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ABSTRACT 

 This paper presents the process evaluation of the Community Challenge, a pilot 

community-based health promotion program targeting high-school students launched by 

the Austin, TX-based organization, ACTIVE Life. Aspects of the implementation 

evaluated include fidelity, program delivered, program received, reach, recruitment, and 

content. Recommendations are made for future implementation of the Community 

Challenge. Generally, these recommendations include website improvements and 

structural changes to the program. 
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Chapter 1: Introduction 

Obesity, overweight, and physical inactivity are the targets of many health 

behavior change programs and interventions, primarily due to the fact that they are at 

epidemic levels throughout the U.S. and increasingly, throughout the world. In fact, 68% 

of American adults and 32% of children are overweight or obese (Flegal et al., 2010; 

Ogden, et al, 2010). These preventable conditions are associated with many life-

threatening diseases, including heart disease, diabetes, and many cancers (Centers for 

Disease Control and Prevention, 2003).  

Traditionally, efforts to address the behaviors that may lead to these and other 

chronic diseases have included interventions in a variety of settings utilizing strategies 

based in theories of health behavior. Although some trials and interventions have yielded 

positive results by identifying mechanisms for behavior change, they fail to address the 

social and environmental factors beyond the individual that shape the problem in the 

larger population. In 2009, the Active Life Movement, a community-based organization 

in Austin, Texas, initiated a pilot program, the “Community Challenge,” in and around 

Austin Texas. The purpose of this pilot program was to develop strategies to create and 

implement an innovative approach to reducing the risk for obesity and overweight among 

youth and their social networks and to help affect the social and environmental factors 

related to unhealthy lifestyles. The program is aimed at high-school aged youth and 

works fundamentally through matching the students with adult volunteers and uses 

social-networking to promote a social movement toward healthy lifestyles.  
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The purpose of this paper is to present the results of a process evaluation of the 

first phase of this project, which began in the fall of 2009. Process evaluation is a method 

of examining the program design, implementation, and reach to the target audience 

before spending valuable resources on examining program outcomes (Saunders, Evans, & 

Joshi, 2005).   

This paper begins with a brief overview of the topics relevant to the Community 

Challenge, and then describes the empirical and theoretical background underlying the 

Community Challenge, the methods used to conduct this research, the results of the 

research, and a discussion of the results in context. 

Obesity in the United States 

Since the early 1970’s, obesity prevalence has risen from 14.5% to 33.8% among 

(Flegal et al., 2002; Flegal et al., 2010).  Between 1991 and 2001, the prevalence of 

overweight and obesity grew by 12% and 70%, respectively (Mokdad et al., 2001).  In 

2000, Flegal et al. (2005) determined that 111,909 deaths in the US were attributable to 

obesity alone. In a follow-up study, obesity was associated with an additional 112,159 

deaths from cardiovascular disease, overweight and obesity combined were associated 

with another 61,248 deaths from diabetes and kidney disease, and 13,839 deaths were 

attributable to obesity-related cancers (Flegal et al. 2007). Each year, 550,000 Americans 

die of cancer; fully one third of these deaths are linked to poor diet, physical inactivity, 

and excess weight (American Cancer Society, 2006).   

Unfortunately, children are now experiencing many of the obesity-related diseases 

that were previously considered adult diseases.  Pediatricians are reporting substantially 
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increased numbers of cases of hypertension, Type 2 diabetes, and asthma in children 

(American Obesity Association, 2009). Of children ages 6 to 11, 19.6% were obese in 

2008, and among adolescents aged 12 to 19, 18.1% were obese (Centers for Disease 

Control and Prevention, 2009). The risk of being an obese adult is high for obese 

children. One study found that approximately 80% of overweight 10 to 15 year-olds were 

obese at age 25 (Whitaker, et al., 1997). Because of these high numbers, today’s children 

are the first generation in 100 years whose life expectancy may be lower than that of their 

parents (Ohlshansky et al., 2005). 

Sociocultural Influences on Obesity 

Factors contributing to the rise in obesity are embedded in our daily lives and in 

our culture. There is an overwhelming over-availability of inexpensive, calorie-dense, 

nutritionally empty-food, and often, environmental and social factors such as lack of 

neighborhood grocery stores and transportation make nutritious food difficult for many 

people to obtain, especially in low-socioeconomic areas (Smith & Morton, 2009). In 

2003, 40% of Americans reported hardship obtaining the food, housing, or health care 

that they needed (Long, S.K., 2003). This situation forces many to choose health care or 

housing over quality food (Long, S.K., 2003), and a reduced budget for food is frequently 

associated with unhealthy food choices (Wiig & Smith, 2009). This effect is often 

compounded by a lack of knowledge about what constitutes a healthy diet. Low levels of 

nutrition awareness in women using food stamps for their groceries often lead these 

women to purchase unhealthy foods for their families in the effort to stretch their budget 

(Wiig & Smith, 2009). A common, and relatively inexpensive, choice outside of the 
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grocery store is fast food. In fact, one quarter of U.S. adults eat fast food every day 

(Schlosser, 2001) and the average fast-food meal has risen from 560 calories in the 1950's 

to 1350 calories in 2009 (Young & Nestle, 2002; McDonalds, 2009). Thus, low-calorie, 

nutrient-rich, fresh fruits and vegetables may seem too expensive to a low-income 

shopper. 

Typical modes of transportation for Americans are sedentary; in fact, average 

U.S. adults spend the equivalent of 42 8-hour workdays each year behind the wheel of a 

car (Bureau of Transportation Statistics, 2009) and each hour in a car is associated with a 

6% increase in odds of being obese (Frank, Andresen, & Schmidt, 2004). About half of 

Americans live in suburbs outside of city cores (Schrag, 2002) and residents in the most 

sprawling counties on average weigh 6.3 pounds more than those living in the most 

compact counties because their inactivity is increased due to reduced active transport and 

increased driving (Natural Resources Defense Council, 2009). 

Children and teens do not engage in the recommended amount of physical 

activity. In 2005, just 35.8% of high school students met current physical activity 

recommendations (Physical Activity Guidelines Committee, 2008). Of American high 

school students, only 30% attended physical education class daily in 2007 (Centers for 

Disease Control, YRBS, 2007). Only 14% of all students walk to school, compared to 

49% of all elementary and intermediate students who did in 1969 (Schlossberg et al., 

2006).   
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Theoretical Background for the “Community Challenge” 

Social movements. To prevent obesity at the individual level, a focus must 

clearly be on improving health behaviors. However, the recent trends in obesity and 

overweight suggest that individual behavior change as a goal to counter this problem is 

not likely enough. To change a culture, we must examine what has changed cultures 

before. A method that has been successful in the past is a social movement (Williams, 

2007). Social movements require the creation of advocates and effective social networks 

with solid communication channels (Soule, 2007).  

There are many cultural determinants of health, and research shows that 

cardiovascular disease, which is highly correlated with obesity (americanheart.org, 2010), 

is a health outcome frequently determined by American social norms (Brunner, 2000, p. 

306). Because the obesity epidemic is a cultural issue that results from social norms, 

rather than the result of the behavior of a single individual or group, it will take culture 

change to remedy the situation. Historically in the United States, social movements have 

been an effective means of changing societal norms.  For example, the Civil Rights 

movement revolutionized the way that minorities are treated in the U.S., and although it 

took many years to make those changes, American culture has made a considerable 

amount of progress toward equal rights for all (Snow, Soule, & Kreisi, 2007). 

Another American social movement is the environmental and recycling 

movement. Fifty years ago, there was not widespread awareness or concern about taking 

care of our planet and most individuals did not make it a priority to contribute to an effort 

in that direction. Since then, environmental friendliness has become part of the social 
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norm in the United States and of the universal social consciousness, leading to increased 

preservation of numerous resources (Environmental Protection Agency, 2010). For 

example, forty percent of all containers and packages and fifty percent of all paper 

products are now recycled (Chait, Michaels, & Pullen, 2009). "Green" products, which 

are items marketed as being environmentally friendly, have become so desirable in the 

marketplace that companies compete to the point of "greenwashing," a marketing 

mechanism used to deceive consumers into perceiving a product as environmentally 

friendly, to advertise themselves as environmentally aware (Hoffman & Hoffman, 2009).    

Between 1970 and 1990, the Clean Air Act, which was written by the Environmental 

Protection Agency, saved 2.6 million lives (Environmental Protection Agency, 2009), but 

the creation of this life-saving policy was undoubtedly influenced by heightened cultural 

awareness of the dangers of polluted air.   

Because social movements created such enormous changes in the twentieth 

century for high-pressure issues of that time, a social movement is the logical solution to 

change contemporary culture that is damaging the health and threatening the lives of so 

many Americans. 

  Social-ecologic model. According to the Centers for Disease Control and 

Prevention (CDC), all successful interventions to reduce the risk of obesity or overweight 

adhere to the principles of the social ecologic model (SEM). According to the SEM, 

levels of influence for health risks exist on a spectrum from individual to societal, and it 

is essential to consider all possible levels of influence when examining a health problem, 
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rather than targeting individual behavioral changes alone (Cottrell, Girvan, & McKenzie, 

2009).   

 Although some trials yield positive results by discovering methods of effectively 

addressing physical inactivity, obesity, or nutrition, or by identifying mechanisms for 

behavior change at the individual level, the isolated environments in which these 

experiments take place usually limit their applicability, or generalizability, to populations 

as a whole (Emmons, 2000, p.242), because they do not disrupt the social and 

environmental factors beyond the individual that shape the problem in the larger 

population.  

 Prevention vs. treatment. Public health approaches propose that it is impractical 

to attempt to reduce the prevalence of a disease by treating all of the people in a 

population who are already sick, and that a more successful approach to shifting 

population patterns is to prevent the incidence of the problem in healthy individuals 

(Bhopal, 2008). In the case of obesity, this concept translates to preventing overweight 

and obesity in normal-weight individuals and in children. Rose's theory of population 

distribution suggests that the causes of population variations are “the causes of the 

causes,” referring to the aforementioned social and environmental factors that influence 

the patterns of disease in a population (Bhopal, 2008). This theory implies that the origin 

of America’s struggle with obesity is rooted in something broader than biology and 

individual behavior.   

Integrated behavioral model. The integrated behavioral model (IBM) states that 

attitude, perceived norm, and personal agency influence behavioral intention, which 
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predicts behavior, and that knowledge and skills to perform the behavior, salience of the 

behavior, environmental constraints, and habit directly affect behavior (Glanz, Rimer, & 

Viswanath, 2008).   

In the IBM, the attitudinal construct is divided into experiential attitude and 

instrumental attitude (Glanz, Rimer, & Viswanath, 2008). Experiential attitude is the 

emotional response to the idea of performing the behavior. A strong negative emotional 

response reduces the likelihood that the behavior will be performed, while a strong 

positive response increases the likelihood of that behavior. Instrumental attitude is a 

cognitive response to the idea of performing the behavior, based on beliefs about the 

outcomes of the behavior (Glanz, Rimer, & Viswanath, 2008).  

Perceived norm is the social pressure felt by an individual to perform or not 

perform a behavior (Glanz, Rimer, & Viswanath, 2008). This construct is split into 

injunctive norm and descriptive norm. Injunctive norm represents the expectations about 

a behavior that an individual feels others hold for him or her. Descriptive norm is an 

individual’s beliefs about whether or not people around him or her are performing the 

behavior. Descriptive norm is added to include the normative influence of the 

individual’s social network (Glanz, Rimer, & Viswanath, 2008).   

Personal agency is described as the process of “bringing one’s influence to bear 

on one’s own functioning and environmental events” (Glanz, Rimer, & Viswanath, 

2008). It is the combination of self-efficacy, which is a person’s confidence in his or her 

ability to perform a particular task, and perceived control, which is the level of control 

and individual feels he or she has over behavioral performance based on one’s perception 
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of how environmental factors constrain or facilitate the behavior (Glanz, Rimer, 

Viswanath, 2008). 

