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 Rural populations, particularly women in rural areas, experience significant disparities in 

health outcomes relative to their urban counterparts. This is partly attributable to environmental 

conditions, including limited access to healthy foods and opportunities for physical activity. 

Although existing community-based programs have shown promise in changing women’s health 

behaviors, few programs have simultaneously targeted environmental factors or focused on rural 

populations. Civic engagement - collective actions designed to identify and address issues of 

public concern - is a potential strategy for improving rural environments and health outcomes; 

however, evaluation of these civic engagement approaches has been limited. The overall 

objectives of this dissertation were to evaluate the implementation and effectiveness of rural 

civic engagement and health behavior change strategies.  

 These objectives were achieved through mixed-methods evaluation of two rural 

community-based programs: Healthy Eating and Activity in Rural Towns (HEART) Club and 

Strong Hearts, Healthy Communities (SHHC). To assess the feasibility and effectiveness of the 

HEART Club civic engagement curriculum, we conducted a pilot-study in three rural 

Northeastern U.S. towns. Participants reported increased awareness of community needs and 

assets, and successfully leveraged existing resources to improve local physical activity 

opportunities. To evaluate the implementation of SHHC intervention components, we conducted 

a mixed-methods process evaluation in rural Montana and central New York. Overall, the SHHC 



 

program was well-received by rural participants and intervention components were delivered 

with high fidelity. Recommendations for improvement including increasing class length, 

allocating more time for nutrition education, and creating more opportunities for group 

discussion. A mixed-methods evaluation was also used to assess the implementation and 

effectiveness of the HEART Club curriculum within the context of SHHC. Intervention sites 

reported good fidelity to the HEART Club curriculum; however, group progress towards project 

benchmarks was highly variable. Although some groups approached the HEART Club process 

with enthusiasm, many participants wished to prioritize personal behavior change over civic 

engagement activities.  

 Taken together, these results highlight both the potential and challenges associated with 

rural civic engagement and health behavior change interventions. Findings from this research 

have informed modifications to the HEART Club and SHHC programs for future dissemination 

efforts in rural communities.  
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CHAPTER 1 

INTRODUCTION 

 
1.1 Rationale  

 Notable disparities in health outcomes and behavioral risk factors exist between rural and 

urban areas. Residents of rural areas, particularly women, are more likely to experience higher 

rates of chronic disease and engage in poor health behaviors (e.g. physical inactivity) as 

compared to their urban counterparts.1–4   

 Growing evidence suggests that disparities in health behaviors and outcomes are 

influenced by environmental conditions.5 Although existing community-based programs have 

shown promise in changing women’s health behaviors, few programs have simultaneously 

targeted environmental factors or focused on rural populations.6–11 These individual level 

approaches are often limited in reach and sustainability, and fail to address multiple determinants 

of health.12,13 

 Civic engagement – collective actions designed to identify and address issues of public 

concern 14 – is emerging as a potential strategy for improving rural environments and health 

behaviors. Civic engagement efforts may address issues of physical and economic access, 

including high prices and poor availability of healthy foods, limited local recreation facilities, 

and challenges to both transportation and leisure walking.15–21 Locally-driven initiatives may also 

help shift socio-cultural norms around health behaviors that are present in rural areas.22  

 Reports on multilevel health behavior change interventions and civic engagement 

initiatives targeting rural populations are scarce, and evaluation of these approaches has been 

limited. The overall objectives of this dissertation were to evaluate the implementation and 



 

 2 

effectiveness of community-based behavioral and civic engagement interventions as a means to 

reduce rural health disparities.  

 

1.2 Rural Health Disparities  

 Although the majority of Americans live in metropolitan areas, rural residents represent a 

substantial proportion of the total U.S. population. Nearly 46 million people (14%) reside in rural 

areas, defined as nonmetropolitan counties with a population of less than 10,000.23  

 Rural populations experience higher rates of chronic illness and mortality as compared to 

their urban counterparts; differences which occur across the lifespan.3,23,24According to a recent 

report from the Centers for Disease Control and Prevention (CDC), adults living in rural areas 

are more likely to smoke and not meet recommended activity guidelines than those living in 

urban and suburban areas.25 Rural adults also report lower intakes of fiber and fruit and higher 

intakes of sweetened beverages.2 Similarly, obesity rates are higher among rural residents than 

among residents of metropolitan counties.23  

 Rural women are especially vulnerable to disparities in health outcomes and health risk 

behaviors such as poor diet, physical inactivity, and tobacco use.1,3,25–27 Among rural women 

diagnosed with hypertension, hypercholesterolemia, and diabetes, many are undertreated or 

unable to receive treatment.27 Rural women are also less likely to receive preventive health 

screenings compared to urban women.1,27 The effects of aging, poverty, and poor educational 

attainment are often compounded by environmental disadvantage (e.g. inadequate access to 

nutritious foods and physical activity) and limited access to healthcare services.1,26–30  

 It is important to acknowledge the geographic and cultural diversity that exists across 

rural America.31 Rural regions encompass traditional agricultural communities of the Midwest, 
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declining industrial towns in the Northeast, and flourishing recreational centers near mountains, 

lakes, and coastlines.32 With an influx of minority populations, particularly Latin Americans, in 

recent years, nonmetropolitan areas are also becoming more ethnically and racially diverse.33 

These differences contribute to notable variations in health outcomes and risk factors across rural 

geographic areas and population groups. 3,25,34  

 

1.3 Rural Food and Physical Activity Environments  

 Environmental conditions underlie many of the health disparities observed between urban 

and rural areas. 24,28,35–39 Of particular importance is the built environment, which encompasses 

all “physical features that have been constructed or modified by people,” such as food stores, 

farm stands, streets, parks, sidewalks, and bike lanes.40 Idyllic perceptions of rural life with 

plentiful access to green spaces and locally-grown food stand in stark contrast to the structural 

barriers experienced by rural residents.  

 Growing evidence suggests that rural populations face disproportionate challenges to 

accessing healthy food and engaging in physical activity. Due to geographic isolation and 

economic constraints, people must often travel further to utilize available facilities and may be 

unable to afford those to which they have access.41–43 Inadequate community infrastructure and 

financial constraints further contribute to health disparities by impacting transportation to health 

services, availability of care providers, and insurance coverage.34 

 Access to healthy food in rural areas is limited by geographic proximity, transportation 

infrastructure, and the availability and affordability of nutritious options.42,44–49 Many rural 

residents are accustomed to traveling longer distances to purchase good quality, affordable 

food.42 However, time and travel costs pose a considerable challenge, particularly for low-
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income families who may have unreliable vehicle access and lack public transportation options. 

47,49,50 The decline of local grocery stores and scarcity of larger retail outlets in many rural 

communities 45,51 has turned residents towards convenience and non-traditional food stores, such 

as gas stations, pharmacies, and dollar stores.49 These small outlets typically offer fewer fresh 

products and more processed items at higher prices than supermarkets and grocery stores 43,44, 

which constrains food choice and diet quality.47,48,50,52  

 Evidence suggests that rural residents adopt creative strategies to cope with these food 

environment challenges.42,53 For example, families may combine food shopping trips with other 

errands (known as “trip chaining”) or purchase foods in bulk and freeze portions for later use.42 

Others rely on alternative food sources such as hunting, gardening, buying from local farmers 

and mobile vendors, or acquiring food from friends and neighbors.42,46,47,53,54 

 From an active living perspective, rural communities often lack the infrastructure to 

support walking and other forms of physical activity.38,41,55,56 Investments in public parks and 

recreational facilities are limited and factors such as cracked sidewalks, unsafe street crossings, 

and poor lighting often deter rural residents from walking to destinations.38,41,56 Living in rural 

areas also hinders active commuting to destinations due to long travel distances, hilly and curvy 

roadways, and high speed limits.38,41,55 Conversely, the presence or use of recreational facilities, 

local parks, and trails has been positively associated with physical activity among rural adults.38  

 Additional factors influencing active living in rural communities include seasonal barriers 

and financial constraints. Extreme temperatures, snowfall, and early darkness may restrict the 

use of available natural resources (e.g. open green spaces and hiking trails), highlighting the need 

for adequate indoor facilities.41 Limited public transportation, unaffordable gas prices, and lack 

of vehicle access also pose a challenge to accessing existing physical activity spaces.41,55  
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1.4 Community-Based Intervention Strategies 

 Existing research suggests that community-based behavioral interventions can improve 

dietary and physical activity behaviors in rural settings.10,57,58 However, few programs have 

targeted rural women or addressed environmental barriers to healthy eating and physical activity. 

