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Public health programming efforts have traditionally focused on either an individualistic or population approach, neglecting the family as a setting for or partner in health promotion efforts. Due to the multi-faceted influence of families on individual health, family-focused, and family-friendly public health interventions are important to making lasting changes for individual and community health. The purpose of this study was to examine the degree to which health promotion programs in a state in the US Intermountain West involve and support families across four family impact principles: family engagement, family stability, family responsibility, and family diversity. A survey was completed by 67 health promotion administrators and practitioners from 12 out of 13 county health departments with additional responses from public health practitioners at the State Health Department. The results of the survey indicated that health promotion efforts were best at supporting family responsibility and a diverse group of families but were weaker in family engagement and family stability. Applying a more family-centered and family-focused approach to health promotion efforts can be achieved by employing interdisciplinary efforts and by taking advantage of tools like the Public Health Family Impact Checklist to intentionally engage and support families in programs and interventions.
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INTRODUCTION

Families have an important influence on individual health. Through families, individuals learn health habits and values (1), access healthcare based on the availability of family health insurance and decisions about receiving healthcare (2), and are genetically predisposed to health risks and benefits (3). Further, health is affected for better or worse by the social and emotional support system provided by family relationships, such as marriage relationships and the parent-child relationship (2, 4–6).

Public health frameworks, such as Healthy People 2020 and Public Health 3.0, call for an updated look into public health and how public health can better bridge communities and resources (7). Due to the influence of families on health, family-focused, and family-friendly public health interventions are one such way to bridge communities and are important to making lasting changes for individual and community health (8). Programs need to not only take into account individual family members, but also the family structure and contextual factors that inform family beliefs and activities. However, public health programs have traditionally had an individualistic perspective based on the medical model of health, and families are seldom incorporated into normal public health procedures like program planning and evaluation at the national or local level (9). Yet studies have found that promotion of health through policy and programs will be more beneficial and sustainable when family networks are engaged (10–12). For example, although children of single-parent families often have worse health outcomes, single parent families have the potential to be as successful in transmitting healthy practices to children as a household with two parents when the focus of an intervention is on involving each member of the family, allowing members of the family to take a more responsible and active role in participating in healthy behaviors (13–15).

Despite the importance of families to health, many public health professionals may be unsure how best to develop family-centered interventions. One way that health promotion programs can better have a family focus is to intentionally incorporate family impact principles into their programming. Family impact principles include family engagement, stability, responsibility, and diversity (9, 16). Family engagement refers to ensuring that there is a partnership between interventions and families while preserving family dignity and respecting family autonomy. Family stability focuses on encouraging stability within the family and recognizing the importance of family relationships to individual health and functioning. Programs strong in family responsibility deliver services that support and empower the functions that family should perform. Finally, family diversity is about understanding that families vary in their structure and characteristics and thus have unique needs that should be considered by the program. Programs that are strong in family diversity acknowledge and respect the differences of families and do not penalize families based on cultural or ethnic background, economic situation, family structure, geographic locale, presence of special needs, or religious affiliation. These guiding principles were originally developed by the Coalition of Family Organizations and revised by the Family Impact Institute in an effort to “shift the rhetoric from appreciating families to prioritizing them as worthy of study, investment, partnership, and political action” [(17), p. 263]. Two theories primarily form the theoretical framework for family impact principles. Ecological Family Systems Theory (17–19) purports that families are central to individual growth and development, and programs support or hinder the environment in which families function. Self-efficacy Theory (17, 20) states that families can better support healthy development in individual members when they have self-efficacy beliefs. Public health programs can help to build family self-efficacy by incorporating relational and participatory practices built on the foundations of respect and agency for families. Programs that support, recognize, and sustain family systems serve to promote the family's capacity to better health and development. However, when family impact principles are not considered, this hinders family autonomy and program success.