Behavioral intention is an individual’s perceived likelihood of performing a 

behavior (Glanz, Rimer, & Viswanath, 2008). Knowledge and skills to perform the 

behavior directly influence whether or not the behavior will occur. Salience of the 

behavior refers to how important or relevant performing the behavior is to a certain 

person or in a given population. Environmental constraints refer to factors in the 

environment which make it more or less difficult to perform a behavior. When a behavior 

becomes habitual, the intention to perform the behavior is less important over time 

(Glanz, Rimer, & Viswanath, 2008).      

An example of how these constructs interact is a situation in which a woman 

knew how to get screened for breast cancer (she had the knowledge and skills), it was 

important to her, maybe because it ran in her family (the behavior was salient to her), she 

had her screening done regularly as recommended (the behavior was habitual), but on the 

day of her appointment, she found herself without transportation to get to the doctor’s 

office—this is a negative environmental constraint. 

Social networks. Christakis et al. (2007) studied the influence of a social network 

over twenty years and found that the people individuals surround themselves with 

directly influence their health outcomes. This supports social support and social network 

theories that highlight the influence of social connections (Christakis et al., 2007). Social 

movements require organizations, but they also require human resources (Williams, 

2007). In this evaluation these human resources are called "advocates." The Community 
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Challenge is designed to create advocates and encourage advocacy toward a demand for 

healthy behavior. 

The “Community Challenge”  

The Community Challenge uses the activities described in the next section to 

increase knowledge and improve attitudes and beliefs around obesity, physical activity, 

nutrition, and general health topics. An online social-networking platform is employed to 

allow members to provide social support by communicating with each other and then 

drive the social movement forward by inviting new people to become members by 

creating profiles on the website.   

 

Figure 1. Community Challenge Logic Model 
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This paper addresses the process evaluation of a pilot program launched by the 

Active Life Movement, a community-based organization promoting the first social 

movement for healthy lifestyles. The logic model for this program is shown in Figure 1.  

The Community Challenge is a program that matches high-school students with adult 

volunteers in “squads” of ten people. As a criterion for inclusion, squads agree to 

accomplish a variety of health-related tasks in the community and among themselves.  

The majority of communication among the members occurs via the project website, 

which is based on a proprietary social-networking platform, similar to Facebook or 

MySpace.   

The objectives and activities designed to accomplish those objectives are based on 

the IBM (Glanz, Rimer, & Viswanath, 2008). The method of delivery, mobilization, and 

communication is designed to function like a social movement, making this a unique 

health promotion platform.   
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Chapter 2: Theoretical and Empirical Background 

Obesity in Adolescents 
 

Between 1980 and 2008, obesity rates more than tripled in adolescents aged 12-

19, rising from 5% to 18.1% (Ogden et al., 2010). Overweight adolescents are more 

likely to become overweight or obese adults (Ferraro, Thorpe, & Wilkinson, 2003). 

Although there are many factors contributing to the etiology of obesity, it is generally 

agreed that excess weight gain is the result of an energy imbalance between intake and 

expenditure in the body (NIH, 1998). Consequently, two important behavioral 

determinants of overweight and obesity are physical inactivity and excess energy intake.  

Physical Activity in Adolescents. The health of adolescents is immensely 

benefited by physical activity. Adolescents should participate daily in one hour of 

aerobic, muscle-strengthening, or bone-strengthening exercise (Centers for Disease 

Control and Prevention, 1999).  The exercise does not need to be strenuous to be 

beneficial, but, to a certain point, greater amounts of physical activity are even more 

beneficial (Centers for Disease Control and Prevention, 1999).  Physical activity benefits 

the adolescent body by building and maintaining healthy bones, muscles, and joints, and 

controlling weight, developing lean muscle, and reducing fat (Centers for Disease 

Control and Prevention, 1999). It also prevents or delays the development of 

hypertension and helps reduce blood pressure in some hypertensive adolescents (Centers 

for Disease Control and Prevention, 1999).   

Nearly 65% of American youth do not meet current physical activity guidelines 

on a regular basis (Physical Activity Guidelines Advisory Committee Report, 2008). This 
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is more common among females (72.2%) than males (56.2%). Participation in all types of 

exercise declines sharply as youth get older or advance in school. In 2005, only 54% of 

high school students reported attending physical education classes at least once a week 

(Physical Activity Guidelines Advisory Committee Report, 2008) and in 2007, just 30% 

of high school students attended physical education classes daily (Centers for Disease 

Control and Prevention, 2007). Considering the vital benefits of exercise to the 

adolescent, and the low levels of physical activity in adolescents, it is important to work 

towards increasing these levels.   

Nutrition in Adolescents. Healthy growth and development in adolescence relies 

on healthy eating, which contributes to healthy bones, skin, cognitive function and energy 

levels. Good nutrition also lowers the risk of dental problems, eating disorders, 

constipation, malnutrition, and iron deficiency anemia (U.S. Department of Health and 

Human Services, 2005).   

There are many diseases against which healthy eating in childhood and adolescent 

protects (U.S. Department of Health and Human Services, 2005). Atherosclerosis, which 

is related to high blood pressure levels, is associated with poor dietary habits, and is the 

most common cause of heart disease, begins to develop as early as childhood and 

adolescence. Inadequate intake of calcium is associated with osteoporosis, a disease that 

weakens bones to the point that they become fragile and break easily (U.S. Department of 

Health and Human Services, 2005). Diabetes, high blood pressure, high cholesterol, 

asthma, joint problems, and poor health status are all significantly associated with 
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overweight and obesity, which are influenced by poor diet and inactivity (Mokdad et al., 

2003). 

Overall, children and adolescents fail to meet the U.S. dietary guidelines (U.S. 

Department of Health and Human Services, 2005). Over 60% consume more than the 

recommended amount of saturated fat. Almost 80% reported eating less than five fruits or 

vegetables daily in 2007 when fried potatoes and potato chips were excluded. Of children 

ages 2-17, 61% do not meet the USDA’s dietary recommendation for fiber. Only 15% of 

adolescent females consume enough calcium. Consumption of milk, the largest source of 

calcium, has decreased 36% among adolescent females during the last 25 years. During a 

similar time frame, from 1978 to 1998, average daily soft drink consumption among 

adolescent females almost doubled, increasing from six ounces to eleven ounces, and 

among adolescent males, it almost tripled, from seven ounces to 19 ounces (U.S. 

Department of Agriculture, 1998). 

Poor eating habits lead to disordered eating behavior and lowered intellectual 

performance (Centers for Disease Control and Prevention, 2007). Many high school 

students use unhealthy methods to lose or maintain weight. A nationwide survey revealed 

that during the thirty days preceding the survey, 12.3% of students went 24 hours or more 

without eating; 4.5% had vomited or taken laxatives in order to lose weight; and 6.3% 

had taken diet pills, powders, or liquids without a doctor's advice (Centers for Disease 

Control and Prevention, YRBS, 2007). Breakfast is a crucial component of child and 

adolescent diet because it affects intellectual performance, but the number of youth who 

eat breakfast decreases as they get older.  Of children ages 6-11, 92% eat breakfast, but 
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only 77% of adolescents ages 12-19 do so. This can lead to hunger and food 

insufficiency, which are associated with poor behavioral and academic functioning 

(Alaimo, Olson, & Frongillo, 2001). 

Ecological Perspective 

Health education researchers have promoted an ecologic perspective for many 

years. The ecological perspective is “a multilevel, interactive approach to examining the 

influences on health-related behaviors and conditions” (Cotrell, Girvan, & McKenzie, 

2009). Daniel Stokols described the Social Ecology Model for Health Promotion in 1992, 

and again in 2003 (Glanz, Rimer, & Viswanath, 2008). It entails four assumptions: “(1) 

health behavior is influenced by physical environments, social environments, and 

personal attributes; (2) environments are multidimensional, such as social or physical, 

actual or perceived, discrete attributes (spatial arrangements) or constructs (social 

climate); (3) human-environment interactions occur at varying levels of aggregation 

(individuals, families, cultural groups, whole populations); and (4) people influence their 

settings, and the changed settings then influence health behaviors (Glanz, Rimer, & 

Viswanath, 2008).   

The social ecological framework is similar, in that it focuses on the levels of 

influence that surround an individual and the interactions between the factors within each 

level.  This framework describes five levels of influence upon the individual: 

intrapersonal (individual), interpersonal (social networks), institutional (organizations), 

community, and public policy or population level (Cotrell, Girvan, & McKenzie, 2009). 

Figure 2 depicts the social ecological framework. 



 

 

 

16 
 

 

 

Figure 2. Social ecological framework (Cotrell, Girvan, & McKenzie, 2009) 
 

Brownell, et al. (2009) suggest that the default environmental conditions are the 

most significant factors promoting obesity in adolescents, and that improving default 

conditions, specifically around five issues, could be the most effective way of addressing 

the overwhelming problem of adolescent and childhood obesity.  These five issues are:  

"framing the obesity issue, treating versus preventing obesity, nutrition in schools, 

marketing, and addressing weight bias and discrimination." These defaults discussed by 

Brownell et al. are integral to the elements of our culture that promote bad habits and 

inhibit good ones. This evidence suggests an ecological approach, whereby we shift from 

"causative models centered on personal responsibility to more public health models, 

based in concepts of population risk and environmental determinants of diet and activity" 

(Brownell et al., 2009). This implies that we must consider not only the interactions 
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between the levels of influence proposed by the SEM, but also questions the existing 

cultural norms that have resulted in the current public health situation. 

Theories of Health Behavior 

There are many useful, tested, empirically-validated theories in the field of health 

education and public health that provide excellent frameworks for research. However, the 

current culture-based problems of obesity and physical inactivity involve all of the levels 

of the social ecological framework, and extend beyond the limitations of most theories of 

health behavior because they encompass the need for cultural change, rather than 

individual change alone. Solving the problems of obesity and physical inactivity requires 

both a top-down approach (e.g., policy) and a bottom-up approach (social action). 

Nevertheless, at the core of individual behavior change strategies are the theories 

of health behavior, and the strategies within the Community Challenge are based on the 

integrated behavioral model (IBM). Figure 3 depicts the theoretical model for the 

Community Challenge. The components of the IBM are in the center, while the outside 

frame represents the function of the social network to provide social support for positive 

behaviors and effective communication channels. 
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Figure 3. Theoretical Model for the Community Challenge 
 

The integrated behavioral model (IBM) evolved from the theory of planned 

behavior (TPB) (Glanz, Rimer, Viswanath, 2008). These models propose that behavior is 

most proximately influenced by behavioral intention, which is defined as the perceived 

likelihood of performing the behavior.  The IBM states that attitude, perceived norm, and 

personal agency influence behavioral intention, which predicts behavior, and that 

knowledge and skills to perform the behavior, salience of the behavior, environmental 

constraints, and habit directly affect behavior (Glanz, Rimer, & Viswanath, 2008).  

Constructs influencing behavioral intention and the Community Challenge. 

In the IBM, the attitudinal construct is delineated into experiential attitude and 

instrumental attitude (Glanz, Rimer, Viswanath, 2008). Experiential attitude is the 

emotional response to the idea of performing the behavior. Experiential attitude is 
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directly measured as the overall affective evaluation of the behavior and indirectly 

measured by behavioral belief, which is the belief that behavioral performance is 

associated with certain positive or negative feelings (Glanz, Rimer, Viswanath, 2008). A 

strong negative emotional response reduces the likelihood that the behavior will be 

performed, while a strong positive response increases the likelihood of that behavior. 