Furthermore, health behavior change programs are often unavailable or financially inaccessible 

to rural women living in limited resource areas.59Additional challenges to program delivery may 

include transportation barriers, space constraints, and limited food and physical activity 

resources.60 Offering low-cost programming to at-risk rural women may help reduce disparities 

in resource availability. Thus, there is a need for tailored intervention programs that adequately 

address these implementation challenges and integrate both individual and environmental change 

approaches.  

 Another promising strategy for reducing rural health disparities is civic engagement for 

built environment change. We define civic engagement as the “collective actions designed to 

identify and address issues of public concern”.14 This process integrates resident-led community 

assessments with collaborative efforts to catalyze built environmental change. Civic engagement 

initiatives may address issues of physical and economic access, including high prices and poor 

availability of healthy foods, limited local recreation facilities, and inadequate active transport 

infrastructure.15–21 By acknowledging location-specific resources and challenges, these initiatives 

are likely to achieve greater success than efforts to replicate existing environmental intervention 

strategies.15  

 Existing research suggests that engaging local residents can successfully promote local 

environmental and policy changes in urban settings.15–21 Enacted changes include supporting 

safer walking environments, improving school nutrition offerings, promoting active transport 
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options, and increasing access to nutritious foods. For example, the FEAST project engaged 

senior citizens from San Mateo county in assessing their food environment and advocating for 

changes in the prices of healthy foods. Participating members reported increased usage of 

community services (e.g. SNAP benefits) and information sharing with friends, and later formed 

an advocacy group to improve the quality of affordable senior housing.19  

 Collaborative initiatives allow individuals to establish partnerships with local 

organizations and take greater ownership over community change efforts. They also foster the 

development of more relevant, feasible, and sustainable solutions. However, civic engagement 

approaches remain understudied in rural contexts, particularly among women in medically 

underserved areas. Importantly, no studies have evaluated the integration of civic engagement 

initiatives with behavioral intervention programs to directly support health behavior change in 

rural areas. Evaluation studies are essential for accurate interpretation of program outcomes and 

can provide generalizable knowledge on the implementation process.61–63  

 To address these gaps, we designed a civic engagement curriculum– the HEART 

(encouraging Healthy Eating and Activity in Rural Towns) Club. This curriculum was developed 

in collaboration with long-standing community partners to foster resident-led improvements in 

rural food and physical activity environments. HEART Clubs (formerly known as Change Clubs) 

were formed in rural communities in seven U.S. states. At 12 months, all groups demonstrated 

success in engaging residents to identify an issue of concern, advocate for improvements, and 

create positive community change.15  

 While these original groups relied on researcher facilitation, we adopted a more 

sustainable approach by training local health educators to guide residents through the HEART 

Club curriculum. Groups begin by conducting facilitated ‘walk-abouts’ to identify barriers and 
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assets related to healthy eating and active living in the community. Participants are given the 

opportunity to reflect on these assessments and prioritize an issue to collectively address. 

Example focus areas could include: promoting healthy restaurant options, highlighting 

community recreation areas and local walking trails or improving health/wellness screening 

services.  

 Participants then define an overarching project goal or ‘mission’ based on their target 

issue and establish specific, measurable benchmarks for achieving this goal. Briefly, these 

benchmarks encompass 1) choosing a strategy; 2) identifying stakeholders; 3) implementing; 4) 

monitoring and evaluating; and 5) planning for expansion.  Program leaders guide participants 

through personal and community asset mapping, action planning, and team-building exercises to 

assist with benchmark accomplishment.  

 The HEART Club curriculum was subsequently integrated into a community-randomized 

behavior change intervention to reduce heart disease risk among midlife and older women in 

rural Montana and Upstate New York: Strong Hearts, Healthy Communities (SHHC). 12  

 The SHHC program integrated core concepts from three nationally disseminated 

evidence-based curricula developed for rural areas: StrongWomen Strength Training (SWST)64, 

StrongWomen Healthy Hearts (SWHH)10, and the HEART Club15. Focus groups, key informant 

interviews, and community assessments conducted in partnership with local health educators 

informed the integration of curriculum components to ensure a robust, locally tailored 

intervention.12,65,66  

 SHHC was delivered to participants twice per week for an hour over six months (48 

sessions), with additional out-of-class meetings as needed.12  The program was designed to act 

on multiple levels of a socioecological framework. Program components included strength-
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training and aerobic exercise, skills-based nutrition education, other relevant behavioral 

strategies (e.g. goal setting, stress management), and civic engagement activities to facilitate 

built environment change (HEART Club). To reinforce SHHC’s multilevel approach, the 

program included content addressing social influences on diet and physical activity and local 

resources for healthy living.  

 

1.5 Conceptual Framework 

 The conceptual framework for this dissertation is rooted in social ecological theory, 

principles of community engagement, and the Reasonable Person Model. Our main premise is 

that building capacity for civic engagement enables individuals to mobilize and foster 

environmental change. The HEART Club civic engagement process seeks to develop the 

knowledge, attitudes, skills, and social connections necessary for local residents to make positive 

changes in their community.  

 Adapted from Brown, Folta, and colleagues,21 our study conceptual framework outlines 

the direct impacts of civic engagement approaches using a socioecological lens.67 At the 

Figure 1: Conceptual Framework 

HEART Club participants & 
other community residents

Conduct community  
assessments 
Choose strategies to improve 
healthy eating & PA
Develop project benchmarks
Implement community 
projects

HEART Club Activities Outcomes Impact

Behavior change
Improved dietary intake
Increased physical activity

Built environment changes to 
improve access to healthy food 
and opportunities for activity

Social/Collective 

Community/Built 
Environment

Group efficacy for 
community change
Social Ties

Knowledge & attitudes 
towards built environment
Motivation & self-efficacy for 
community change

Individual
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individual level, civic engagement approaches can enhance awareness of built environment 

conditions, as well as attitudes and self-efficacy towards community environmental change. At 

the social level, civic engagement approaches can foster group efficacy and strengthen social 

ties. At the community level, civic engagement approaches can promote improvements in access 

to healthy food and opportunities for physical activity. The framework also emphasizes 

reciprocal determinism, whereby factors at each level influence one another.5 

 

1.5.1 Social Ecological Theory  

 Social ecological theory encompasses a broad range of theoretical perspectives from 

various scientific disciplines (e.g. sociology, anthropology, education, psychology, public 

health). A common thread across these perspectives is the inseparable link between humans and 

their environment. Ecological theorists adopt a holistic view of the world, emphasizing the 

dynamic and reciprocal nature of person-context interactions. 

 Early theoretical influences on current social ecological models include Roger Barker’s 

ecological psychology and Urie Bronfenbrenner’s ecological systems theory.68 In order to better 

understand the complexities of human behavior, Barker believed that observational research 

should be conducted in real world settings without external manipulation.69 Based on his 

fieldwork in rural Kansas, Barker concluded that environmental characteristics were more 

predictive of child behavior than individual characteristics. These observations led to his theory 

of ecological psychology which suggests that human behavior is shaped by the contexts or 

“behavior settings” in which people are situated. Barker argued that these settings were the best 

predictors of behavior and functioned in an interdependent manner.69 

 Bronfenbrenner first proposed ecological systems theory as a model of human 
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development in the 1970s and continued to refine this model over the next two decades. The 

defining properties of his ecological model can be summarized as follows: 1) development 

occurs through increasingly complex reciprocal interactions between a person and elements in 

their environment (e.g. other people or objects); 2) these interactions, also referred to proximal 

processes, vary according to both the characteristics of the developing person and the 

environment (context) in which the interactions take place.70  

 Bronfenbrenner conceptualized five interconnected levels of the environment which act 

to influence the developing person: microsystem, mesosystem, exosystem, macrosystem and 

chronosystem. The microsystem includes the immediate settings in which people live, interact, 

and form relationships, such as home, school, and workplace environments. The mesosystem 

encompasses the linkages between two or more microsystems (e.g. home and school). The 

exosystem consists of external settings that can indirectly influence an individual, such as a 

parent’s workplace. For example, children may be financially or socially impacted by changes in 

their parents’ employment status or workload. The macrosystem includes the broader social 

structures that surround people, such as cultural beliefs, customs, and laws. Finally, the 

chronosystem encompasses changes in environmental settings and structures over time (e.g. 

economic recessions or changes in family structure).70  

 Contemporary social ecological models highlight the interplay between intrapersonal and 

environmental factors that influence human behavior.13 Intrapersonal factors include personal 

characteristics such as age, gender, education level, knowledge, attitudes, and beliefs.67 

Environmental factors, often collectively referred to as “social determinants of health”, operate 

across multiple levels of influence from interpersonal to societal.13 The interpersonal level 

consists of relationships and social interactions among individuals. Examples include family 
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support for physical activity and peer norms that reinforce unhealthy eating behaviors. The 

community level encompasses the physical, economic, and social conditions of the settings in 

which people interact (e.g. schools, workplaces, and towns). Examples include access to natural 

spaces and recreational facilities, affordability of nutritious foods and health care services, 

perceived safety and social cohesion, and community norms related to food choices. The societal 

level refers to the broader social structures and institutions that shape health behaviors. Examples 

include federal food assistance programs, national health care policies, agricultural subsidies, and 

public transportation systems.  