To help support the development and refinement of family-supportive and family-directed health promotion practice, a family impact checklist was developed specifically for public health practitioners (16). This checklist incorporates the family impact principles and uses them as a guide to determine the level of family impact of current health promotion programs. This tool allows health promotion specialists to have a more complete view of what family-centered approaches may be lacking in their current programming.

This study aims to examine how well-publicly-funded health promotion interventions in a state in the Intermountain West supported and involved families in their programming. Although anecdotal evidence suggests that health promotion programs do not adequately involve families, this has not been previously studied. Thus, this study will provide objective evidence on the strengths and weaknesses of health promotion programs in having a family-focus using the Public Health Family Impact Checklist (16). An evaluation of the present state of these programs in involving families can aid in improving their effectiveness by encouraging a family-centered and family-focused approach to program planning and evaluation.



MATERIALS AND METHODS

Following the receipt of institutional review board (IRB) approval, an online Qualtrics survey was sent via e-mail to all known health promotion workers at the 13 county health departments and state health department (N = 142) in a state located in the U.S. Intermountain West. These potential participants were selected based on their job title (i.e., health promotion directors, health educators) and whether they were involved in a health promotion intervention at the state or county level. Responses were received from 67 public health professionals who represented 12 out of 13 local county health departments and the state health department (47% response rate). Respondents came from both urban and rural regions of the state.

The majority of participants were involved in multiple projects relating to chronic disease control and prevention, injury prevention, substance abuse programs, and community health programs. Participants were asked to respond to the survey based on the program that they spent the most time on (or to select one if they spent equal time on multiple programs). Following receipt of the survey, participants were given a period of 1 week to complete the survey. Participants received a $10 Amazon gift card upon completion of the survey.

We used the Public Health Family Impact Checklist (16) to examine how well-health promotion programs support and involve families. The Public Health Family Impact Checklist contains 14 items examining how well-public health programs impact and support families. Response options were on a 3-point scale (0 “Not at all,” 1 “somewhat well, and 2 “Very well”) with higher scores indicating programs with better family support. Factor analysis confirmed the presence of three factors covering the principles of family engagement (α = 0.75), family responsibility (α = 0.79), and family stability (α = 0.73). Sample items included “To what degree are/were families involved in the development and planning of the program?” (family engagement); “How well does the program train and encourage staff and partners to support families to make their own decisions and respect family choices?” (family responsibility); and “How well does the program help families prevent health problems before they become serious and affect the family's ability to address the health issues/behavior?” (family stability). Additionally, two items examined aspects of family diversity (“How well does the program provide services that are available and accessible to diverse families and family types?” and “How well does the program address root causes of the health issue?”). However, because factor analysis did not confirm these items as a single factor the results are reported based on the individual items that represent different aspects of family diversity.


Data Analysis

Data analyses were conducted in Stata 15. Item means were calculated for all 14 items. Additionally, average scores were calculated across the items for family engagement, family responsibility, and family stability.




RESULTS

The average score across the 14 items was 1.12 (SD = 0.38), indicating moderate support and involvement of families in health promotion programs. Table 1 contains the mean scores across items and family impact principles. Participants reported high variation in their levels of family engagement with scores ranging across items from 0.56 to 1.35 with an average score of 0.96 indicating somewhat low family engagement. Responses for family stability ranged from 0.84 to 1.4 with an average of 1.12 indicating moderate program support of family stability. Items relating to family responsibility ranged from 1.27 to1.36 with an average score of 1.31 indicating that programs had moderate (“somewhat well”) to high (“very well”) support of family responsibility. Additionally, programs reported a mean score of 1.45 on the family diversity item relating to program services' availability to a variety of families; the family diversity item relating to root causes had a mean score of 1.26.