Instrumental attitude is a cognitive response to the idea of performing the behavior. 

Instrumental attitude is directly measured by the overall evaluation of the behavior, and 

indirectly measured by the behavioral belief, which is the belief that behavioral 

performance is associated with certain attributes or outcomes, and evaluated by the value 

attached to a behavioral outcome or attribute (Glanz, Rimer, Viswanath, 2008). The 

Community Challenge affects attitude by providing the opportunity and context for 

developing positive emotional associations with health behaviors and by raising 

awareness of the positive outcomes associated with those behaviors. 

Perceived norm is the social pressure felt by an individual to perform or not 

perform a behavior (Glanz, Rimer, Viswanath, 2008). In the TPB, the perceived norm is 

divided into subjective norm and descriptive norm, but in the IBM these constructs refer 

to the same ideas but are called injunctive norm and descriptive norm. 

Subjective/injunctive norm represents the expectations about a behavior that an 

individual feels others hold for him or her. Subjective/injunctive norm is the belief about 

whether most people approve or disapprove of the behavior, and is directly measured by 

normative belief and the motivation to comply. Normative belief is the belief about 

whether each referent approves or disapproves of the behavior and the motivation to 
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comply is the motivation to perform the behavior in accordance with the perceived 

expectations of the referent. Descriptive norm is an individual’s beliefs about whether or 

not people around him or her are performing the behavior. Descriptive norm is added to 

include the normative influence of the individual’s social network. The descriptive norm 

is directly measured by the belief about whether most people perform the behavior and 

indirectly measured by the normative belief, which in this case is the belief about whether 

each referent performs the behavior (Glanz, Rimer, Viswanath, 2008). The Community 

Challenge utilizes a blogging tool to influence perceived norms in participants by 

providing a forum in which they can share their experiences and encouraging active 

participation. 

Personal agency is described by Bandura as the process of “bringing one’s 

influence to bear on one’s own functioning and environmental events” (Glanz, Rimer, 

Viswanath, 2008). It is the combination of self-efficacy, which is a person’s confidence 

in his or her ability to perform a particular task, and perceived control, which is the level 

of control and individual feels he or she has over behavioral performance based on one’s 

perception of how environmental factors constrain or facilitate the behavior (Glanz, 

Rimer, Viswanath, 2008). Self-efficacy is directly measured as the overall measure of 

ability to perform a behavior.  It is indirectly measured by self-efficacy belief, which is 

the perceived ability to overcome each facilitating or constraining condition. Perceived 

behavioral control is directly measured as an overall measure of perceived control over 

the behavior. It is indirectly measured by control beliefs and perceived power. Control 

beliefs are the perceived likelihood of occurrence of each facilitating or constraining 
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condition. Perceived power is the perceived effect of each condition in making behavioral 

performance difficult or easy (Glanz, Rimer, Viswanath, 2008). The Community 

Challenge increases personal agency by providing the tools necessary for participants to 

organize activities, engage in trainings, and take on leadership roles in their squads. 

Constructs directly influencing behavior. According to the IBM, knowledge 

and skills to perform the behavior directly influence whether or not the behavior will 

occur (Glanz, Rimer, Viswanath, 2008). Salience of the behavior refers to how important 

or relevant performing the behavior is to a certain person or in a given population. 

Environmental constraints refer to factors in the environment which make it harder or 

easier to perform a behavior. When a behavior becomes habitual, the intention to perform 

the behavior is less important over time (Glanz, Rimer, Viswanath, 2008).      

To address these elements which directly affect performance of a given behavior, 

the Community Challenge increases knowledge and skills through many of the health 

related activities, attempts to impart value toward health behaviors so that they become 

salient for participants, attempts to remove some environmental constraints by providing 

free materials to engage in the program, and aims to create habitual behaviors because it 

is an ongoing program which requires regular involvement in positive health behaviors. 

There is much evidence that the line of theoretical thought provided by the TPB 

and the IBM is an effective and comprehensive method of addressing human behavior. 

The efficacy of the Theory of Planned Behavior (TPB) is broadly supported by a meta-

analytic review of research conducted to test these theories and which supported their 

efficacy (Armitage & Conner, 2001). Examples of specific topic areas related to the use 
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of the TPB in physical activity interventions include control beliefs and attitudes in high-

school girls' leisure time physical activity (Kerner & Kurrant, 2003; Dishman et al., 

2006), the development of positive attitudes and self-efficacy towards physical activity in 

adolescent cancer survivors (Keats, Culos-Reed, Courneya, & McBride, 2007), and 

behavioral intention and perceived behavioral control towards physical activity in teenage 

smokers (Everson, Daley, & Ussher, 2007). The IBM has provided a theoretical 

framework for several multi-site condom use and AIDS awareness intervention studies 

and has been used in HIV/STD prevention to understand behavioral intention for condom 

use (Glanz, Rimer, Viswanath, 2008). 

Social Support and Social Networks 

There are certain fundamental structural characteristics of social networks. These 

are reciprocity, intensity, complexity, formality, density, homogeneity, geographic 

dispersion, and directionality (Glanz, Rimer, Viswanath, 2008). Reciprocity is the extent 

to which resources and support are both given and received in a relationship. Intensity is 

the extent to which emotional closeness is offered by a social relationship. Complexity 

refers to the extent to which social relationships serve many functions. Formality is the 

extent to which social relationships exist in the context of organizational or institutional 

roles. Density is the extent to which network members know and interact with each other.  

Homogeneity is the extent to which network members are demographically similar.  

Geographic dispersion is the extent to which network members live in close proximity to 

focal person, and directionality is the extent to which members of the dyad share equal 

power and influence (Glanz, Rimer, Viswanath, 2008). 
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One function of social networks is to enhance social capital, which is the 

resources characterized by norms of reciprocity and social trust (Glanz, Rimer, 

Viswanath, 2008). Another function is to create social influence, which is the process by 

which thoughts and actions are changed by the actions of others. Social undermining is 

another function, and is the process by which others express negative affect or criticism 

or hinder attainment of one's goals. Companionship is the function that involves sharing 

leisure or other activities with network members. Social support is the aid and assistance 

exchanged through social relationships and interpersonal transactions (Glanz, Rimer, 

Viswanath, 2008). 

There are four types of social support: emotional support, which encompasses 

expressions of empathy, love, trust, and caring; instrumental support, which is comprised 

of tangible aid and services; informational support, which is advice, suggestions, and 

information; and appraisal support, which is information that is useful for self-evaluation 

(Glanz, Rimer, Viswanath, 2008). 

Obesity appears to spread through social ties. Christakis, et al. (2007) looked at 

the possibility of person-to-person spread of obesity as a possible factor contributing to 

the obesity epidemic and found discernible clusters of obese persons that extended to 

three degrees of separation. A person’s chance of becoming obese increased by 57% if he 

or she had a friend who became obese in a given interval. If one sibling became obese, 

the chance that the other would become obese increased by 40%. If a spouse became 

obese, the chance that the other spouse would become obese increased by 37% 
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(Christakis & Fowler, 2007). Christakis and Fowler (2008; 2008) found similar effects 

from social ties for happiness and smoking. 

Web-Based Interventions 

Web 1.0. Historically, research on internet interventions has been mostly on Web 

1.0, which refers to websites that provide information in a primarily one-sided format. 

These sites typically contain content for reading and occasionally tools that are available 

to input information into to obtain certain results (e.g. various types of calculators). Web 

1.0 interventions have been used in a variety of health promotion areas, including 

smoking cessation (Shahab & McEwen, 2009), psychological problems (Cartreine, 

Ahern, & Locke, 2010; Van Spijker, Van Straten, & Kerkof, 2010), problematic alcohol 

use (Vernon, 2010), and obesity prevention. 

Web 2.0. The utilization of online social networking through Web 2.0 to provide 

a social network, social support, and theory-based health education is relatively new.  

Shape Up the Nation is a recent intervention that utilized an online social-networking 

platform to facilitate healthy activities offline among participants in worksite wellness 

program (Shape Up the Nation, 2010). This intervention has been highly successful, with 

over 100 participating employers that have over a 50% participation rate with a 73% 

retention rate (the average attrition rate for worksite wellness programs is 70%). The 

average participant in this program experienced a one-point reduction in BMI and an 

eight pound weight loss. This organization measured success by the number of completed 

activity “dates” and attributes its success to participants’ social accountability and 

intrinsic motivation (Shape Up the Nation, 2010). 
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Process Evaluation 

 The purpose of a process evaluation is to determine how the implementation, 

design, and organization of the program may have affected program outcomes 

(Bartholomew, Parcel, Kok, & Gottlieb, 2006). Process evaluation assesses the responses 

of the practitioners and participants, as well as the capacity of the providers to deliver the 

intervention appropriately (Green & Kreuter, 2005). In a process evaluation, program 

implementation is monitored and documented in an attempt to understand the relationship 

between specific components and outcomes of the program (Saunders, Evans, & Joshi, 

2005). The typical elements examined in a process evaluation include fidelity, dose 

delivered, dose received, reach, recruitment, and context (Saunders, Evans, & Joshi, 

2005). These qualities are described in further detail in the methods section. 

There are many different ways in which process evaluation is used in the context of 

health promotion. For example, process evaluation has been used to perform content 

analyses on types and focus of media messages in a Spanish-language media campaign 

promoting physical activity and healthful food choices among Mexican Americans 

(Reininger et al, 2008). In a community-based, dietary change program delivered by peer 

educators to low-income African-American women, process evaluation was used to 

ensure that the program was delivered as intended (Williams, et al, 2001). Process 

evaluation has also been used in schools; in particular it helped establish the need for 

changes to ensure long-term program sustainability in a school-based intervention to 

increase physical activity and reduce bullying (Bowes, et al, 2009). 
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Chapter 3:  Methods 

 The method for this evaluation consisted of analysis of three overarching 

components of the Community Challenge: participants, communication, and activities. 

These components are described and systematically examined based on a process 

evaluation framework provided by Saunders, Evans, and Joshi (2001). The broad aims of 

the Community Challenge are presented to provide a concept of what should be produced 

by successful implementation of the components of the Community Challenge. 

Components of the Community Challenge 

Participants. Squads were groups of five students and five professional 

volunteers who were generally matched by the program director. The core squad 

members were recruited through outreach to local schools and businesses. Additional 

details about recruitment are provided in the results section. Each squad was to complete 

a list of program objectives by the end of the program in May. One of their tasks was to 

engage a social network of at least 100 individuals.  Theoretically, this was intended to be 

ten people for each squad member to recruit. They could recruit friends, family, 

colleagues, or anyone else who they thought would join.   



 

 

 

27 
 

 

 

Figure 5. Recruitment framework for the Community Challenge 

The building and engaging of healthy social networks was a crucial strategy of the 

Community Challenge. Figure 5 depicts the recruitment framework for the Community 

Challenge. The goals of this objective were: 1) for each squad to build a social network 

of at least 100 people, 2) to participate in monthly squad activities/events and weekly 

email blasts and blog discussions, 3) to improve factors related to the risk of obesity and 

overweight by changing cultural norms and increasing the value placed on being 

physically active and eating nutritious foods, 4) to engage a squad and its social network 

in the planning and launch of the community service project, 5) to provide a forum to 

advocate for the ACTIVE Life Movement, 6) to improve health behaviors by increasing 
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physical activity levels and nutritional intake, and 7) to provide program evaluation 

feedback about how to increase impact. 

Communication. Social network members were recruited was through the 

website, which provided an invitation tool that allowed a member to send to an invitation 

to a prospective network member.  The website also had a messaging tool to allow 

members to email each other through the website. 

Activities. Each week, an educational blog topic was posted and participants were 

asked to read the topic and respond to a question provided in the blog. The objectives of 

this component were to stimulate discussion around health topics and to influence 

perceived norms by promoting awareness that others were also engaged in healthy 

behaviors. 