 

1.5.2 Principles of Community Engagement 

 Although environmental factors are often viewed as being structures outside of an 

individual’s control, agentic actions can shape and modify environmental conditions. This 

recognition has fueled the shift towards community-engaged health promotion over the past two 

decades. Community engagement is defined as “the process of working collaboratively with and 

through groups of people affiliated by geographic proximity, special interest or similar situations 

to address issues affecting the well-being of those people.”71  

 The theoretical foundations of community-engaged health promotion are rooted in 

Freire’s concepts of critical pedagogy and empowerment. These ideas stemmed from Freire’s 

own experiences with hunger and poverty, and his work with the illiterate poor in Brazil. He 

criticized the traditional banking concept of education for suppressing conscious, reflective 

thought and advocated for problem-posing education in which people teach each other, mediated 

by the world. Importantly, he stated this reflective process should be combined with action in 

order to transform social reality. This ongoing integration of critical reflection and action, is what 
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Freire referred to as praxis.72  

 Although historically associated with the liberation of marginalized and oppressed 

groups, the concept of empowerment has since evolved within the public health literature. 

Empowerment is broadly understood as a “social action process through which individuals or 

communities gain mastery over their lives in the context of changing their social and political 

environment to improve equity and quality of life.”73 According to Zimmerman, empowerment is 

a multilevel construct involving “participation, control, and critical awareness.”74 

 Community engagement functions across a spectrum of involvement from basic outreach 

to full community ownership (CDC, 2008). We focus here on the highest level of involvement 

whereby community members are active participants and initiators of social change. Although 

community engagement and civic engagement are often used interchangeably, we adopt the latter 

term for its emphasis on locally-driven efforts that are led by residents, rather than community 

organizations or external groups. 

 

1.5.3 Reasonable Person Model  

 We use Kaplan’s Reasonable Person Model (RPM) as a framework for understanding 

how the HEART Club process builds capacity for civic engagement and promotes environmental 

change.75,76 RPM posits that humans are information-seeking beings who function best when the 

environment supports their informational needs.76 Unlike traditional cognitive perspectives, this 

model integrates cognition and affect by suggesting that people are more likely to feel positive 

and satisfied when their informational needs are met. 

 In accordance with cognitive psychology, environments are broadly viewed as “patterns 

of information” that encompass physical settings such as schools and virtual settings such as 
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online learning platforms.77 Whether micro or macro in scale, tangible or conceptual, all 

environments share the common characteristic of providing information that can influence 

human cognition, affect, and behavior.  

 RPM divides human informational needs into three interrelated domains: model building, 

being effective, and meaningful action. The first domain of RPM, “model building”, refers to the 

process of understanding and exploring one’s surroundings.76 These constructs are reflected in 

the didactic (understanding) and community assessment (exploration) components of the 

HEART Club curriculum. The curriculum provides an introduction to community food and 

physical activity environments and highlights the importance of initiatives to promote 

environmental change. Participants complete a facilitated ‘walk-about’ to explore community 

needs and resources and are guided through a stepwise process of prioritizing, planning, and 

implementing. “Being effective” is the second domain of RPM and refers to the configuration of 

environments in ways that enable people to feel effective and competent.76 By encouraging 

participants to prioritize an issue related to their local food or physical activity environment and 

collectively develop a plan to address this issue, the curriculum builds competence and enhances 

effectiveness. The third domain of RPM, “meaningful action”, refers to the need for participation 

and using knowledge to make a difference.76 The HEART Club curriculum aims to support 

participants in making meaningful contributions to their community. Group members are 

provided with opportunities for participation and sharing knowledge through various curriculum 

activities, such as team building and asset mapping.  
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1.6 Dissertation Overview 

 The overall objectives of this dissertation were to evaluate the implementation and 

effectiveness of two rural community-based programs: the HEART Club and Strong Hearts, 

Healthy Communities (SHHC).  Chapter 2 presents findings from a pilot-study in three rural 

Northeast towns to assess the preliminary effectiveness and feasibility of the HEART Club 

curriculum. Chapter 3 evaluates the implementation of nutrition education, physical activity, 

and behavioral components of SHHC using a mixed-methods process evaluation design. 

Chapter 4 presents findings from a mixed-methods evaluation of the implementation and 

effectiveness of the HEART Club curriculum within the context of a rural behavior change 

intervention program (SHHC). Finally, findings from all three chapters will be integrated 

alongside a discussion of limitations and future directions for this area of research.  
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CHAPTER 2 

A CIVIC ENGAGEMENT APPROACH TO ENCOURAGE HEALTHY EATING AND 

ACTIVE LIVING IN RURAL TOWNS: THE HEART CLUB PILOT PROJECT1 
 

2.1 Introduction 

 Despite overall advances in public health, rural populations in the U.S. continue to 

experience higher rates of obesity and related chronic diseases than their non-rural 

counterparts.1–7 Residents of rural areas are also less likely to be physically active and consume 

nutritionally adequate diets, making them an important target group for prevention efforts.3,8,9  

 Although previously attributable to individual behavioral choices, there has been growing 

recognition that disparities in health behaviors and outcomes are largely influenced by 

sociocultural and environmental conditions.10 Recent health promotion initiatives in the U.S. 

have focused on building a “culture of health”, defined as shifting the values, practices, and 

structural conditions that influence health and well-being to ensure that all residents can lead 

healthier lives.11 According to the Robert Wood Johnson Foundation (RWJF), one key strategy 

to achieving this vision is creating healthier and more equitable community environments.11 Of 

particular importance is the built environment, which encompasses all “physical features that 

have been constructed or modified by people” (e.g. food stores, sidewalks, streets, parks, and 

bike lanes).12  

 Existing research suggests that built environment features are linked to obesity and 

related health behaviors, including physical activity and eating patterns.13–17 However, most built 

                                                
1 This chapter was published in the American Journal of Health Promotion. The original citation is as follows: 
Seguin RA, Sriram U, Connor LM, Silver AE, Niu B, Bartholomew AN. A civic engagement approach to 
encourage healthy eating and active living in rural towns: the HEART Club pilot project. American Journal of 
Health Promotion. 2018; 32(7): 1591-1601. DOI: 10.1177/0890117117748122. 
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environment interventions to promote healthy eating and active living have focused on urban and 

suburban settings.18–22 Applying existing intervention strategies to rural contexts can be 

challenging due to the unique sociocultural norms and environmental characteristics of these 

areas .8,23–28  

 Rural communities tend to have fewer food stores and food service places with healthful 

options, limited recreation facilities, and insufficient active transport infrastructure (e.g. walking 

paths, bike lanes, safe street crossings).29–32 Residents of rural communities often face additional 

challenges such as geographic isolation, high poverty rates, and limited employment 

opportunities.3 As a result, people must travel further to utilize available facilities and may be 

unable to afford those to which they have access.33,34 Given the geographic disparities in access 

to healthy food and physical activity resources, rural-specific intervention approaches are 

needed. 