Table 1. Summary of family impact principle results.
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DISCUSSION

The purpose of this study was to conduct a preliminary examination of the current state of family support and involvement in health promotion programming. The results were mixed and demonstrated that while health promotion practitioners were family-focused in some ways, there is still more room for improvement. Health promotion programs were strongest on family inclusion for items that dealt with classic public health situations (e.g., addressing the root causes, supporting a diversity of families, connecting families to community resources, and early detection and prevention), but weaker in areas that may require some familiarity with family science (e.g., understanding how the family environment and circumstances affect health).

While public health focuses on the application of knowledge, skills, and competencies needed to perform essential public health services (21), the results of this study have shown that there is still a weakness in public health programs in applying family theories and family science methods to public health practice. The inclusion of family science principles such as human development and family system theories in public health training could help health promotion practitioners better understand and use the family as a partner in change (22). Other weaknesses that exist in current health promotion programming may stem from a lack of knowledge, training, and understanding about family impact principles and their ability to guide program planning and evaluation (23, 24).

Through this initial look at the strengths and weaknesses of current health promotion programming in involving the family, perhaps the most concerning result was that participants reported that their programs incorporated little involvement of families in the program planning and evaluation stages. The classic approach of health promotion has been a top-down view in connecting communities and families (25). However, Public Health 3.0 encourages the development of programs that bridge gaps between health promotion practitioners, programs, and communities. Creating a family-focus in community health programs is vital to finding more sustainable solutions to community and population problems because of the family's role in affecting and influencing the health outcomes of individuals within the family and the family as a unit (26). As families are recognized as the core to healthy individual member development, stronger and more family-centered, and family-focused programs and initiatives can be created that result in more effective and sustainable health solutions.

Studies have demonstrated that when families are engaged and supported in health promotion interventions, individuals will develop sustainable lifestyle changes. For example, a family-centered program to enhance family resilience was evaluated on its effectiveness among military families. The program utilized the family as a setting for change by asking military personnel and their immediate family members to participate in program class sessions where they were provided with family-level education on family stress reactions, family communication, family routines, and identifying family strengths (27). Through the involvement of families in their intervention program, researchers discovered that families experienced greater positive outcomes in resilience and family functioning. The results of this study indicated that there is value in employing more family-centered prevention programming as its effects on individuals, families, and consequently the larger population have a greater impact than has previously been acknowledged (27).

In public health practice, successes have been seen in family-centered programming for traditional public health problems, such as poor nutrition, diabetes prevention, and adolescent risk-taking behaviors that contribute to HIV. Multiple studies have demonstrated that when family practices, values, and responsibilities are included in public health interventions, there is a much higher likelihood of positive change for both individuals and families and lasting success (28–30). Programs like Healthy Home Offerings via the Mealtime Environment Plus (HOME Plus) or Strong African American Families (SAAF) are examples of programs that work with families to promote healthy eating habits in childhood to prevent obesity in adulthood. Evaluations of these programs have shown significant and sustained healthy eating habits for individual family members while also creating a healthier food environment in family homes (28–31).

Another example of a family-centered program is Let's Talk, which aims to prevent the contraction and transmission of HIV. In a study on the effectiveness of this program, the researchers found that in order for effective changes to take place for an individual who may have multiple risk factors, including poor psychological health and sexually risky behavior, they needed to include a parallel program for parents or caregivers. This resulted in a significant increase in the mental health of both adolescents and their parents or caregiver and in adolescent compliance to behaviors that reduce the likelihood of contracting or transmitting HIV (32).

As demonstrated by the results of this study, many health promotion programs are positively involving families, but there is room to improve the involvement of families in program planning and the application of family science theories and methods to public health practice. Tools such as the Public Health Family Impact Checklist (16) can help start a conversation about a family focus in health promotion programs (6) and guide programs to more intentionally engage and support families. Starting this conversation is an important step into eventually furthering new approaches in training current and future health promotion specialists on how to more effectively utilize the family in health promotion planning and evaluation.