Another activity in which participants were asked to engage was weekly health 

journaling. A tool was provided on the website for participants to record their physical 

activity and nutrition behaviors, as well as their impressions of the extent to which 

participants felt they had made healthier choices because of what they had learned 

through the Community Challenge. 

Monthly activities were an important participant activity. Each month, every 

squad planned and participated in an in-person healthy activity, either around physical 

activity or nutrition. 

A major component of the Community Challenge was the Community Health 

Educator Junior Certificate Training Program. The goals of this program were: 1) to 

create health advocates on a grassroots and peer-to-peer level who are focused on obesity 
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prevention, 2) to change cultural norms and increase value given to factors related to 

obesity and overweight (physical activity and healthy eating), 3) to create incentives for 

youth to become a formal Community Health Worker after turning 18 years of age, and 

4) to improve health behaviors by increasing physical activity levels and nutritional 

intake of those who are influenced by the certified community health educator. The goal 

of the Community Challenge was to have twelve certified youth. 

A key strategy within the design of the Community Challenge was the community 

service project developed and implemented by squads and their social networks. The 

underlying theme of this objective was to create projects designed to influence cultural 

norms, environmental factors, and increase the value placed on being physically active 

and eating nutritious foods. The goals of this objective were: 1) to have each squad 

complete at least one community service project designed to address risk factors for 

obesity and overweight, 2) to empower participants to advocate for and create an increase 

in demand for products, services, and environments that improve access behaviors related 

to lowering the risk of obesity and overweight, 3) to increase knowledge and awareness 

about obesity-related health issues and concepts, and 4) to build the capacity for lifelong 

civic engagement and community leadership. 

Aims of the Community Challenge 

The ultimate goal of the Community Challenge was to create and implement an 

innovative approach to reducing the risk of obesity and overweight among youth and 

their social networks.  This goal was broken down into three aims: 1) Program 

Development, 2) Social Network Changes, and 3) Sustainable Social Change. 
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Aim 1: program development. The stated outcomes of program development 

were the development of the program, website, curriculums, advisory boards, and online 

training tools. Specific indicators of successful outcome attainment included the number 

of squads, number of squad members, number of people in social networks, and total 

number of participants. 

Aim 2: social network changes. The second aim had three separate target 

outcomes: 1) A change in knowledge, attitudes, and beliefs around the importance of 

preventing obesity through being physically active and eating nutritious foods, 2) An 

improvement in health behaviors around physical activity levels and nutritional intake, 

and 3) An increase in advocacy efforts that inspire a demand for, or provide access to, 

healthier products, services, and environments that promote the prevention of obesity. 

Indicators of success for these outcomes, respectively, included 1) a percentage of 

participants feeling that they have positively changed their knowledge, attitudes, and/or 

beliefs around the importance of preventing obesity by being physically active and eating 

nutritious foods, 2) a percentage of participants stating an improvement in health 

behaviors around physical activity levels and nutritional intake, and 3) a percentage of 

participants who have increased their advocacy efforts, inspiring a demand for, or 

providing access to, healthier products, services, and environments that promote the 

prevention of obesity; a number of regular events/activities organized by squads (5 per 

squad); and a number of youth enrolled in the Community Health Educator Junior 

Certificate Training Program. 
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Aim 3: sustainable social change. The outcome of Aim Three was to develop 

and implement an evaluation method to analyze results to improve effectiveness.  

Success for this outcome is indicated by the number of follow-up surveys returned by 

former squad and network participants six months after the completion of the pilot 

program. 

Participants and Instrumentation 

Four focus groups, each with between seven and thirteen participants, were 

conducted during the development of the program. The populations represented by the 

focus groups included high school youth, corporate volunteers, college students, and high 

school teachers. These groups expressed interest in the Community Challenge and 

indicated they would support it and could foresee benefits from participation.  

Participants were organized into core squads which consisted of five youth and five 

adults. Initially, there were a total of 72 core squad members: 36 youth, and 36 adults. 

One squad had twelve members. Each squad was asked to recruit 100 social network 

members. The total number of network members successfully recruited by all the squads 

was 111. 

Research instruments included a 42-item questionnaire addressing the theoretical and 

practical constructs at hand, and a weekly behavior and impressions log, in which 

participants recorded their day-to-day physical activity and nutrition behavior and 

impressions of the extent to which they could attribute them to their participation in the 

Community Challenge. The data were collected online, via the organization's website, 
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and provided to the investigator in de-identified form by the program's director. A copy 

of the questionnaire is included in the Appendix. 

Active Life Movement provided consent for the use of the data, and individual 

members agreed to the Terms and Conditions of membership upon registration, which 

included the use of the data provided by them for research purposes. The Institutional 

Review Board at the University of Texas at Austin approved the current study and the use 

of human participants within it.   

Components of Process Evaluation 

 This process evaluation is based on a framework provided by Saunders, Evans, 

and Joshi (2005). This method entails six steps for developing a process evaluation: 1) 

Program Description, 2) Complete and acceptable program delivery, 3) Potential list of 

questions, 4) Determine methods, 5) Consider program resources, context, and 

characteristics, and 6) Finalize the process evaluation plan. This method has a unique 

focus on assessment of health promotion program implementation, making it an attractive 

choice a guide for this evaluation. There are six key aspects of the program that are 

assessed: fidelity, program delivery (dose delivered), program received (dose received), 

reach, recruitment, and context.  Under each of these aspects, this evaluation examines 

three major components of the Community Challenge: participants, communication, and 

activities. Complete and acceptable delivery of the Community Challenge components 

under each of the six aspects of process evaluation is described below. 

Fidelity. Fidelity addresses the quality of implementation, specifically the extent 

to which the Community Challenge was implemented with the underlying theory and 
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philosophy. This is indicated by high-quality delivery of each component of the 

Community Challenge. Under fidelity, this evaluation addresses program development as 

an additional component of the Community Challenge. 

Program development. The first indicator of successful implementation is 

program development, because this is the first aim of the Community Challenge. The 

development of staff and support (interns and advisory boards) is chiefly critical to 

employing the implementation plan and obtaining the resources needed to build the 

program. 

 A coordinated approach by a variety of stakeholders, including schools, 

corporations, college students, youth, local foundations, health departments, and other 

non-profits was necessary for the successful launch of the program in the fall of 2009. In 

addition, three advisory boards, a general advisory board, a scientific advisory board, and 

a youth advisory board, were intended to be created in the spring of 2009 to contribute to 

the preparations needed for the fall launch. 

Participants. Program fidelity with regard to participants refers to how 

successfully the intended participants were involved in the Community Challenge. For 

the first year, the intended participants were high school youth and professionals.  

Communication. Fidelity of communication refers to how all of the processes and 

materials designed to facilitate communication for various purposes were implemented as 

intended. 

Data collection. An indicator of successful implementation is the development of 

a system for data collection during the first year that will inform the program’s 
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continuing development to enhance the likelihood that the experiences and outcomes of 

the squads and networks will endure and influence the broader community.  

Website launch. Another important indicator of successful implementation is the 

launch of the website, as it is the communication hub between participants, ACTIVE 

Life, and the community once the program has launched. The website was vital to the 

recruitment and outreach needing to take place in the Spring of 2009 to secure fall 2010 

participants; it is the delivery model for the trainings; it provides other tools, as well: 

orientation guides and manuals, research and development of weekly educational content 

for squads, HR policies and protocols for squad member approval (including background 

checks), etc. 

    Activities. Community Challenge activities include health-focused monthly 

squad events, weekly blogging, health journaling, certification as an Active Leader or as 

a Junior Health Educator, continuously building a social network, and a culminating 

health-focused community service project. The extent to which these activities are 

facilitated by the Community Challenge represents the fidelity of implementation with 

regard to these activities. All of these activities rely heavily on the successful 

development of the Community Challenge website, because that is how the participants 

communicate, organize activities, blog, train for the certification, and keep their health 

journals. 

Program delivery. Program delivery describes how completely the Community 

Challenge was provided by the program staff to participants, with consideration of the 

amount of each component intended to be delivered. To understand how the Community 
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Challenge was delivered to participants, all of the intended components, materials, and 

strategies/methods must be identified.  

Participants. Participants are not involved with program delivery, but rather, they 

receive the intervention and will be discussed in the next section.  

Communication. A substantial communication component of the Community 

Challenge is its website, and delivery via the website depends on the completeness of 

each intended component. The purposes of the website include: recruiting members and 

forming squads; building and engaging social networks; educating and inspiring healthy 

lifestyles; communicating and organizing squad activities; documenting squad progress 

and successes through reporting and video/photo uploads; collecting data from 

participants for the ongoing refinement of program; gauging fundraising efforts; 

promoting and recognizing exemplary squads and sponsoring companies. 

The intended major communication capabilities of website were: bulletin/message 

board; bulk emailing; picture and video libraries; reporting forms and surveys; and a 

matching tool that assists in the formation of squads. The website should have been used 

regularly by participants to take advantage of the materials and components it was 

intended to offer.  

Activities. The program delivery of the activities considers whether all of the tools 

necessary for organizing the monthly activities were available to participants. This is 

closely related to the website, because it was designed to provide these tools. The 

intended website components necessary to facilitate activities were a blogging tool, a 

calendar, online training sessions and guides, and a fundraising thermometer. 
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Program received. Program received refers to the satisfaction of the participants 

with the program, staff, and researchers. To understand how the Community Challenge 

was received by participants, the participant behaviors that indicate engagement must be 

identified as well as the participants’ reaction to specific aspects of the Community 

Challenge and the extent to which they engaged in the follow-up behaviors. 

Participants. Program received by participants is distally determined by their 

advocacy for the Active Life Movement and commitment to a healthy lifestyle. A more 

proximal measure of this is simply their engagement in the program. Membership 

numbers indicate the number of participants, and participation in the recommended 

behaviors and activities indicate the level of engagement. The survey responses should 

provide an excellent picture of the level of participation while simultaneously providing 

feedback from the participants regarding their feelings about the program. 

The participants’ reaction to specific aspects of the Community Challenge will be 

assessed through open-ended questionnaire responses. The recommended follow-up 

behavior includes answering the questionnaires, advocating for the ACTIVE Life 

Movement, and engaging in physical activity and healthy eating. The extent to which the 

participants engaged in the recommended follow-up behavior will be assessed through 

the answers to the questionnaires, which indicates the response rate to the questionnaires 

and the participants’ behavior around physical activity and healthy eating, and tracking 

the number of new network members in each squad, which reflects the results of 

continued advocacy by participants.  
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Communication. Behaviors indicating level of program received in terms of 

communication include encouraging social networks to join in the development and 

implementation of the community service project, participation in the ACTIVE Life 

surveys and completion of final squad report, documenting program activities and 

progress through video and photography, and building and engaging a social network of 

at least 100 people. 

Activities. Behaviors that indicate the level of program received in terms of 

activities include engagement in monthly squad activities, active participation in weekly 

email blasts and blog discussions, encouraging social networks to join in the development 

and implementation of the community service project, participation in the ACTIVE Life 

surveys, documenting program activities and progress through video and photography, 

and completion of final squad report. Another indicator is the number of participants that 

become certified as a Civic engagement Leader or through the AL Community Health 

Educator Junior Certificate Program (optional for youth). Sponsorship of squad activities 

and offering of incentives/gifts-in-kind to celebrate successes are indicators on the part of 

the adult participants. 

Reach. Reach is the proportion of the intended priority participants that were in 

the intervention.  

Participants. The reach of the Community Challenge will be determined by the 

proportion of the intended numbers of participants that actually participated.  The target 

number of squad members was 100, and the target number of network members was 

1,000. 
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Communication. The reach of communication through the Community Challenge 

will be determined by the amount that each of the communication tools was used by 

participants. 