 Civic engagement, defined as the “collective actions designed to identify and address 

issues of public concern,” is one promising strategy for improving rural built environments and 

reducing health disparities.35 This approach integrates resident-led community assessments with 

collaborative efforts to catalyze community-level change. Civic engagement initiatives build 

upon the positive aspects of rural life including long-standing social ties, shared life experiences, 

and norms of self-help and reciprocity.36 By acknowledging location-specific resources and 

challenges, these initiatives are likely to achieve greater success than efforts to replicate existing 

intervention strategies developed for urban settings.37  

 Civic engagement initiatives, as defined above, closely parallel the practice of 

community organizing and coalition building. Community organizing refers to the process of 

mobilizing community residents to “identify common problems or goals and develop strategies 
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for reaching these collective goals.”38 This approach to health promotion has been adopted by 

several U.S. public health organizations, which emphasize the importance of engaging local 

residents in community interventions.39 Organizing efforts frequently involve building coalitions 

or partnerships between people and organizations to influence outcomes on a specific problem.40 

Reviews of health-focused coalitions suggest that collaborative partnerships hold potential in 

facilitating environmental change and improving population health outcomes, and may rely on 

several factors (e.g. group cohesion, leadership, membership diversity, and agency collaboration) 

to function effectively.41,42  

 Community coalitions and organizing approaches have been used to address a range of 

public health concerns (e.g. substance abuse)38; however, few initiatives have focused on 

improving health behaviors through built environment change. In some promising studies, civic 

engagement initiatives have led to meaningful community environmental and policy changes 

(e.g. sidewalk repair programs, addition of shade trees to encourage walking, installation of 

pedestrian signals), including in rural areas.37,43–48 Civic engagement initiatives guide individuals 

to establish partnerships with local organizations and policymakers and take more ownership 

over community change efforts.43 They also foster the development of more relevant, feasible, 

and sustainable interventions.37,43,44 However, existing initiatives have relied primarily upon 

facilitation from academic institutions, required significant funding to implement, or targeted 

broader regions (e.g. counties) encompassing both urban and rural communities.37,43,44 

 To address these limitations, we designed a civic engagement curriculum – the HEART 

(encouraging Healthy Eating and Activity in Rural Towns) Club – to promote resident-led 

changes in rural food and physical activity environments. This project was first developed in 

2010 by Seguin and colleagues in collaboration with long-standing community partners. HEART 
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Clubs (formerly known as Change Clubs) were subsequently formed in rural communities in 

seven U.S. states. At 12 months, all groups demonstrated success in engaging residents to 

identify an issue of concern, advocate for improvements, and create positive community 

change.37 These original groups relied on researcher facilitation; to increase the potential for 

sustainability, we adapted the HEART Club approach by training local health educators to guide 

residents through the curriculum. The purpose of this pilot study was to assess the preliminary 

effectiveness and feasibility of this civic engagement approach. 

 

2.2 Methods 

2.2.1 Design and Sample  

 To assess the feasibility of implementing the HEART Club curriculum, the research team 

partnered with local health educators in three rural Northeastern towns (two in New York and 

one in Pennsylvania) in 2014. These individuals were chosen as project leaders based on their 

extensive health education experience, strong local networks, and active community 

involvement. All leaders (n=3) attended a one-day training session conducted by the research 

team during which they received instruction on leadership roles and responsibilities. During the 

session, leaders participated in several curriculum activities (e.g. community assessment, team-

building) and were offered techniques for effective facilitation. Overall project deliverables and 

timelines were discussed in depth (Figure 1) and leaders were asked to fill out a post-training 

evaluation.  
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 Following this training session, leaders were provided with a copy of the HEART Club 

curriculum, recruitment materials, and a checklist of data collection items (e.g. consent forms, 

baseline surveys, attendance logs). Curriculum activities were divided across four 90-minute 

meetings with additional action items to be completed before or after each meeting. Leaders 

were encouraged to schedule these meetings one week apart to allow sufficient time to complete 

action items without losing momentum. Each meeting included a detailed agenda of activities 

and action items, as well as materials needed for facilitation. Table 2.1 outlines the specific 

activities and action items for each meeting. 

Figure 2: HEART Club Study Timeline  
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 In each of the three towns, leaders recruited 7 to 12 community members to form a 

HEART Club. Leaders were advised to seek out individuals who desired to lead healthy lives 

and were motivated towards improving their community, regardless of gender, race, or ethnicity. 

The majority of participating members were identified through personal networks or existing 

contacts with local community organizations (e.g. 4-H, Rotary, local college). Additional 

recruitment strategies included posting flyers at local venues (e.g. community center, public 

library) and emailing community listservs, although these were found to be less effective. 

 Prior to the curriculum meetings, groups completed community assessments to identify 

environmental barriers to healthy eating and active living in their town. These assessments were 

conducted in the form of facilitated walking and driving tours, using a rural community audit 

tool developed by the research team.50 This tool was designed to comprehensively capture built 

environment features that could influence healthy eating and physical activity in rural settings. 

Leaders led HEART Club members on a 1-mile walking route around town and then split up into 

smaller groups for the driving tours (approximately 3.5 miles). Groups were provided with maps 

and written directions for both tours by the research team.  

 During the curriculum meetings, leaders guided participants through a stepwise process 

of prioritizing, planning, and implementing built environment changes in their community. 

Groups began by reflecting on the community assessments and identifying an issue related to the 

local food or physical activity environment that they could feasibly address. Each HEART Club 

then defined an overall project goal (called a ‘Noble Purpose’), developed an action plan, and 

established benchmarks for self-monitoring of progress. Briefly, these benchmarks encompassed: 

(1) choosing a strategy, (2) identifying stakeholders, (3) pilot testing, (4) implementing, (5) 

monitoring and evaluation, and (6) planning for expansion. Participants completed the following 
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activities to assist with project planning and execution: 1) personal and community asset 

mapping (documentation of individual strengths and community resources)51, 2) stakeholder 

identification (influential local leaders and groups), and 3) team-building (Table 2.1).  

 

Table 2.1. HEART Club curriculum components 

 Topics Covered Action Items (Homework)  

Introduction HEART Club introduction  
Recruitment steps and strategies 

Baseline survey 
Pre-meeting awareness activity 
Community assessment  

Meeting 1 

Welcome and introductions 
Group cohesion activity 
Community walk-about 
Issue selection  

Brainstorm potential stakeholders 

Meeting 2 

Identify personal and community 
assets 
Identify community 
leaders/stakeholders 
Develop group’s purpose 

Brainstorm action items 

Meeting 3 

Group cohesion activity  
Develop project benchmarks 
Develop action plans and delegate 
tasks 

Define future success  

Meeting 4 

Group cohesion activity 
Create a unified message 
Develop a charter 
Closing and continuation plan 

Schedule follow-up meetings 
Implement project  

 

 To monitor progress, leaders were required to submit attendance logs after each 

curriculum meeting and provide documentation of their group’s Noble Purpose, benchmarks, and 

action plan (Figure 1). After completing all curriculum activities and action items, HEART 

Clubs spent the next six months working towards their project goals. Subsequent progress was 

guided by the specific project benchmarks developed by each group and was intentionally left 
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unstructured. However, groups were encouraged to continue meeting on regular basis to monitor 

progress and stay on track. All groups were provided with $600 in seed funds to help facilitate 

their efforts. The research team conducted monthly telephone calls with leaders during this 

period to address questions and provide support as needed. 

 

2.2.2 Measures  

 Preliminary effectiveness and feasibility of the HEART Club curriculum were evaluated 

using a single group pre-post study design. Participants completed an online Qualtrics survey 

prior to starting the curriculum meetings (baseline) and six months after completing the 

curriculum (post-implementation). Survey questions are presented in Appendix A.  

 Outcome measures included knowledge and awareness of built environment barriers to 

healthy eating and physical activity as well as motivation, self-efficacy, and group efficacy for 

community change (Appendix A). Knowledge, awareness, and motivation were each assessed 

through two items on a 11-point scale (from 0=strongly disagree to 10=strongly agree).52 

Questions related to self-efficacy and group efficacy were adapted from Bandura’s self-efficacy 

scales53. Each efficacy measure was assessed through six items on a 5-point scale (from 1=not at 

all confident to 5=completely confident). Information on the following demographic 

characteristics was also collected: age, sex, ethnicity, marital status, occupation, employment 

status, education level, and perceived health status.  

 Feasibility was assessed by attendance at curriculum meetings and achievement of 

project benchmarks. Six months after implementation, leaders were asked to report on their 

group’s progress towards each benchmark (i.e. accomplished, partially accomplished or not 

accomplished). Additional measures of feasibility (i.e. satisfaction, group dynamics, participation 
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benefits and drawbacks) were adapted from the Partnership Self-Assessment Tool54 and included 

on the post-implementation survey (Appendix A). Questions related to satisfaction (n=2) and 

group dynamics (n=11) were assessed on a 5-point scale. Participation benefits and drawbacks 

were assessed through a series of dichotomous (yes/no) questions.  

 To gain a deeper understanding of the HEART Club implementation process, in-person 

focus groups were held with participants six months’ post-implementation. We chose to conduct 

focus groups rather than individual interviews to facilitate discussion among participants and 

assess group dynamics. Focus group sessions ranged from 45 to 60 minutes in length and were 

facilitated by a trained member of the research team at local community venues (e.g. town hall). 

Attendees were offered a brief introduction (i.e. interviewer’s name, purpose of focus group 

discussion) and asked for permission to audio record the discussion. The semi-structured focus 

group guide covered five main topics: (1) community assessment experience, (2) progress 

towards project benchmarks, (3) facilitators and barriers to project momentum, (4) qualities of 

HEART Club leaders, and (5) personal engagement and satisfaction. Probes were used to clarify 

attendees’ responses and elicit more detailed information as needed. Once all topics had been 

addressed, attendees were invited to provide final thoughts and thanked for their participation.  