LIMITATIONS AND STRENGTHS

This study involved a small convenience sample of practitioners working on a variety of health promotion programs at the county and state level of one state in the Intermountain West. The results cannot be generalized to other states throughout the U.S. nor to communities outside of the U.S. Further research is merited to examine trends around the U.S. and in other countries. Different family impact principles may be more important depending on the issue each program is addressing. Additionally, responses from these public health experts were self-reported. Those who chose to respond may have been those who already valued the inclusion of a family-focus in public health, or they may have had differing perspectives based on where they worked (e.g., urban vs. rural communities) and whether they were an administrator, program manager or coordinator, or practitioners (e.g., health educator). However, we did not collect information based on job title and most respondents were from health departments from rural and urban areas, thus making stratification based on job title or type of community impossible. An additional limitation is that we did not examine potential determinants of why some programs involved or considered families more than others. Our analysis was a descriptive analysis of the current state of how well health promotion programs consider families across multiple family impact principles. Finally, we surveyed only practitioners working on publicly-funded health promotion efforts—the results do not include respondents from non-governmental organizations. Although these limitations exist, this study is the first of its kind to examine the state of current public health programs as it relates to intentionality in involving the family. Thus, further research can build off of these preliminary findings using larger sample sizes that allow for more stratification of results and causal statistical analyses. Although we have noted that many programs have found greater success as they have involved families in their programming, it would also be important to explore the benefits of a family-focus across a greater breadth of health promotion programs.



DATA AVAILABILITY STATEMENT

The datasets presented in this article are not readily available because The Institutional Review Board has not approved distribution of the raw, anonymized data set. Upon request from the corresponding author, approval will be applied for as appropriate. Requests to access the datasets should be directed to ali_crandall@byu.edu.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Brigham Young University Institutional Review Board. Written informed consent for participation was not required for this study in accordance with the national legislation and the institutional requirements.



AUTHOR CONTRIBUTIONS

LN and AC conceptualized the study. LN, RG, and AC designed and administered the survey. AC oversaw data collection and analysis. EB helped review the literature and wrote sections of the introduction and discussion. All authors were involved in the writing process of the manuscript and reviewed and approved the manuscript.



FUNDING

LN received a BYU Life Sciences College Undergraduate Research Award to conduct this study. No grants or other funds were received for this research.



REFERENCES

 1. Roden J. research article revisiting the health belief model: nurses applying it to young families and their health promotion needs. Nursing Health Sci. (2004) 6:1–10. doi: 10.1111/j.1442-2018.2003.00167.x

 2. Institute of Medicine and National Research Council. Toward an Integrated Science of Research on Families: Workshop Report. Washington, DC: National Academies Press (2011).

 3. Alspach JG. The importance of family health history: your patients' and your own. Crit Care Nurse. (2011) 31:10–5. doi: 10.4037/ccn2011240

 4. Carr D, Springer KW. Advances in families and health research in the 21st century. J Marriage Family. (2010) 72:743–61. doi: 10.1111/j.1741-3737.2010.00728.x

 5. Doty JL, Davis L, Arditti JA. Cascading resilience: leverage points in promoting parent and child well-being. J Family Theory Rev. (2017) 9:111–26. doi: 10.1111/jftr.12175

 6. Hanson CL, Crandall A, Barnes MD, Magnusson B, Novilla MLB, King J. Family-focused public health: supporting homes and families in policy and practice. Front Public Health. (2019) 7:59. doi: 10.3389/fpubh.2019.00059

 7. U.S. Department of Health and Human Services. Public Health 3.0: A Call to Action to Create a 21st Century Public Health Infrastructure. (2016). Available online at: https://www.healthypeople.gov/sites/default/files/Public-Health-3.0-White-Paper.pdf (accessed December 17, 2019).

 8. World Health Organization. Community Health Needs Assessment: An Introductory Guide for the Family Health Nurse in Europe (No. EUR/01/5019306). Copenhagen: WHO Regional Office for Europe (2001).