Activities. The reach of the activities will be determined by how many people 

participated in them. 

Recruitment. Recruitment refers to the procedures used to approach and attract 

participants at individual and organizational levels. It also includes the maintenance of 

participant involvement in the intervention and measurement components of the study. 

Participants. To evaluate the recruitment process, the planned and actual 

recruitment procedures that were used to attract individuals, groups, and/or organizations 

must be identified, as well as any barriers to recruiting individuals, groups, and/or 

organizations. 

  The planned recruitment process involved partnering with local organizations to 

recruit high school students and corporate volunteers. There were several organizations 

that had been established as cooperative in the recruitment effort prior to actual 

recruitment, including: the ACTIVE Life Board of Directors, the ACTIVE Life Youth 

Advisory Board, the ACTIVE Life General Advisory Board, the Entrepreneurs 

Foundation of Central Texas, Waste Management, HEB, School Districts, DSHS, Texas 

Education Agency, Texas PTA, Student  Health Advisory Councils, Austin Voices, 

Communities in Schools, Stand Up Program, Faith-based youth groups, CATCH 

Consortium, and the Mayor’s Fitness Council. It was intended that college students 

would not be recruited until year two. 
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  An alternate recruitment plan involved partnering with local in-school or after-

school programs in the case that the recruitment efforts to enlist enough individual youth 

across Central Texas were insufficient to meet program goals. 

  Potential barriers to recruitment included the summer timeframe, which is a 

difficult time to get youth and teachers to commit to a school-year program. Additionally, 

the Community Challenge launched at the beginning of the fall semester, which is a very 

busy time for teachers and students during which many other programs are initiated. 

Another barrier to adoption could be the fact that the Community Challenge was a pilot 

program, so there were no results of past successes to present to help convince would-be 

advocates to participate.  

Communication. The communication within the intervention may affect 

maintenance of participant involvement. If participants do not communicate with each 

other they are less likely to organize monthly activities and plan the community service 

project together, whereas if they communicate regularly the likelihood of the activities 

occurring is higher. If these activities fail to occur because of lack of communication, this 

indicates a problem with maintained involvement from participants. 

Activities. Whether or not the activities occur will affect measurement 

components of the program. Much of the program progress is measured by information 

from the website. If participants are not participating in the online surveys, blogging, 

certification, or planning tools, progress cannot be measured. 
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Context. Context describes how environmental factors in the organization, 

community, social/organizational context, or other situational issues could potentially 

affect either the Community Challenge implementation or the outcome.  

Participants. One factor that may affect both the implementation and the outcome 

is the fact that the majority of high school recruitment was geared towards lower SES 

populations. A major component of the Community Challenge is website use, but youth 

in this population may not always have access to computers, so their opportunities for 

participation may be limited. 

 Another potential issue is geographic dispersion. Theoretically, geographic 

dispersion is an important characteristic of successful social networks—people must be 

close enough to each other to provide support for one another. This aspect of networks 

would not be important in an online context, but could play a role in completion of the 

community service project. Individuals may not stay in the project.   

Communication. An organizational issue is the dependence on the launch of the 

website in the fall. The readiness of the website will affect program implementation. 

Activities. Because this is a pilot program, there is no evidence that the activities 

within it are effective.  This may affect recruitment because individuals and organizations 

are less likely to commit time and resources to a program with no proven benefit.   

Research questions 

 The research questions for the six components are: 

1. Fidelity: Was the Community Challenge implemented as it was designed? 
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2. Program Delivery: What program components and resources were provided for 

participants?   

3. Program Received: What program components and resources did participant 

receive? 

4. Reach: Did the intervention reach the intended recipients?   

5. Recruitment: How was the recruitment conducted?  Were enough people reached? 

What were the strengths of the recruitment? 

6. Context: How did the social situation affect the implementation and outcome of 

the Community Challenge? 
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Chapter Four: Results 
 

 This chapter presents the results for each of the six components of the process 

evaluation: fidelity, program delivered, program received, reach, recruitment, and 

context. 

Fidelity 

 This section describes the quality of the implementation of the components of the 

Community Challenge.   

Program development. Staff and interns for the Community Challenge were 

successfully developed over the summer of 2009. Interns helped with outreach and 

assisted in acquiring access to local high schools. Active Life staff and interns worked 

together to ensure readiness of the Community Challenge.  

Three advisory boards were planned for the Community Challenge: a youth 

advisory board, a scientific advisory board, and a general advisory board. The youth 

advisory board was eventually postponed due to organizational decisions. When youth 

are included in the future, Active Life plans to use them for broader organization 

purposes, rather than just for the Community Challenge. 

The Scientific Advisory Board met once, via telephone, and everything that was 

proposed for this board to complete was successfully met; it should be noted, however, 

that the use of this board eventually expanded into an organization-wide resource, rather 

than being utilized solely for the Community Challenge.  
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The idea of the general advisory board resulted in several work groups for all 

Active Life Programs. These work groups consisted of paid and volunteer people outside 

of the organization. 

Participants. The goal of the Community Challenge was to have ten full squads, 

and by the end of the pilot program there were six full squads. There was a seventh squad 

that dissolved in January 2010, hence the data reported in the results section that refers to 

the Community Challenge before January is from all seven squads, and the data collected 

after January includes only information from six squads. 

Before the seventh squad dissolved, there were 72 core members and 111 network 

members, for a total of 183 participants. After the seventh squad dissolved, there were 62 

core members and 109 network members, for a total of 171 participants. 

The intended participants were high school students and professionals. Of the 

Community Challenge participants, 92.8% were high school students and professionals at 

beginning of the challenge, and after January 91.67% were high school students and 

professionals. There were a few college and graduate students recruited to fill in gaps in 

squads.   

Communication. There were several different communication tools offered by 

the website. 

Website launch. The website was innovative and was successfully implemented 

with many of its intended features. Unfortunately, there were also some problems with 

the launch of the website, including the timeline set forth for the development and launch 

of the website, and glitches in the applications and tools within it, which compromised 
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the fidelity of the implementation of the website 

(http://www.activelifemovement.org/community_challenge). 

Timeline. Overall, website development by the web design company was divided 

into three phases. Phase I was essentially designed to get the basics of the website 

functioning, and Phases II & III were set aside for the development of additional details 

and tools to ensure usability and attractiveness of the website. Unfortunately, Phase II 

was spent repairing problems that arose during Phase I, leaving the Phase II duties 

undone. By Phase III, there were no resources from the original grant left to finish the 

project. One reason for this is that the resources allocated for the Community Challenge 

website were shared among the entire organization and other programs within it. The 

ultimate result of this situation is that except for the addition of a messaging board, the 

website never developed past the work produced in the first phase, much of which was 

broken and never fully repaired. Lack of full website development presented problems 

for participants attempting to use the website for its intended purposes, which can be 

summarized as the facilitation of communication and activities. The tools facilitating 

communication were the messaging tool and the network member invitation system. 

Messaging tool. The messaging tool had emailing capabilities and facilitated 

communication, website use, activity planning, and event organization. These capabilities 

allowed the tool to adhere to the principles of social networking set forth in the program 

plan. There were several issues around user function. The tool was very slow in allowing 

a user to reply to an email, and when a user did reply the email would not display the text 

from the initial email to which the user was replying.  It was also extremely difficult to 
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email more than one person in an email: users could choose a “bucket,” either their squad 

or all the leaders, to email, but could not pick and choose specific individuals to email. 

The website was built with restrictions such as that to bypass security issues and avoid 

spam. At some point during Phase II, the tool stopped letting users view their sent 

messages. Last, there was no search function, so if one person wanted to email another, 

he or she had to flip through page after page of names that were not in alphabetical order 

to find the person that he or she wished to email. Table 1 summarizes the expected and 

actual components of the messaging tool. 

Expected and Actual Components of the Messaging Tool 

Component Expected 
Component 

Actual 
Component 

Emailing capabilities ● ● 
Communication facilitation ● ● 
Website use facilitation ● ● 
Assistance with activity planning and event 
organization ● ● 

Ability to reply to emails ● ● 
Ability to quickly reply to emails ●  
Ability to see text from previous email in reply ●  
Ability to email squad leaders ● ● 
Ability to email squad ● ● 
Ability to email more than one person of choosing ●  
Ability to view sent messages ●  
Search function for participant directory ●  
Message board ● ● 

Table 1. Expected and Actual Components of the Messaging Tool 

Network invitation tool. The network member invitation tool was a key function 

of the website, because it was the mechanism for obtaining new social network members.  

Participants could type in an email address, hit submit, and the person would get an email 

with link to join the squad. When new members joined, their names appeared on the site 

as a network member. Participants could see that an invitation has been accepted and the 
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name, email, and join date were posted on the website.  Another positive aspect of the 

network invitation tool was the ability to post the invitation message in the notification 

that there was a message waiting on the website. This was helpful for participants who 

communicated mostly through mobile phones and could not always get to a computer to 

get their message.  

Unfortunately, the network invitation tool was frequently disabled, so people 

could not always use it to invite new members. There was no way for an invitation 

recipient to reply with a “no, thank you,” members could not view past invitations to see 

who they had already invited, and members could not see the text of the invitation. 

Additionally, the invitations could not be customized, so the invitee would receive a 

generic invitation that said “A member of the Community Challenge has invited you to 

be part of his/her social network.” From a data collection standpoint, a problem with the 

network invitation system was that invitations sent by members could not be tracked, so 

although data were available for how many network members joined the Community 

Challenge, there are no data describing the number of people squad members reached out 

to with invitations. Having these missing data would provide valuable information about 

participant advocacy and involvement.  

Data collection. The system for data collection was successfully developed and 

implemented; however, participants did not respond satisfactorily. There are several 

possible explanations for this. Feedback from the program director suggests that the 

survey may have been too lengthy for the participants. It also had many questions that 

were measuring different constructs but were worded in a way that may have sounded 
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similar to participants, giving participants a feeling of repetitiveness. Another problem 

may have been that the data collection occurred entirely through the website, and the 

website had many problems. 

In the future, the data collection process would be improved by eliciting feedback 

from participants through polls and focus groups. Because all of the data obtained by the 

survey is important to evaluation of the outcomes, it is important to determine a method 

of acquiring these data. One possibility would be to split the survey questions up and 

administer them at different points in time, though this would be a more complicated 

process and perhaps raise the risk of human error.  

Activities. The blog and web journal activities were other components of the 

Community Challenge affected by the problems with the website.   

Blogging. The blogging tool was available and was used by participants. 

Participants reported enjoying the topics and the teachers reported appreciating the 

students’ use of technology. Unfortunately, the blogging tool was difficult to use because 

it was not easy to see other participants’ responses. The blogger had to click through four 

to five different web pages to read the blog topic and then any other posted responses to 

the topic before writing his or her own response. The barriers presented by the overall 

website design could be argued to have compromised the fidelity of the implementation 

of the blogging tool. 

Health journal. Feedback from participants through the program director 

indicated that participants were initially enthusiastic about using the health journaling 

tool, but similar to other components of the website, it was not user-friendly. The 
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participants were required to enter their reports for the week by Sunday night, but many 

didn’t have regular access to computers, so this was a challenge.  Another issue was that 

the journal could only be viewed one week at a time, which prohibited participants from 

viewing their progress over time. The format of this tool was more similar to a report 

than a journal, which also made it less appealing to participants. 

Certification. The certification materials for both the Junior Health Educator 

Certification and the Active Leader Certification were successfully completed over the 

summer of 2009 and made available to participants. Many participants took the Active 

Leader Certification, which was required by squad leads and project directors and was 

shorter in duration. Fewer participants took the Junior Health Educator Certification 

Training, which was optional, but there were positive reviews from those who took it.  