 All participants provided written informed consent upon enrollment and oral consent was 

obtained prior to recording all focus groups. Study procedures and materials were approved by 

Cornell University’s Institutional Review Board. 

 

2.2.3 Analysis 

 Quantitative data from the baseline and post-implementation surveys were analyzed using 

SAS, version 9.4. Demographic characteristics and feasibility measures (i.e. attendance, 
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benchmark achievement, satisfaction, group dynamics, participation benefits and drawbacks) 

were summarized using means (SDs) for continuous variables and frequencies (%) for 

categorical variables. Wilcoxon signed-rank tests were used to assess pre-post changes in 

knowledge, awareness, motivation, self-efficacy, and group efficacy among all participants.  

 Qualitative data were thematically coded to identify barriers and facilitators to HEART 

Club progress. Focus groups were audio recorded, transcribed verbatim, cross-checked, and 

coded using NVivo version 11. Descriptive codes were based upon the pre-specified focus group 

topics and iteratively adapted to reflect emergent themes related to project implementation. 

Coding decisions were discussed by two members of the research team and revised until 

agreement was reached. All analyses were conducted in 2016.  

 

2.3 Results 

 Each HEART Club consisted of 7 to12 individuals (n=26), ranging in age from 23 to 84 

years. The majority of participants were female (81%), non-Hispanic white (92%), and married 

(77%). Additional demographic characteristics are presented in Table 2.2. Town comparisons 

showed no observable differences in demographic characteristics, except age. On average, 

participants from Town 3 were significantly older than participants from Towns 1 and 2 (p<0.05, 

data not shown).  

 Pre-post changes in HEART Club outcomes were only assessed among individuals who 

completed both surveys (n=15). Participants reported significant improvements in environmental 

awareness (p<0.01); however, no significant differences in knowledge, motivation, self-efficacy, 

or group efficacy for community change were observed (Table 2.3). There were no significant 

demographic differences between participants who did and did not complete both surveys. 



 

 33 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2.2. Characteristics of HEART Club participants(n=26) 
Characteristica  
Age (mean, SD)  56 (19)  
Gender   
  Female  21 (81) 
  Male 5 (19) 
Ethnicity  
   Non-Hispanic white 24 (92) 
   Hispanic  1 (4) 
   Not reported  1 (4) 
Marital Status  
  Married 22 (77) 
  Cohabiting  1 (4)  
  Widowed  1 (4) 
  Divorced 0 (0) 
  Separated  1 (4) 
  Single  2 (7) 
  Not reported  1 (4) 
Employment Status   
  Full-time employed 9 (35)         
  Part-time employed 1 (4) 
  Retired 11 (42) 
  Student  2 (8) 
  Out of work/ unable to work  3 (11) 
Educational Level    
  High school graduate/GED 5 (19)         
  Associate’s degree  3 (11) 
  Bachelor’s degree  9 (35) 
  Graduate degree  8 (31) 
  Not reported  1 (4) 
Self-rated health status  
  Excellent   0 (0) 
  Very good 1 (3) 
  Good 6 (23) 
  Fair/Poor   16 (62) 
  Not reported 3 (12) 
aContinuous data are expressed as means (SD) and categorical 
data are expressed as N (%) 



 

Table 2.3. Pre-post changes in HEART Club outcomes  

  Overall (n=15) Town 1 (n=5) Town 2 (n=4) Town 3 (n=6) 

Outcome 
Measure 

Number 
of items 

Max 
Score Prea Post p-

valueb Prea Post p-
valueb Prea Post p-

valueb Prea Post p-
valueb 

Knowledge 2 20 12.1 
(5.2) 

15.2 
(4.1) 

0.1 11.4 
(6.5) 

15.6 
(1.1) 

0.4 11.0 
(6.6) 

15.8 
(5.1) 

0.5 13.5 
(3.6) 

14.5 
(5.4) 

1.0 

Awareness  2 20 12.1 
(5.8) 

16.1 
(2.6) 

0.004 12.0 
(6.0) 

15.4 
(3.0) 

0.2 9.5 
(9.0) 

17.5 
(3.0) 

0.5 13.8 
(3.1) 

15.8 
(2.1) 

0.1 

Motivation 2 20 15.8 
(3.1) 

14.6 
(2.5) 

0.4 17.2 
(2.6) 

14.2 
(0.8) 

0.2 14.5 
(4.4) 

12.0 
(2.3) 

0.6 15.5 
(2.3) 

16.7 
(1.8) 

0.2 

Self-
Efficacy  

6 30 20.4 
(7.7) 

21.1 
(5.9) 0.7 22.6 

(8.6) 
18.0 
(5.1) 0.06 13.8 

(4.5) 
18.5 
(4.1) 0.2 23.0 

(7.0) 
26.4 
(4.4) 0.6 

Group 
Efficacy 

6 30 22.8 
(3.3) 

23.2 
(3.9) 

0.3 23.6 
(3.6) 

20.5 
(3.8) 

0.5 22.7 
(2.3) 

23.0 
(4.8) 

0.7 22.0 
(3.9) 

25.6 
(1.8) 

0.1 

Notes: Data are expressed as means (SD). Boldface indicates statistical significance (p<0.05) 
aMean values based on scores of participants who completed both the baseline and post-implementation surveys. 
bBased on Wilcoxon signed-rank tests for mean difference between pre- and post- outcome measures.  
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Table 2.4. HEART Club accomplishments at six months  

 Noble Purpose  Project  Progress Total # of 
benchmarks 

# of benchmarks 
achieved 

 Town 1 

Encouraging healthy 
living through 
increased physical 
activity for the 
community  

Promoting on-going 
community walking 
events on a local trail 

Increased publicity via newspaper, 
word of mouth, and other 
organizations 
 

Scheduled regular walks on the trail 
and indoor track  

8 4 

 Town 2 

Increase physical 
activity of residents by 
communicating about 
what exists in the area  

Develop a brochure and 
map highlighting physical 
activity opportunities 
(“Get Out, Get Active, 
Discover”) 

Partnered with Keystone College to 
create brochure of places to exercise 
 

Distributed brochure to schools and 
displayed map in the town hall 

7 4 

 Town 3  

Increase physical 
activity year-round of 
all individuals in the 
community  

Installing new play 
equipment & fitness 
stations at a local village 
playground  

Created long-term plans to build a 
Fun and Fitness Area 
 

Began intensive fundraising 
campaign 

7 3 
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Table 2.5. Post-implementation feasibility measures  

 Number 
of Items 

Scale 
Range 

Maximum 
Score 

Overall 
(n=15) 

Town 1 
(n=5) 

Town 2  
(n=4) 

Town 3  
(n=6) 

Feasibility Measure    Mean (SD)a Mean (SD)a Mean (SD)a Mean (SD)a 

Satisfaction 2 0-5 10 9.1 (1.3) 7.8 (1.5) 9.8(0.5) 9.7 (0.5) 

Group Dynamics  11 0-5 55 48.3 (8.0) 41.0 (10.4) 52.8 (2.6) 51.3 (3.0) 

Participation Benefits  11 0-1 11 9.0 (2.2) 8.0 (3.3)  9.0 (0.8) 9.8 (1.6) 

Participation Drawbacks 5 0-1 5 0.6 (0.8) 1.2 (1.1)  0.5 (0.6) 0.2 (0.4) 

Note: Data are expressed as means(SD). 
aMean is based on scores of participants who completed the post-implementation surveys. 
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 Overall meeting attendance was high (88%) and all group members completed the 

community assessments and attended at least two out of four meetings. On average, 87% of 

group members were present at each meeting. At six months, all HEART Clubs had 

accomplished three or more benchmarks and reported successful progress towards their project 

goals (Table 2.4). Groups focused on improving their community’s physical activity 

environment using varied strategies. Two HEART Clubs chose to increase awareness of existing 

resources by promoting group walking events on a local trail (Town 1) and developing a map of 

places to be active in the community (Town 2). The third group chose to revitalize a local village 

playground by installing new play equipment and adding fitness stations for adults (Town 3).  

 Participants were very satisfied with their group’s progress and their experience in the 

HEART Club (mean score 9.1 out of 10, Table 2.5). Participants rated their HEART Clubs as 

highly effective at communicating and working together (mean score 48 out of 55, Table 2.5). 

Individuals reported multiple benefits as a result of participating in the HEART Club, such as 

building valuable relationships, utilizing personal expertise, and making positive contributions to 

their community. Although few drawbacks to participation were mentioned, some people noted 

that their time was diverted away from other priorities and obligations (e.g. family, work).  