 9. Bogenschneider K, Little OM, Ooms T, Benning S, Cadigan K, Corbett T. The family impact lens: a family-focused, evidence-informed approach to policy and practice. Family Relat. (2012) 61:514–31. doi: 10.1111/j.1741-3729.2012.00704.x

 10. Brown H, Atkin A, Panter J, Wong G, Chinapaw MJ, Van Sluijs E. Family-based interventions to increase physical activity in children: a systematic review, meta-analysis and realist synthesis. Obesity Rev. (2016) 17:345–60. doi: 10.1111/obr.12362

 11. Chen JL, Weiss S, Heyman MB, Lustig RH. Efficacy of a child-centred and family-based program in promoting healthy weight and healthy behaviors in Ch0inese American children: a randomized controlled study. J Public Health. (2010) 32:219–29. doi: 10.1093/pubmed/fdp105

 12. Davison KK, Lawson HA, Coatsworth JD. The Family-centered Action Model of Intervention Layout and Implementation (FAMILI): the example of childhood obesity. Health Promot Pract. (2012) 13:454–61. doi: 10.1177/1524839910377966

 13. Black C, Ford-Gilboe M. Adolescent mothers: resilience, family health work and health-promoting practices. J Adv Nurs. (2004) 48:351–60. doi: 10.1111/j.1365-2648.2004.03204.x

 14. Ford-Gilboe M. Dispelling myths and creating opportunity: a comparison of the strengths of single-parent and two-parent families. Adv Nurs Sci. (2000) 23:41–58. doi: 10.1097/00012272-200009000-00008

 15. Loveland-Cherry CJ. Personal health practices in single parent and two parent families. Family Relat. (1986) 35:133. doi: 10.2307/584292

 16. Crandall A, Novilla LKB, Hanson CL, Barnes MD, Novilla MLB. The public health family impact checklist: a tool to help practitioners think family. Front Public Health. (2019) 7:331. doi: 10.3389/fpubh.2019.00331

 17. Bogenschneider K. Family Policy Matters: How Policymaking Affects Families and What Professionals Can Do. New York, NY: Routledge, Taylor & Francis Group (2014).

 18. Bronfenbrenner U. Ecology of the family as a context of human development: Research perspectives. Develop Psychol Am Psychol Assoc. (1986) 22:723–42. doi: 10.1037/0012-1649.22.6.723

 19. Minuchin P. Families and individual development: provocations from the field of family therapy. Child Dev. (1985) 56:289–302. doi: 10.2307/1129720

 20. Bandura A. Self-efficacy: Toward a unifying theory of behavioral change. Psychol Rev. (1977) 84:191–215. doi: 10.1037/0033-295X.84.2.191

 21. Stover GN, Bassett MT. Practice is the purpose of public health. Am J Public Health. (2003) 93:1799–801. doi: 10.2105/AJPH.93.11.1799

 22. Berman P, Kendall C, Bhattacharyya K. The household production of health: integrating social science perspectives on micro-level health determinants. Soc Sci Med. (1994) 38:205–15. doi: 10.1016/0277-9536(94)90390-5

 23. Kohler G, Sampalli T, Ryer A, Porter J, Wood L, Bedford L, et al. Bringing value-based perspectives to care: including patient and family members in decision-making processes. Int J Health Policy Manag. (2017) 6:661–8. doi: 10.15171/ijhpm.2017.27

 24. Gallivan J, Kovacs Burns K, Bellows M, Eigenseher C. The many faces of patient engagement. J Participat Med. (2012) 4.