Health-focused community service project. The service projects were not 

scheduled to be completed by the time this report was written; however, a report from the 

program director indicated that two of the squads had submitted a project idea by this 

time. The design of the program was to have the professionals or the professionals’ 

companies sponsor their squad’s community service project. They could donate or help 

the squad raise resources. From the beginning of the project, there was confusion in some 

squads about how the money was supposed to be directed. For example, a supportive 

adult who was not part of a squad, but helped recruit squad members, repeatedly asked 

Active Life for funds for squad projects and tried to use the funds that the squads had to 

support other programs at the school that those students attended which were not related 

to the Community Challenge. 
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In addition, two squads are not planning to complete the community service 

project because they are composed of seniors and are too busy with standardized state 

tests to commit to the project. This indicates a need to consider the external demands on 

schools and students when incorporating them in an intervention. There are no data on 

the community service projects yet. 

Program Delivery 

The questions answered in this section involve the extent to which all of the 

components of the Community Challenge were provided to program participants. 

Participants. Participants were not involved in program delivery, but rather, they 

were integral in program received, which is discussed in the next section.  

Communication. Participant tools for communication were provided through the 

website. Participants were able to email each other through the messaging tool, to invite 

new network members through the network invitation tool, and to search for other 

members using the website directory.  Unfortunately, as described under “Fidelity,” there 

were several issues with the functionality of these tools, such as problems with the 

invitation and messaging tools, which may have compromised the extent to which 

participants actually used them. 

Activities. Activities for which tools were provided by the Community Challenge 

included engagement of a social network, blogging, certification, and the health-focused 

community service project. 

Engagement of social network. The building of a social network was a key 

strategy to the successful delivery of the Community Challenge. As an overall strategy, it 
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was successful. Network members were invited into the Community Challenge by squad 

members, which resulted in increased exposure to the Community Challenge. 

Unfortunately, squad members began inviting network members much later than was 

anticipated.  

The target number of people to have in social networks for the first year was one 

thousand.  The actual number of people in social networks in the Community Challenge 

was 109, representing 10.9% of the goal. The average number of network members 

recruited by participants was 1.5 (SD=2.7), and the range was from 0-11. These data and 

the data in Figure 5 below include recruitment by the original seven squads. 
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Figure 5. Number of core members recruiting each number of new members 
 

Blogging. The blogging tool was successfully provided to participants. Every 

week there was a new educational topic on the blog for the participants to read and 

respond to.  This tool was made less user-friendly by the website design and may have 

been used more if the format was improved. 
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Certification. The Active Leader Certification and the Junior Health Educator 

Certification training materials were made available on the website and were free.  

Community service project. Guidelines and help for the community service 

projects were made available online for participant use. At the time of this evaluation, the 

planning of the community service projects were ongoing, therefore there are no 

completed service projects to report. 

Program received 

 The extent to which participants exhibited behaviors indicative of engagement 

provides an idea of what they received from the program. 

 Participants. The sources of data regarding participant engagement include the 

ACTIVE Life surveys and the open-ended responses from the questionnaires. 

Surveys. Participation in the ACTIVE Life surveys and completion of final squad 

report were behaviors indicative of participant engagement in the Communication. The 

final squad report was not available in time for this evaluation, but there were two 

ACTIVE Life surveys administered. 

There were 70 total responses (core and network members) to the baseline survey 

(38.3% response rate).  Out of these responses, 55 were core members (76.4% response 

rate for core members) and 15 were network members (13.5% response rate for network 

members). 

The midpoint survey was taken at the end of January through the beginning of 

February, so these data include only the remaining six squads and their social networks. 

There were 24 total responses to the midpoint survey (14.0% response rate). 17 of these 



 

 

 

52 
 

 

were core members (27.4% response rate) and 7 of these were network members (6.4% 

response rate). 

 There were 17 total observations of participants that completed both the baseline 

and the midpoint surveys, representing a 9.9% overall response rate to both surveys. Of 

the responders, 15 were core members (24.2%) and 2 were network members (1.8% 

response rate). 

Open-ended questions. The participants’ reactions to specific aspects of the 

Community Challenge were assessed through three open-ended questionnaire responses.  

Many of the individual responses had several components and contributed to multiple 

categories, so the numbers on the graphs do not add up to the number of responses. 

 1) Why did you choose to join the Community Challenge?   

 The 92 responses (combined baseline and midpoint) to this question were 

categorized into: personal health reasons, to promote health, the desire to make a 

difference and/or help others, invitation to join, desire for community service and 

volunteering experience, desire to “be involved,” an interesting/new/fun activity, to 

support students, friends, scholarship, to support the Active Life Movement and belief in 

the potential of the program, work or school requirement, and teambuilding with 

coworkers. The results are shown in Figures 6 through 8. 



 

 

 

53 
 

 

Reasons for Joining
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Figure 6. Percentage of participants reporting each reason for joining. 
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Reasons for Joining--High School Students
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Figure 7. Percentage of high school participants reporting each reason for joining. 
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Reasons for Joining--Professionals
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Figure 8. Percentage of professional participants reporting each reason for joining. 
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2) What experience are you most looking forward to getting in the Community 

Challenge?   

The 92 responses (combined baseline and midpoint) to this question were 

categorized into the following categories: personal health behaviors, monthly activities, 

helping the community, the community service project, meeting people/making new 

friends, promoting health, supporting teens, other, learning/experience, seeing the Active 

Life Movement in action, and unsure. The results are shown in Figures 9 through 11. 
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Figure 9. Percentage of participants reporting each type of anticipated experience. 
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Anticipated Experiences--High School Students
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Figure10. Percentage of high school participants reporting each type of anticipated experience. 
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Anticipated Experiences-Professionals
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Figure 114. Percentage of professional participants reporting each type of anticipated experience. 
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3) What experience have you enjoyed most in the Community Challenge? 

The 21 responses (midpoint only) to this question were categorized into the 

following categories: squad activities, meeting others, being more active, working with 

students, no experience yet, and other. These results are shown in Figures 12 through 14. 
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Figure 52. Percentage of participants reporting each type of experience most enjoyed. 
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Experiences Most Enjoyed--High School Students
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Figure 13. Percentage of high school participants reporting each type of experience most enjoyed. 



 

 

 

61 
 

 

 

Experiences Most Enjoyed--Professionals
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Figure 14. Percentage of professional participants reporting each type of experience most enjoyed. 
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3) What other initial thoughts, suggestions, or information would you like to share 

with us regarding your involvement in the Community Challenge? 

The 56 responses to this question at baseline were divided into the following 

categories: expressions of excitement, no comment, expressions of hope, expressions of 

concern (about time constraints, childcare, etc.), constructive criticism about website, 

expressions of thanks, curiosity, and commitment. The 22 responses at midpoint were 

divided into three groups: no comment, enthusiasm, and constructive criticism. The 

constructive criticism indicated participant desire for more organizational structure, 

weekly reminders to complete the health journals, squads to be put together from the 

same schools, and concerns about the time commitment for the professionals.  These 

results are depicted in Figures 15 and 16. 
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Comments at Baseline
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Figure 6. Percentage of participant comments in each category at baseline. 
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Comments at Midpoint
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Figure 16. Percentage participant comments in each category at midpoint. 
 
Communication 

Social network. Continuously building and engaging a social network of at least 

100 people was a target behavior indicative of participant engagement and successful 

communication.  The average number of network members recruited per squad was 15.9 

(SD=14.6), but the range was from two to forty. The results are depicted in Figure 17. 
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Recruitment by squad
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Figure 177. Distribution of social network recruits per squad. 
 

Activities. Activities indicative of participant engagement included blogging, inviting 

new members, participating in monthly squad events, getting certified, participating in 

the community service project, sponsoring a squad (for professionals), and posting video 

and photography of squad activities. 

Blogs. A key activity indicative of participant engagement was active participation in 

weekly email blasts and blog discussions. There were a total of 363 blog responses 

between September 17, 2009 and March 10, 2010, which covered 25 weeks. Of 

responses, 281 were from core participants and 82 were from network members. If every 

participant posted a blog response every week, there would be a total of 4503 responses 

(19 weeks with 183 participants= 3477 and another six weeks with 171 

participants=1026). The actual responses represent approximately 8% of the target.  

Inviting new members. Encouraging social networks to join in the development 

and implementation of the community service project is another important indicator of 

engagement, but data on number of invitations to join or on community service project 

were not available. 
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Monthly squad events. A total of 18 monthly events occurred among the six 

squads between October and March, representing 50% of the target number of activities. 

The seventh squad had no activities. Three squads had four monthly activities, and one 

each had one, two, and three. Nine of these events were related to physical activity and 

six of them were related to nutrition. A total of 118 core and network members attended 

all of their squad events. 

Certification.  Certification as an Active Leader or as an Active Life Community 

Health Educator Junior Certificate Program was important behavior that indicated 

participant engagement. Of 62 core participants, 27 (43.5%) were certified as an Active 

Leader. Of 31 eligible high school youth core members, two (6.5%) were certified 

through the AL Community Health Educator Junior Certificate Program. These programs 

were both optional for participants. 

Service project. The community service project was not yet complete for any 

squad at the time of this evaluation. 

Squad sponsorship. A vital behavior on the part of the adult volunteers was to 

sponsor squad activities and offer incentives or gifts-in-kind to celebrate successes.  

Ultimately, gifts-in-kind, mostly resources, were offered by the organizations supporting 

some squads to facilitate the community service project. 

Video and photography. Documenting program activities and progress through 

video and photography was significant in demonstrating participant engagement. There 

were a total of 120 photos and one video posted on participants’ profiles. 
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Recommended follow-up behavior. The recommended follow-up behavior 

includes answering the questionnaires, advocating for the ACTIVE Life Movement, and 

engaging in physical activity and healthy eating. The extent to which the participants 

engaged in the recommended follow-up behavior will be assessed in future evaluation 

through the answers to the questionnaires, which will provide data about the participants’ 

behavior around physical activity and healthy eating. Tracking new network members in 

the future will reflect the results of continued advocacy by participants. 

Reach 

Participants. The target number of squads for the first year was ten.  The 

Community Challenge was ultimately successful in creating and maintaining six squads. 

One additional squad participated during the first four months, but quit the Community 

Challenge in January due to difficulties getting together to participate in and plan 

activities. 

 The target number of squad members for the first year was one hundred (fifty 

youth, fifty corporate volunteers). The Community Challenge reached 62% of its goal 

with 62 members (31 youth, 31 adults).  

Communication. The size of the social network reflects the extent of the reach of 

communication through the Community Challenge. The target number of social network 

members for the first year was 1,000. The Community Challenged reached 10.9% of its 

goal with 109 network members. 

Activities. There are no data on how many people read the blog topics, which 

would indicate the number of people who were reached by the blogs.   
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Theoretically, the community service project will have substantial reach by 

influencing the community around it, but projects are currently incomplete. 

Recruitment 

Participants. Recruitment procedures involved reaching out to organizations with 

access to potential participants and arranging meetings to promote awareness about the 

Community Challenge. The program director visited schools and talked either just to 

faculty or to both faculty and students. The most effective way to reach the students was 

to gain access to them through a supportive faculty member.   

 For businesses, communication occurred mostly through contacts from current 

advocates of the Active Life Movement. The most effective way to get a business 

involved was to have a contact in place at the organization that would commit to being 

involved. A method that was unsuccessful was emailing businesses about the Community 

Challenge. Ultimately, three businesses participated in squads.   

 A barrier to recruitment was the lack of evidence for the Community Challenge. 

Most organizations wanted to know that the Community Challenge was effective before 

committing resources to it. 

Communication. There are no results directly related to Community Challenge 

communication and recruitment. 