 Survey findings were confirmed through the focus group findings. Participants described 

having a greater awareness of the available resources and barriers to healthy living in their 

community. Many stated that the community assessments were an important strategy for 

building awareness. After completing the assessment activity, groups were better able to identify 

potential areas for improvement and find inspiration for their projects. Through the HEART Club 

process, participants built camaraderie with fellow group members and developed a renewed 

connection to their communities. Most participants were satisfied with the environmental 
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changes they were enacting and hoped to embark on other community change initiatives in the 

future.  

 Key themes related to HEART Club progress that emerged from the focus groups are 

discussed below. Important facilitators of success included local stakeholder support, effective 

leadership, collective effort, and positive group dynamics. Many participants attributed 

successful project implementation to the ease of networking and accessing resources within a 

small community setting.  

“We were able to keep our project local by going to the college that's in town, and 
having the graphics design class come up with different versions of what we were looking 
for…And then having our local printer print the map for us...everybody was wonderful in 
helping us stick to our timeline.” (Town 2)  

 
 Groups found local stakeholders to be particularly receptive towards their efforts, which 

helped catalyze progress. Leaders were also admired for their enthusiasm, dedication, and ability 

to guide group efforts without dominating the decision-making process.  

 
“[Leader] helped keep our focus. Everybody was allowed to get their suggestions or offer 
ideas…she helped us bring those ideas to a focus. Because that's what sometimes gets 
difficult in a group…people have different ideas that they want to do versus someone 
else. And she was able to focus all of our opinions and ideas.” (Town 2) 

 

 The diverse talents and experiences of fellow members allowed groups to achieve more 

together than they could have accomplished individually. Being part of a group allowed for an 

efficient division of tasks to suit each person’s skills and facilitated information-sharing to solve 

problems or generate new project ideas.  

 
“We all know we have individual talents…but when you put them together, it blossomed 
into a combined group that's…a strong network of people.” (Town 3) 
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 Participants also felt a sense of accountability to fellow group members that helped keep 

momentum going. The positive atmosphere experienced in meetings allowed for constructive 

discussion, productive involvement of members, and ultimately, positive group outcomes.  

 
“The more positive people you can bring together, the more positive your focus, and the 
more things you get done that are going to have a positive impact on people...” (Town 3)  

 

 Barriers to group progress included competing priorities, lack of community engagement, 

and limited financial resources. Balancing HEART Club activities with existing commitments to 

family members, work, and other local organizations was a notable struggle for many 

participants. Although the diversity of group members was highly valued, it was more difficult to 

schedule meetings and ensure consistent attendance, which ultimately detracted from project 

momentum.  

 
“It all comes down to balancing. So, you know, working full-time, being a mom, and this 
being one project…so it’s finding that time to be able to commit to our project…being 
able to fit that into all of the other things.” (Town 2) 

 
 
 Despite strong support from local stakeholders, several participants found it difficult to 

encourage community participation in their projects. This lack of engagement was often 

attributed to the challenge of publicizing HEART Club initiatives. Although groups advertised 

through multiple channels (e.g. flyers, newspapers, Facebook), they still struggled to draw 

sufficient interest.  

 
“We haven’t had a whole lot of community outpouring of support or participation.” 
(Town 1) 
 
“We’re going to do more work to feed [our project] out into our community and 
neighboring communities…communication is the hardest thing” (Town 2) 
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 Securing the necessary funding to support project goals was a common barrier to HEART 

Club progress. Projects often cost more than anticipated and exceeded the seed funds allocated to 

each group.  

 “When you’re trying to start something, you need a large advertising budget…you can’t 
just say ‘Come to a walk!’ and expect everybody in the community to say, ‘Oh of course, 
I’ll be there.’” (Town 1) 

 
 
 Several participants reported compromising on certain project components due to limited 

budgets. One group began an intensive fundraising campaign, but found it challenging to recruit 

donors from the community.  

 
“We're a very poor area…people don't have a hundred dollars right off the top of their 
hat to give.” (Town 3) 

 
 

2.4 Discussion 

 The HEART Club curriculum provides a sequential process for rural residents to improve 

their food and physical activity environments under the guidance of local health educators who 

serve as the leaders of these groups. This approach is based on the principles of community 

organizing and emphasizes the importance of active community involvement in creating 

sustainable environmental change.38 Given the limited evidence from rural settings, the present 

pilot study was designed to evaluate the feasibility and preliminary effectiveness of this civic 

engagement approach. Our findings suggest that resident-led civic engagement initiatives that 

build upon local resources and establish feasible goals can successfully foster environmental 

change in rural communities. 
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 Program leaders successfully engaged individuals from three rural towns to form HEART 

Clubs and work towards a local environmental issue of concern. Interestingly, all three groups 

focused on improving aspects of the physical activity environment. Although several barriers to 

healthy eating were identified (e.g. limited availability of fresh produce), participants felt that 

these issues were more challenging to address. Incorporating examples of food environment 

changes and strategies for implementing successful initiatives (e.g. working with store owners to 

highlight existing healthy options) may give groups more confidence to tackle these issues in the 

future.  

 Participants reported improved awareness of local environmental conditions as a result of 

HEART Club participation. As with previous studies, we found community assessments to be a 

successful strategy for building awareness and setting priorities for action.37,43 Despite 

encountering several barriers, all three groups effectively leveraged existing resources and 

individual assets to attain project goals. Involving members who were connected to local 

organizations was a key factor in achieving successful progress. Other facilitators of project 

success included local stakeholder support, effective leadership, and positive group dynamics. 

Competing responsibilities (e.g. childcare, work), lack of community support, and limited 

financial resources were cited as barriers to project implementation.  

	 It is also important to note that we conducted extensive and regular discussions with 

program leaders to assess the community-wide reach of each HEART Club project. As a result, 

we learned that the extent to which each initiative reached local community residents varied 

according to the nature of the initiative. For example, Town 1 typically engaged 10 to 15 

residents to participate in their bi-monthly community walks. Town 2 distributed approximately 

1000 brochures highlighting local physical activity opportunities through the town elementary 
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school and community events. Town 3 began fundraising for a new community 

playground/fitness area designed for residents of all ages and abilities to use. To date, they have 

raised more than $80,000 in funds and hosted a community build to install new playground 

equipment and a series of smart-phone enabled exercise stations; a significant accomplishment 

for this small, underserved community.  

 

2.4.1 Limitations 

 Some limitations of this research should be noted. To evaluate feasibility and preliminary 

effectiveness, HEART Clubs were implemented in three rural towns within a specific geographic 

region. The small sample size limited our ability to detect significant pre-post changes and 

results should be interpreted with caution. However, the positive trends observed for most 

measured outcomes provides support for future larger controlled studies. Although our sample 

consisted primarily of non-Hispanic white individuals, this was reflective of the racial/ethnic 

composition of our study towns. The limited enrollment of male residents may have been due to 

our program leaders all being women and more likely to know other female residents in the area. 

Alternatively, it may have been due to gender differences in community participation in our 

study towns (i.e. women more commonly involved in volunteer/community services). Given the 

diversity of rural areas, additional studies are also needed to assess the wider acceptability of this 

approach. 

 Secondly, HEART Club groups varied in size based on community interest and success 

of recruitment efforts. However, the groups did not differ with respect to demographic 

characteristics, except age. In addition, the main comparisons for this study were pre-post 

changes among HEART Club participants as a whole. Although pre-post changes were presented 
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for each town (Table 2.3), between-group comparisons were not conducted due to insufficient 

sample sizes.  

 Despite lower than expected response rates on the post-implementation survey (58%), we 

had high attendance rates across all four curriculum meetings (88%). This suggests that the 

majority of HEART Club members completed all curriculum activities and contributed to their 

group’s project. Additionally, no significant demographic differences were observed among 

participants who completed and those who did not complete the post-implementation survey. 

Lastly, we did not formally document the reach of HEART Club initiatives across each 

community or assess changes in health and behavioral outcomes among residents. Determining 

the potential beneficiaries of community environment changes would be a valuable component 

of future HEART Club evaluations.  

 This study adds to the small but growing body of literature on built environment 

interventions to improve physical activity and healthy eating in rural areas. Our findings are 

consistent with civic engagement efforts in other rural settings.37,43,44 For example, the Central 

California Regional Obesity Program mobilized residents to conduct community assessments 

and help develop interventions in partnership with county public health departments.43 Future 

improvements to the HEART Club curriculum include increased flexibility (e.g. meeting 

structure and frequency) and inclusion of outreach or community engagement strategies. 

