smoking lead smokers to consume fewer cigarettes in the workplace and other indoor areas—the issue of
voluntary behavior change becomes moot because workplace regulations and city ordinances dictate what “must” be done rather than
what “should” be done. Itis quite possible that employees in workplaces that have bans on tobacco use may be more prone to quit than
those working in places without a ban (if all other circumstances are equal). Of course, reductions in tobacco use become more dramatic
when the “B” to “H” pathway is used in conjunction with the “E” to “H” pathway.If, for example, mass media campaigns are used to persuad
teens not to begin smoking, their abstinence from tobacco may persist into adulthood, thereby reducing community prevalence of tobacco

use. The dual action of these two pathways relevant to tobacco-use reduction is portrayed in FIGURE 3-3.
Behavior (teen abstinence from smoking)
> Health (reduced tobacco-induced disease)

Environment (regulations and laws against indoor smoking)
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FIGURE 3-3 Tobacco-related environmental and behavioral pathways

Phase 3: Educational and Ecological Assessment
This phase of the model is by far the most complex, as it requires a type of analysis for each of the behavioral and environmental
subobjectives identified in phase 2. The analysis necessitates identification (in partnership with community members) of predisposing,

reinforcing, and enabling factors that apply to the subobjectives. Each of these factors is briefly defined in the following list.

B Predisposing factors, such as knowledge, attitudes, beliefs, values, or confidence, facilitate or hinder motivation toward change.
Examples include attitude toward the protective behavior (is the benefit greater than the cost?), perceptions of threat (is the
consequence of inaction severe?), and personal assessment of skl (can I perform the protective behavior?). One good way to
conceptualize predisposing factors is to note that these factors are cognitive, in that they exist “between the ears” of a person.

W Reinforcing factors are rewards (social, personal, or financial) for performing the protective behavior, and these rewards may be
internal or external to the person. In essence, people often want to experience a clear and somewhat immediate benefit that derives
from the protective behavior. Like predisposing factors, these are also cognitive factors, but they differ in that they are anticipated
rewards of performing a given behavior. From a health-promotion planning viewpoint, it is vital to bear in mind that these rewards can
indeed be social, meaning that the direct benefit to health need not be the “promised reward” This is, of course, quite important when a
health behavior leads only to distant health benefits, as in the case of eating a diet low in saturated fats, avoiding carcinogens, or
maintaining a low-sodium diet to prevent the onset of hypertension.

B Enabling factors allow people to translate their desire to perform a given health-protective behavior into actual behavior: Skill
acquisition is a common enabling factor; however, changes to the environment may also be vital (e.g, making cancer-screening services
‘more accessible and affordable). With the exception of actual skill acquisition, enabling factors are external to the person; they facilitate
or inhibit the adoption of the behavior and are found in the ecology of a person’s environment. Health-promotion programs that make
provision for the applicable enabling factors are therefore quite consistent with the concept of an ecological approach. Policy
development is often applicable in the process of providing enabling factors to a community.

With the exception of actual skill acquisition, enabling factors are external to the person.

Returning to the example of obesity reduction, let’s assume that one subobjective is to influence the “B” to “H” pathway (see Figure 3-2) by
promoting the consumption of vegetables as a replacement for high-fat meats. This third phase of the PRECEDE-PROCEED model demands
that you identify (with community involvement) all possible predisposing factors, all possible reinforcing factors, and all possible enabling
factors that could be instrumental in changing the behavior. This is naturally a labor-intensive process, but the results of this work are vital
because the identified factors become the target of the intervention activities; in more formal language, the identified factors become the

hypothesized mediators (see Chapter 2).
The wise selection, and subsequent targeting, of predisposing, reinforcing, and enabling factors is the core of the “PRECEDE” part of the

PRECEDE-PROCEED model. Indeed, PRECEDE has been used as stand-alone method of leveraging long-term behavior change. BOX 3-2
provides an example of using PRECEDE to improve Alc levels and systolic blood pressures, at a population level, in Spain.