Activities. There are no results directly related to Community Challenge activities 

and recruitment. 
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Context 

Issues around how context affected participants, communication, and activities 

are addressed in the discussion section. 
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Chapter Five: Discussion 

 The pilot program of the Community Challenge was implemented in accordance 

with much of its underlying theory and philosophy. It was successful in engaging teens 

and adults in a community-based health promotion project. The participants engaged to 

varying extents in the recommended activities and reported enjoying them. Students 

seemed to particularly enjoy the experience. Participation in some activities was much 

lower than expected. Some aspects of the program implementation, such as website 

issues, factors of program structure, and geographic dispersion, were identified as 

accounting for low participation. Overall, there were lessons to be learned from the 

Community Challenge about methods of engaging these populations through a social 

networking platform and about important factors for maintained participant involvement. 

The extent to which the program staff is willing to be flexible in modifying the program 

to improve success for future implementation will be instrumental in the future success of 

the program. 

Fidelity 

In general, the website architecture did not meet the program needs. Some 

communication issues could have been avoided if the messaging tool and network invite 

tool fulfilled more of their intended functions. The program would benefit from 

assistance from web design experts. Additionally, considering the high number of people 

who communicate online primarily through a mobile device, the website should be 

equipped to hand mobile social networking. 



 

 

 

71 
 

 

The blogging tool seemed to be an easy way to get many participants involved 

each week, but because of the laborious process involved with posting a blog response, 

the participation rate was less than optimal. Making the blogging tool more user-friendly 

for participants would likely increase user involvement. 

Because of the high levels of interest in improving personal health behaviors 

indicated by participants in the open-ended questions on the survey, the weekly web 

journal for recording physical activity and nutrition is an ideal tool for this program. 

Participants expressed interest in this tool, but there was low participation, particularly 

over time, because of the problems with this tool. Improving both the functionality and 

appearance of this tool is recommended for the future. Weekly reminders to complete the 

journal, integration with a personal calendar, and the ability to chart progress over time 

are all features that would enhance the weekly health behavior journal. 

The certification tools were available and free, but there was a low participation 

rate, particularly among youth. A likely reason for this low participation was that this 

component was considered an optional part of the Community Challenge. Making this a 

required component would increase completion and enhance program outcomes. 

Tools for the community service project were available and some squads were in 

the middle of planning. Reports from the director indicate that squad sponsorship by 

organizations was not occurring at the expected levels, thus potentially hindering the 

success of some squads. Methods to provide equal opportunities among squads for 

sponsorship may increase the success of the community service project. 
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Program Delivery 

 Tools for social network engagement, blogging, certification, and the community 

service project were successfully delivered to the participants  The initial program goals 

for these activities were not reached, but that is likely partially attributable to the overall 

communication levels, which, as mentioned above, were likely inhibited by issues with 

the website. The fact that some members did engage in all of these processes indicates 

successful program design. 

Program Received 

 Responses to the Community Challenge surveys were an important indicator of 

participant engagement. Unfortunately, the response rate was too low to glean any 

meaningful data regarding program outcomes, but there were enough answers to the 

qualitative questions to provide some information from participants. 

The question of whether participants engaged in communication can be answered 

by considering the number of people in the social network and invited into the social 

network. Since the social network met slightly less than 11% of its goal for social 

network membership, rates of engagement in communication seem low. It would be 

helpful to know how many invitations to join social networks were sent out, because that 

would be a good indicator of advocacy, but those data are not available. In the future, 

tracking invitations is recommended to enhance program development and evaluation. 

 Relative to other participation rates in this program, a 50% monthly squad activity 

rate was a positive indicator. The monthly activities were high on the list of experiences 
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enjoyed by the participants. Perhaps this is an element of the Community Challenged that 

could be further developed to increase involvement and spread of the social movement.  

Reach 

 At 62% of the program core participant goal, the Community Challenge shows 

potential. There is clearly interest in this type of program, but a higher level of 

recruitment may produce more participants, thereby broadening the reach of the program. 

 Reach of communication through the Community Challenge is reflected by the 

size of the social network, which reached about 11% of its goal with 109 members. It is a 

positive sign that there were network members, but had fidelity of the tools for 

communication been higher, so may have been the network numbers. 

Since the blogs were designed to affect social norms by creating discussion 

among the members around health-focused issues, they had the potential to reach many 

people. Knowing how many individuals read the blogs would provide valuable 

information about their reach but, those data are not available. 

The reach of the certification program is unknown at this time. The numbers for 

the Active Leader training were relatively high—almost half of all core participants 

engaged in it. It is apparently popular, so focusing on this and its potential benefits may 

be a good way to reach other potential participants in the recruitment process. 

The reach of the community service project is unknown at this time, but is 

designed to influence the surrounding community.  The squads will file reports about 

these projects, which will provide information about how many people may have been 

reached through them. 
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Recruitment 

 Recruitment efforts were extensive. The staff found this year that talking to 

faculty and administrators at school and following business contacts were the best ways 

to get an audience to hear about the Community Challenge. Now that best practices for 

recruitment have been identified, the recruitment process should be more efficient. 

Another lesson learned was to focus student recruitment for spring programs on 

freshman, sophomores, and juniors, because seniors are too busy in the spring to commit. 

Recruitment for the next year should be more fruitful, as there will be evidence to support 

the efficacy of the program, a lack of which was a barrier in recruitment this year. It may 

be beneficial to hire an individual whose job is solely to focus on recruitment. 

A major barrier to maintaining involvement was communicating via the website. 

Many people stopped participating in the Community Challenge because they found the 

website too difficult to use.  

Geographic dispersion was a major barrier for participants to implement their 

monthly activities. An entire squad dissolved because they lived too far away from each 

other to get together on a monthly basis. 

Context 

 Barriers presented by the context of the Community Challenge which may have 

compromised the implementation and delivery of the program are discussed below. 

 Lack of evidence. Because this was a pilot program, an inherent organizational 

issue was the lack of evidence to present potential participants and organizations, 

particularly administrators, that the Community Challenge was effective. This was a 
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barrier to participation, because the resources of organizations were limited, and they 

were hesitant to commit resources to a program that was not previously proven effective.  

Participant access to computers. Many of the participants were from low-SES 

schools and did not have regular access to computers, which limited their participation. In 

some cases, the students had computer lab access once a week, during which they could 

log on to the Community Challenge website. Unfortunately, this hindered their 

participation in the web journaling tool because the data had to be entered by Sunday 

every week, so if the students were in computer lab on Wednesday, they could not fill in 

their physical activity and nutrition behaviors for Thursday through Sunday of the 

previous week. 

 Geographic dispersion. In the first three months of the Community Challenge, 

there were actually a total of seven squads, but one squad split up because they were not 

close enough to each other to get together for monthly activities.1  

Dependence on website. When the Community Challenge was launched in fall of 

2009, the website was not completely functional and continued to have problems 

throughout the following months. Because the website was central to the Community 

Challenge communication system, its lack of functioning may have kept the Community 

Challenge from reaching its goals. 

Blogging, certification, and the community service project were activities that 

were critical to the successful implementation and delivery of the Communication. 

Although there was participation in each of those activities, it seems that the many 
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communication and functional issues with the website hindered the overall participation 

rates in these activities. 

Structural Issues with the Community Challenge 

Although the Community Challenge was implemented with high fidelity with 

regard to program design, there were several issues regarding program structure that may 

have affected program outcomes.  

The length of the program may have been too long to retain participant 

enthusiasm. It lasted for an entire school year (nine months). The low response rate 

between the baseline and midpoint surveys may be an indirect indicator of the negative 

effect of the program length. There are several reasons why this could be a problem for 

the program outcomes. First of all, many students signed up together in squads because 

they were in a class or activity together at school. This was excellent for group cohesion 

during the fall semester, but when student schedules changed for the spring semester, 

many groups saw less of each other on a regular basis, which resulted in lowered rates of 

participation in the challenge. The second reason that the duration is too long regards 

participation by seniors. They may be able to commit in the fall, but when the spring 

arrives, they have many more demands on their time, including preparation for college, 

college applications, final exams, standardized tests, and other end of high school 

occasions like the prom. If the Community Challenge had been a fall-only activity, there 

may have been a more consistent response from the high school seniors. Finally, many 

successful school-based health promotion interventions typically last for three months 

(examples are Dudley et al., 2010 & Saied-Moallemi et al, 2009). Because students often 
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lose fitness gains that occurred during the school year over the three-month summer 

break (Carrel et al., 2007), it is advisable to implement the Community Challenge during 

that time period to combat the effect of being out of a regular physical education class. 

Another structural issue was the involvement of professionals. Responses from 

the open-ended questions as well as qualitative data from the program director indicated 

that many of the adults found it difficult for them to commit the time it took to support 

their Community Challenge squad. Data from recent focus groups with the students 

suggest that the involvement challenges on the part of the adults may have had the effect 

of taking away some of the elements of fun and excitement for the students. Additionally, 

the students seemed to embrace the opportunity for leadership and event organization, 

indicating that they may be able to take on more responsibility than was initially assumed 

in the project plan. In the future, it is recommended that only one adult be involved in a 

role of guidance and support when necessary for each squad.  

The hierarchy between the squads and the social network seemed to lessen the 

involvement of the social network members. Participation rates in all of the activities and 

in the surveys were much lower for social network members. As the program director put 

it, the social network members felt like “second-class citizens.” The program materials 

were geared towards core members, rather than network members, and the network 

members were generally unclear about their roles. It is recommended that the structure be 

changed in the future to remove the hierarchy between the social network members and 

the squad members. Because it is important for programming reasons to identify who the 

founding members of each squad are, that should still be acknowledged; but providing 
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the social network members with the same opportunities for involvement should result in 

higher rates of participation. 

A point system designed to track squads’ progress throughout the year may have 

been more of a negative influence on progress than a positive one. This system 

highlighted inadequacies rather than successes by only showing progress on a meter with 

an unattainable goal.  Complete fulfillment of the meter would have meant that every 

squad member fulfilled every single one of the program expectations every week, plus 

bonus activities to earn more points. This made the Community Challenge components 

feel more like tasks than fun activities. In the future, it is recommended that the system 

for tracking progress be based around a normative standard rather than a criteria-based 

goal. In addition, it is recommended that more web structure be in place to capture data 

about participant activities, rather than relying on the participants to input everything they 

complete. 

In regard to incentives, a scholarship was the reward for all of the members of the 

winning team; the winning team completed everything over the course of the year and 

had the most impact. Although providing teens with incentives for completing short-term 

tasks can be an effective way of engaging them (L’Engle, Pardun, & Brown, 2004), it 

may be better to reward individuals, rather than whole squads in the future. This year, all 

five students from the winning squad will receive a scholarship, whether or not they all 

contributed to the win.   

The last structural issue was that participants probably would have benefited from 

suggestions for healthy activities, rather than being told more generally to engage in 



 

 

 

79 
 

 

physical activity and good nutrition. The level of interest in learning about and engaging 

in more physical activity and  nutrition expressed by participants’ survey responses did 

not align with the actual levels of participation in all of the Community Challenge 

activities. If specific weekly challenges were issued, such as skipping sugar for a week or 

trying rock climbing for the first time, participants would have a particular path to follow 

to complete the goal. This would probably increase their levels of success and expose 

more of them to more healthy activities. 