Integration with existing community groups emerged as an important strategy for broader reach 

and sustainability. In particular, HEART Club recruitment efforts should focus on individuals 

from local organizations or those with strong connections to community stakeholders. By 

leveraging existing infrastructure and local partnerships, groups may achieve greater success in 

creating environmental change and engaging residents in these efforts. Lastly, creating an online 
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support platform for HEART Club groups to share challenges, brainstorm solutions, and 

document positive achievements could further enhance project sustainability. 

 By promoting environmental changes through civic engagement, the HEART Club 

approach can contribute to building a culture of health in underserved rural communities. 

Previous studies in urban settings have shown civic engagement initiatives to be effective at 

shifting perceptions related to local built and social environments.45–48 For example, the FEAST 

project engaged senior citizens from San Mateo county in assessing their food environment and 

advocating for changes in the prices of healthy foods. Participating members reported increased 

usage of community services (e.g. SNAP benefits) and information sharing with friends, and 

later formed an advocacy group to improve the quality of affordable senior housing.47 Although 

future studies are needed to formally evaluate the sustainability and community-wide impact of 

HEART Club initiatives, evidence from previous studies and our discussions with HEART Club 

leaders and participants suggests that this approach has the potential to shift health-related values 

and practices over the long term. 

 

2.4.2 Conclusions 

 This study highlights the potential of civic engagement initiatives to promote built 

environmental change in rural areas. In particular, engaging rural residents in a stepwise process 

involving community assessment, issue prioritization, action planning, and team-building led to 

successful achievement of project goals. Future studies should assess the reach of HEART Club 

initiatives to determine community-wide impact and evaluate the implementation of revised 

curricula across multiple geographic regions. Policies that support ongoing assessment and 

documentation of built environment resources and promote collaboration between local 
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stakeholders and residents could further benefit these initiatives. Health educators in rural 

settings should consider utilizing the HEART Club curriculum to facilitate improvements in 

local food or physical activity environments. Additional dissemination efforts could inform new 

curriculum adaptations to enhance the sustainability of this approach.
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CHAPTER 3 

PROCESS EVALUATION OF STRONG HEARTS, HEALTHY COMMUNITIES: A RURAL 

COMMUNITY-BASED CARDIOVASCULAR DISEASE PREVENTION PROGRAM2  
 
 

3.1 Introduction 

 Cardiovascular disease (CVD) remains the leading cause of mortality among U.S. adults, 

imposing a significant burden on healthcare resources and individuals’ quality of life.1 Despite 

advances in treatment and prevention, geographic and gender disparities in CVD persist.2–5 

Residents of rural areas have a higher prevalence of CVD and associated risk factors (e.g. excess 

weight, poor diet, and physical inactivity) compared with their urban counterparts.3,4,6,7 Rural 

women are particularly vulnerable owing to socioeconomic and environmental disadvantage, 

such as limited access to nutritious foods, safe places to exercise, and preventive and specialty 

care.4,5,8–14 

 There is strong evidence suggesting that improvements in health behavior (e.g. diet) can 

significantly reduce the risk for CVD.1,15,16 Existing community-based behavioral intervention 

programs have shown promise in changing women’s health behaviors; however, few programs 

have specifically targeted rural, medically underserved populations or focused on CVD 

prevention .17–21 Furthermore, there has been limited assessment of implementation processes, 

which is essential for understanding program effectiveness and suitability for particular 

contexts.22  

                                                
2 This chapter was published in the Journal of Nutrition Education and Behavior. The original citation is as 
follows: Sriram U, Sandreuter K, Graham M, Folta S, Pullyblank K, Paul L, Seguin R. Process evaluation of 
Strong Hearts, Healthy Communities: a rural community-based cardiovascular disease prevention program. 
Journal of Nutrition Education and Behavior. 2019; 51(2): 138-149. DOI: 10.1016/j.jneb.2018.10.011. 
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 Programs for health behavior change are often unavailable or financially inaccessible to 

women living in medically underserved rural areas. Additional challenges to program delivery 

may include transportation barriers, space constraints, and limited food and physical activity 

resources.23 Offering low-cost programming to rural women who are at-risk may reduce 

disparities in resource availability. Thus, there is a need for tailored intervention approaches that 

adequately address these challenges and evaluate implementation processes in rural settings.  

 Implementation evaluations typically include assessments of reach, fidelity, dose 

delivered, dose received, and satisfaction.22,24 Integrating quantitative and qualitative data from 

multiple sources is often recommended to provide a more comprehensive assessment of program 

implementation.25 Qualitative methods, such as focus groups, are especially valuable as they 

allow participants’ experiences to inform program modifications. By documenting successful 

and challenging aspects of program content and delivery, qualitative findings can tailor 

intervention components to meet specific community needs.   

 The current study describes a mixed-methods process evaluation of a rural community-

based CVD prevention program for midlife and older women. Care was taken to include lesson 

topics and intervention strategies to address rural-specific barriers to healthy living.26,27 Findings 

from this mixed-methods process evaluation will expand the literature on program development 

and implementation among at-risk, rural populations and guide future program adaptations. 

	

3.2 Methods 

 This work was conducted as part of a community-randomized trial to reduce CVD risk 

among rural women in Montana and New York: Strong Hearts, Healthy Communities (SHHC). 

15 The program integrated core concepts from three nationally disseminated evidence-based 
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curricula developed for rural areas: StrongWomen Strength Training (SWST)28, StrongWomen 

Healthy Hearts (SWHH)21, and the HEART Club29. Focus groups, key informant interviews, and 

community assessments conducted in partnership with local health educators informed the 

integration of curriculum components to ensure a robust, tailored intervention.15,26,27  

 The SHHC intervention program was designed to act on multiple levels of a 

socioecological framework. Individual level components, including strength-training and aerobic 

exercise, were drawn from SWST and SWHH curricula, while nutrition education and behavioral 

strategies, including goal setting and stress management, were based on SWHH.  

 As rural homes are often located along busy highways or in isolated areas with limited 

walkability, the program emphasized indoor physical activity options and provided at-home 

exercise support materials.27 Similarly, class recipes included ingredients available in local food 

stores and nutrition information was tailored towards rural food preferences (e.g. wild game).26,30	

The intervention was also designed to target the social environment (friends and family) and the 

built environment through the HEART Club civic engagement component.15 The primary 

outcome for the six-month intervention trial was change in participant body weight; secondary 

outcomes were changes in other CVD risk factors.15,31  

 SHHC was delivered to participants two times per week for an hour over six months (48 

sessions), with additional out-of-class meetings as needed.15  To encourage consistent 

attendance, SHHC participants were offered a $50 Amazon gift card for attending ≥90% of 

program classes and a $25 Amazon gift card for attending 80-89% of classes. Appendix B, 

Supplementary Table 1 highlights the behavioral aims and intervention components covered 

during each phase of the SHHC program.  
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 Recruitment and randomization were carried out at the town level. Towns eligible for 

participation were classified as Rural-Urban Commuting Area (RUCA) code 7 or higher and 

were designated as ‘medically underserved’.32 Towns were matched on population size and 

RUCA code, and randomized 1:1 to deliver the SHHC intervention program or an education-

only minimal intervention control program.  

 Local health educators with extensive program delivery experience were chosen to serve 

as program leaders within each participating town. These educators were affiliated with 

Extension offices or rural healthcare centers and were members of the local community. Leaders 

worked in pairs with coordinators or alone to recruit eligible women, assist with screening and 

data collection procedures, and facilitate program classes. Coordinators were paraprofessionals 

or healthcare center employees who were also well-connected to the community. Recruitment 

strategies included advertising at community venues (e.g. flyers, information tables), targeted 

direct mailing, newspaper ads, website posts, and word of mouth referrals. Eligible participants 

were ≥ 40 years of age, English-speaking, and currently sedentary, with a BMI ≥ 25.  