 25. Novilla M. Family health perspectives in encyclopedia of family health. Family Health. (2011) 2:472–81.

 26. Harkness S, Super CM. The developmental niche: a theoretical framework for analyzing the household production of health. Soc Sci Med. (1994) 38:217–26. doi: 10.1016/0277-9536(94)90391-3

 27. Lester P, Stein JA, Saltzman W, Woodward K, MacDermid SW, Milburn N, et al. Psychological health of military children: longitudinal evaluation of a family-centered prevention program to enhance family resilience. Mil Med. (2013) 178:838–45. doi: 10.7205/MILMED-D-12-00502

 28. Brody GH, Yu T, Chen E, Miller GE. Family-centered prevention ameliorates the association between adverse childhood experiences and prediabetes status in young black adults. Prev Med. (2017) 100:117–22. doi: 10.1016/j.ypmed.2017.04.017

 29. Hingle MD, Turner T, Going S, Ussery C, Roe DJ, Saboda K, et al. Feasibility of a family-focused YMCA-based diabetes prevention program in youth: The E.P.I.C. kids (Encourage, Practice, and Inspire Change) study. Prev Med Rep. (2019) 4:100840. doi: 10.1016/j.pmedr.2019.100840

 30. Spears-Lanoix EC, McKyer EL, Evans A, McIntosh WA, Ory M, Whittlesey L, et al. Using family-focused garden, nutrition, and physical activity programs to reduce childhood obesity: the Texas! Go! Eat! Grow! Pilot Study. Child Obes. (2015) 11:707–14. doi: 10.1089/chi.2015.0032

 31. Flattum C, Draxten M, Horning M, Fulkerson JA, Neumark-Sztainer D, Garwick A, et al. HOME Plus: program design and implementation of a family-focused, community-based intervention to promote the frequency and healthfulness of family meals, reduce children's sedentary behavior, and prevent obesity. Int J Behav Nutr Phys Act. (2015) 12:53. doi: 10.1186/s12966-015-0211-7

 32. Thurman TR, Nice J, Luckett B, Visser M. Can family-centered programing mitigate HIV risk factors among orphaned and vulnerable adolescents? Results from a pilot study in South Africa AIDS Care. (2018) 30:1135–43. doi: 10.1080/09540121.2018.1455957

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Novilla, Broadbent, Glade and Crandall. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/xhtml/Nav.xhtml




Contents





		Cover



		Supporting and Engaging Families: An Examination of Publicly-Funded Health Promotion Programs in the Intermountain West, USA



		Introduction



		Materials and Methods



		Data Analysis







		Results



		Discussion



		Limitations and Strengths



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		References

















OPS/images/cover.jpg
, frontiers
in Public Health

Supporting and Engaging Families:

An Examination of Publicly-Funded

Health Promotion Programs in the
Intermountain West, USA





OPS/images/fpubh-08-573003-t001.jpg
Question

Family impact principle: family engagement
To what degree are/were families involved in the development and planning of the
program?

How well does the program consider and provide services that support the whole
family as a unit, including extended family where appropriate?

How well does the program connect families to community resources related to the
target health issue and help them become informed consumers of these resources?

How well does the program help families build essential social support to address the
health issue?

How well does the program include families in program evaluation?

Mean Family Engagerment Score

Family impact principle: family stability

How well does the program help families prevent health problems before they
become serious and affect the family’s abilty to address the health issue/behavior?

How well does the program help families maintain healthy routines when experiencing
stressful conditions or times of change that may be related to the health
issue/behavior?

How well does the program recognize that major changes in family relationships and
functionality can impact health, may extend over time, and reqire major support and
attention?

How well does the program faciltate healthy family relationships and recognize that
individual development, well-being, and behavior change are profoundly affected by
family relationships?

Mean famiy stabilty score

Family impact principle: family responsibility

How well does the program train and encourage staff and partners to support famiies
to make their own decisions and respect family choices?

How well does the program help families build the capacity to address their health
needs without overstepping important boundaries necessary for healthy participant
independence?

How well does the program address participant needs and allow for a balance
between work, family, and community commitments?

Mean family responsibiity score
Additional items

Family Diversity: How well does the program provide services that are available and
accessible to diverse families and family types?

Root Causes: How well does the program address root causes of the health issue?

Higher scores denote more family support and involvement in programs.
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