Obstacles presented by the timeline, the launch of the website, and the 

communication tools in the website limited the success of the Community Challenge. In 

the future the program could be improved by lessening its’ reliance on the website. One 

method for lessening website dependence is to use the website for calendaring events 

only, and base success upon how much offline activity occurred among participants; this 

approach has been successful in other web-based health promotion interventions (Shape 

Up the Nation, 2010). Refining the website over the summer so that it is ready by the 

time the program starts is another option for preventing communication problems. If the 

website is to continue to be used as a means of data collection, the website must function 

correctly so that an outcome evaluation for the program may eventually occur.  
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Summary of Recommendations 

 Participants Communication Activities 
Fidelity • Not Applicable • Prepare website 

completely before 
program launch 

• Hire web design 
experts 

• Design website for 
mobile usage 

 

• Make blogging tool 
more user-friendly 

• Provide weekly 
reminders to 
complete health 
journal, integrate into 
personal calendar, 
ensure ability to chart 
progress over time 

• Require Active 
Leader /JHE 
Certification 

• Equalize playing field 
for squad sponsorship 

Program 
Delivered/Structural 
Issues 

• Lower involvement 
of professionals to let 
students take the lead 

• Rework incentive 
system to provide 
individual incentives 

 

• Remove the 
hierarchy between 
the squads and social 
network to increase 
participation by 
network invitees 

 

• Shorten program 
duration to retain 
higher levels of 
engagement 

• Implement during 
summer 

• More structure 
around activities—
provide suggestions 
for participants 

• Restructure progress-
tracking system to 
make more 
realistic/positive 
(maybe change from 
a criteria goal to a 
normative goal 

Program Received  • Depends on 
improvements to 
website 

• Track social network 
invites 

 

• Expand monthly 
activities 

 
Reach • Expand recruitment 

to improve reach 
 

• Improve fidelity of 
communication tools 
to increase social 
network 

• Track blog reads 
 

Recruitment Increase recruitment 
efforts through business 
and faculty contacts; 
hire someone to work on 
this 

• Use positive 
evidence from pilot 
program to recruit for 
next year 

 

• Emphasize Active 
Leader training & its 
benefits in 
recruitment 

 
Context • Ensure participants 

have regular access to 
computers 

 

• Organize squads 
based on geographic 
closeness 

 

• Lessen dependence 
on website  

Table 2. Summary of Recommendations 
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 The recommendations described in this section are summarized in Table 2. 

Recommendations are organized by the six aspects of the process evaluation and the 

three program components within each of those six categories. Under fidelity, it is 

recommended to prepare the website completely before program launch, hire web design 

experts, design website for mobile usage, make the blogging tool more user-friendly, 

make specific improvements to health journal, require Active Leader/Junior Health 

Educator Certification, and to equalize the playing field for squad sponsorship. 

 Under program delivered/structural issues, it is recommended to lower the 

involvement of professionals to let students take the lead, rework the incentive system to 

provide individual incentives, remove the hierarchy between the squads and social 

network to increase participation by network invitees, shorten program duration, 

implement the program during the summer, provide more structure around activities, and 

to restructure the progress-tracking system. 

 Under program received it is noted that the participant component depends 

heavily on website improvements and it is recommended to track social network invites 

and expand monthly activities. 

 Under recruitment it is recommended to increase recruitment efforts through 

contacts, hire someone to work on this, use positive evidence from pilot program to 

recruit for the future, and to emphasize the Active Leader training and its benefits in 

recruitment. 
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 Under context, it is recommended to ensure participants have regular access to 

computers, organize squads based on geographic closeness, and to lessen the dependence 

on the website. 

Conclusion  

 The overall concept of the Community Challenge shows promise as a community-

based health promotion program targeting high school students. If appropriate changes 

are made in future implementation of this program, the expected outcomes may be 

reached and the impact could be substantial. Program directors may wish to consider the 

appropriateness of certain program elements for the target population and adapt the 

program to fit the population at hand so that each participating population receives the 

maximum benefit. The Community Challenge is an innovative program framework that 

may offer much to the field of health education by demonstrating how combining social 

movement theory with health behavior theories in an ecologic framework can result in 

benefits to individuals far beyond the target population. 
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Appendix A: 

To view the training materials for the Active Leader Certification and the Junior Health 
Educator Certification, visit this web address: 
http://www.activelifemovement.org/training/training_mgr/. 
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Appendix B: 

Midpoint Survey 
 
1) Are you a core squad member or a member of a squad's social network? 
 
2) Are you: Male/Female 
 
3) What defines you best? High school student/College student/Professional/Other, 

please list... 
 
4) What is your race/ethnic category? Hispanic/White (not Hispanic)/African 

American/Asian-Pacific Islander/Native American/Multi-Ethnic/Prefer not to say 
 
5) On average, how many hours per month do you spend volunteering? None/1-5 

hours/5-15 hours/15 or more hours  
 
6) In the last 12 months, how many different community service projects have you 

participated in? None/one/2-4/4 or more  
 
7) How many of these were health-related? None/one/2-4/4 or more  
 
8) On a scale from 1-5 with 1 being very easy and 5 being extremely difficult, as a core 

squad member, how difficult has it been for you to recruit 10 people for your 
Community Challenge social network? 1-5/N/A not a core squad member 

 
9) On a scale from 1-5 with 1 being very easy and 5 being extremely difficult, as a social 

network  member, how difficult would it be for you to recruit 10 people for a 
Community Challenge social network if you were a core squad member? 1-5/N/A not 
a social network member 

 
10) On a scale from 1-5 with 1 being very easy and 5 being extremely difficult, how 

difficult is it for you to encourage your friends to live healthy lifestyles?  
 
11) On a scale from 1-5 with 1 being very easy and 5 being extremely difficult, how 

difficult is it for you to spread the word about the ACTIVE Life Movement?  
 
12) On a scale from 1-5 with 1 being very easy and 5 being extremely difficult, how 

difficult is it for you to encourage members of your household to make healthy 
changes in every day household activities (i.e. eating healthier meals, keeping less 
junk food in the house, participating in physical activity together)? 

 
13) On a scale from 1-5 with 1 being very easy and 5 being extremely difficult, how 

difficult is it for you to represent ACTIVE Life as part of your Community Challenge 
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squad or social network at public events in your community (your school, a 5K in 
community, your business, etc)? 

 
14) On a scale from 1-5 with 1 being very strongly and 5 being not strongly at all, how 

strongly do you feel that being a part of the Community Challenge has helped you to 
become a stronger leader? 

 
15) On a scale from 1-5 with 1 being very strongly and 5 being not strongly at all, how 

strongly do you feel that having professionals as a part of your squad has helped you 
to learn more about potential careers or helped you to network for a career or for a 
college/technical school? 

 
16)  Please indicate your level of agreement with the following statement:  The activities 

we do as a squad and network are good ways to get many people involved in living 
healthier lifestyles. Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree  

 
17) Please indicate your level of agreement with the following statement:  I believe that 

engaging a squad and its social network is inspiring a true healthy social movement. 
Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree  

 
18) Please indicate your level of agreement with the following statement:  I currently 

participate in all of the recommended squad activities each month. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree  

 
19) Please indicate your level of agreement with the following statement:  I plan to 

participate in all of the recommended squad activities each month. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree  

 
20) The ACTIVE Leader Certification is a free online training program that builds the 

skills needed to complete successful community service projects, engage and grow a 
social network, and be an ACTIVE member of the community through ongoing 
volunteerism and advocacy.  It is open to anybody at any age.  I am currently: 
Certified as an ACTIVE Leader/In the process of getting certified as an ACTIVE 
Leader/Intending to get certified as an ACTIVE Leader/Not interested in being 
certified as an ACTIVE Leader 

 
21) The Junior Health Educator Certification is a free, online training program that is 

designed for youth under age 18 who are interested in learning more skills and 
knowledge about how to become a full blown, grassroots health advocate with their 
peers.  I am currently: Certified as a Junior Health Educator/In the process of getting 
certified as a Junior Health Educator /Intending to get certified as a Junior Health 
Educator /Not interested in being certified as a Junior Health Educator/N/A I am not 
under 18 years of age 
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22) Please indicate your level of agreement with the following statement:  ACTIVE 
Leader certification will help me be a stronger advocate for healthy change and a 
leader in my community. Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
23) Please indicate your level of agreement with the following statement:  It is important 

to complete the ACTIVE Leader training in order to be successful in the Community 
Challenge. Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
24) Please indicate your level of agreement with the following statement:  As a Junior 

Health Educator it will be easier to influence healthy lifestyles for my peers. (Check 
N/A if over 18 years of age) Strongly Agree/Agree/Neutral/Disagree/Strongly 
Disagree 

 
25) Please indicate your level of agreement with the following statement:  I believe that 

communicating with my squad and social network using the Community Challenge 
website is an effective way for us to coordinate our activities and share information. 
Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
26) Please indicate your level of agreement with the following statement:  Eating 

nutrient-dense foods such as fruit, vegetables, whole grains, low-fat milk, lean meat 
or other low-fat protein sources, exercising regularly and staying away from too 
much junk food are all parts of living a healthy lifestyle. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree  

 
27) Please indicate your level of agreement with the following statement:   Being 

overweight or obese can lead to many chronic diseases and can have negative impact 
on a person's health and quality of life. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree  

 
28) Please indicate your level of agreement with the following statement:  Living a 

healthy lifestyle will help me live longer and feel better. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
29) Please indicate your level of agreement with the following statement:  I want to help 

others prevent obesity. Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 
 
30) Please indicate your level of agreement with the following statement:  It is 

challenging to eat healthfully and exercise around members of my household. 
Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
31) Please indicate your level of agreement with the following statement:   All my friends 

think that living a healthy lifestyle is important. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree  
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32) Please indicate your level of agreement with the following statement:  The community 
and neighborhood environment makes a difference in promoting health. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
33) Please indicate your level of agreement with the following statement:  My school or 

business environment promotes healthy lifestyles. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
34) Please indicate your level of agreement with the following statement:  Being 

physically active will help prevent overweight/obesity and keep my body strong. 
Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
35) Please indicate your level of agreement with the following statement:   Adults should 

engage in a minimum of 150 minutes of moderate intensity physical activity each 
week. Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
36) Please indicate your level of agreement with the following statement:   Children and 

adolescents (under 17 years of age) should get one hour of physical activity per day. 
Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
37) Please indicate your level of agreement with the following statement:  Being 

physically active every day is high on my priority list. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
38) Please indicate your level of agreement with the following statement:  Asking a friend 

to participate in physical activity is a great way to spend time together and do 
something healthy. Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
39) Please indicate your level of agreement with the following statement:  I am confident 

that I know how to exercise effectively. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
40) Please indicate your level of agreement with the following statement:  Being 

physically active on a regular basis will help me achieve and maintain good health. 
Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
41) Please indicate your level of agreement with the following statement:   I am supposed 

to eat 5-9 servings of fruits and vegetables every day (4 1/2 cups). Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree 

 
42)  Please indicate your level of agreement with the following statement:  It is important 

to me to eat nutrient-dense foods such as fruit, vegetables, whole grains, low-fat milk, 
lean meat, or other lean protein every day. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree 
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43) Please indicate your level of agreement with the following statement:  If a person 

consumes the recommended amount of fruit and vegetables every day, he or she will 
be healthier. Strongly Agree/Agree/Neutral/Disagree/Strongly Disagree 

44) Please indicate your level of agreement with the following statement:  Using tobacco 
products regularly like cigarettes, dip, and snuff increases your chance of lung 
cancer, mouth cancer, heart diseases, and/or emphysema. Strongly 
Agree/Agree/Neutral/Disagree/Strongly Disagree  

 
45) During the past 12 months, have you stopped smoking for one day or longer because 

you were trying to quit smoking? Yes/No/I don't smoke N/A 
 
46) Why did you choose to join the Community Challenge? 
 
47) What experience are you most looking forward to getting in the Community 

Challenge? 
 
48) What experience have you enjoyed most in the Community Challenge? 
 
49) What other initial thoughts, suggestions, or information would you like to share with 

us regarding your involvement in the Community Challenge? 
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