 In addition to completing human subjects’ ethics training, leaders received extensive 

training in study procedures and curriculum facilitation through in-person workshops and 

interactive webinars. Training sessions covered SHHC program background, foundational 

knowledge related to curriculum content (e.g. nutrition and physical activity recommendations), 

guidelines for program facilitation, and sample lessons. Leaders and coordinators also received a 

comprehensive guidebook, which included the full program curriculum and materials needed for 

facilitation. Weekly phone calls were held with leaders and coordinators throughout the 

intervention period to address any program-related questions or issues, as well as to encourage 

similar delivery of the intervention across sites. 
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Table 3.1. Strong Hearts, Healthy Communities (SHHC) Process Evaluation Measures and Data Collection Methods 

Measure Definition* Method of data 
collection Data collected Personnel 

collecting data 

Reach Proportion of individuals 
participating in the intervention  

Enrollment records; 
U.S. Census data 

Number of SHHC participants 
Total number in target population Research team 

Participant 
Adherence 

Percentage of program classes 
attended (participation rate) After-class survey Attendance at SHHC classes Program leaders 

Fidelity Extent to which intervention is 
delivered as planned (quality)  After-class survey Adherence to curriculum 

components for each SHHC class Program leaders 

Dose Delivered 
Amount of intervention 
delivered, in any form  
(completeness) 

After-class survey Delivery of curriculum components 
for each SHHC class Program leaders 

Dose Received  
Extent to which participants are 
exposed and receptive to the 
intervention (exposure) 

After-class survey   

Total time spent in class during the 
SHHC program 
 

Effectiveness of SHHC classes for 
participants 

Program leaders 

Program 
Satisfaction 
(quantitative) 

Participant satisfaction with the 
intervention and program staff 

Post-intervention 
survey  

Satisfaction with the SHHC program 
 

Participation benefits 
 

Recommendations  

Participants 

Program 
Satisfaction 
(qualitative) 

Participant satisfaction with the 
intervention and program staff 

Participant focus 
groups; Program 
leader interviews 

Experiences participating in and 
facilitating the SHHC program  

Participants & 
program leaders  
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3.2.1 Procedures and Measures 

 Implementation of the SHHC intervention program was assessed using a mixed-methods 

process evaluation design. Evaluation measures were adapted from Saunders et al.24 and the 

Medical Research Council’s guidance for process evaluation of complex interventions.22 Table 

3.1 summarizes the measures and data collection methods used. Reach into the target population 

was calculated as the number of SHHC participants in each town divided by the total number of 

eligible women multiplied by 100. The number of eligible women in each town was estimated 

from U.S. Census data on the percentage of women age 40 and over and Behavioral Risk Factor 

Surveillance System data on the percentage of overweight/obese adults.  

 To assess fidelity, dose delivered, dose received, and participant adherence, leaders were 

asked to complete an online survey after each program class. Checklists were used to indicate 

whether each lesson topic was covered and if class materials were used during facilitation. 

Fidelity scores for each curriculum component were assigned as follows: 0 = not covered, 1 = 

yes, covered but modified; 2= yes, covered as prescribed. Dose delivered scores were assigned as 

follows: 0= not covered, 2=covered in any form (including adaptations or modifications). 

Component scores were summed and divided by the maximum possible fidelity or dose 

delivered score to obtain overall percent scores for each intervention site.  

 Dose received was defined as participants’ exposure to curriculum content and the extent 

to which they found this content effective.24 Total time spent in class during the program was 

used as a measure of curriculum exposure. To assess effectiveness, leaders were asked to 

respond to the following question: In your opinion, how effective was this class for participants? 

Response options ranged from very ineffective (1) to very effective (5). Participant adherence was 
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assessed using attendance records from the after-class surveys. Measures of dose received and 

participant adherence were subsequently averaged to create summary scores for each site.  

 To assess program satisfaction, SHHC participants were asked to complete an online 

survey after the intervention program ended. Survey measures included satisfaction with the 

program and benefits associated with participation. Questions related to program satisfaction and 

participation benefits were assessed on a 5-point rating scale. Participants were also asked a 

series of open-ended questions about program perceptions and suggestions for improvement.  

 To gain further insight into program experiences, focus group discussions were held with 

participants following program completion. Focus groups were conducted via Zoom’s audio 

conference platform (version 4.0, 2017), which allowed participants to dial in using in any 

landline or mobile phone. This method was utilized to accommodate travel constraints, minimize 

costs, and engage geographically dispersed participants.33–35 Participants were invited by 

program leaders to attend and received a $25 Amazon gift card for their time. Semi-structured 

telephone interviews were also conducted with program leaders and coordinators at each 

intervention site. Telephone focus groups ranged from 60 to 90 minutes, whereas interviews 

lasted approximately one hour. All focus groups and interviews were facilitated by a trained 

interviewer and audio recorded.  

 Focus group and interview guides were designed to assess satisfaction with the SHHC 

program, with a focus on suggested improvements and modifications. The questions explored 

overall experiences facilitating and participating in the SHHC program, as well as experiences 

related to specific program components (e.g. physical activity). Questions also assessed the 

influence of the overall SHHC program on individual, social, and environmental aspects of 

health.  
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 Participants provided written informed consent for all quantitative data collection 

procedures upon enrollment into the SHHC study. Oral informed consent was obtained from all 

participants and program leaders before conducting the focus groups and interviews. Study 

procedures and materials were approved by the Institutional Review Boards at Cornell 

University (file #1402004505) and Bassett Medical Center (file #2022).   

 

3.2.2 Data Analysis 

 Quantitative data were analyzed using SAS (version 9.4, SAS Institute Inc., Cary NC, 

2018). Participant characteristics and process evaluation survey measures were summarized 

using means and frequencies (%). Demographic differences between survey respondents and 

non-respondents, and focus group attendees and non-attendees were assessed using t-tests for 

continuous variables and chi-square tests of independence for categorical variables. Open-ended 

survey responses were qualitatively coded in NVivo (QSR International Pty Ltd. Version 11, 

2018) using the descriptive coding framework described below.  

 Audio recordings of the focus groups and interviews were transcribed verbatim and 

coded using NVivo. An initial descriptive coding framework was developed around relevant 

topics from the interview guides and iteratively revised to incorporate emergent themes. 

Descriptive codes were grouped into three main categories: positive aspects of the program, 

negative aspects of the program, and recommendations for improvement. These codes were 

organized to reflect participants’ perspectives on the overall SHHC curriculum as well as the 

physical activity and nutrition education components, specifically.  

 All coding decisions were systematically reviewed and discussed by three members of 

the research team and a subset of the transcripts were independently doubled-coded. Observed 
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agreement and adjusted kappa values were 97.6% and 95.2% respectively, suggesting high inter-

coder reliability. All analyses were conducted in 2016-2017.  

 

3.3 Results 

 A total of 194 women from sixteen rural towns (twelve in Montana; four in New York) 

were enrolled in the study.31 Of these, 101 women in eight towns (six in Montana and two in 

New York) received the SHHC intervention program. Intervention participants ranged in age 

from 41 to 81 years and were primarily non-Hispanic white (90%), married (67%), and either 

employed full-time (49%) or retired (24%). Table 3.2 presents the baseline sociodemographic 

characteristics of SHHC intervention participants.   

 Fifteen leaders and coordinators facilitated program classes across the eight SHHC 

intervention sites. Seven sites had leaders that co-facilitated with a coordinator while the eighth 

site only had one leader facilitating. All leaders (n=8) were female, non-Hispanic white, certified 

in cardiopulmonary resuscitation, and had completed graduate-level academic training. All 

coordinators (n=7) were female, non-Hispanic white, and had completed some college.  

 

3.3.1 Reach, Fidelity, and Dose Delivered 

 Overall reach was 3%, ranging from 7% in the smallest town to 1% in the largest town. 

Program leaders across most sites reported high levels of adherence to the SHHC curriculum 

(overall fidelity = 82%). Site-specific fidelity scores ranged from 80% to 89%, with the 

exception of town 2 (fidelity=63%). Dose delivered scores for each site were slightly higher than 

fidelity scores (overall dose delivered = 87%), which suggested that most program  
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Table 3.2. Sociodemographic Characteristics of Strong Hearts, Healthy Communities 
Intervention Participants  

Characteristic (n (%)) Overall 
(n=101) 

Survey 
respondents 

(n=74) 

Focus group 
attendees (n=46) 

Age [mean (SD)] 59 (9) 61 (9) 59 (9) 
BMI [mean (SD)] 34 (6) 35 (6) 36 (6) 
Race/ethnicity    
   Non-Hispanic white 91 (90) 67 (91) 44 (6) 
   Hispanic   1 (1) 0 (0) 0 (0) 
   Other 4 (4) 4 (5) 1 (2) 
   Not reported 5 (5) 3 (4) 1 (2) 
Education     
  High school graduate or less 22 (22) 15 (20) 10 (22) 
  Associate degree or some college 30 (30) 22 (30) 11 (24) 
  College degree 28 (28) 21 (29) 11 (24) 
  Post graduate/professional degree 14 (14) 12 (16) 12 (26) 
  Not reported 7 (7) 4 (5) 2 (4) 
Income    
   <$25,000 24 (24) 19 (26) 5 (11) 
   $25,000-$49,999 23 (23) 18 (24) 13 (28) 
   $50,000-$74,999 16 (16) 10 (14) 9 (20) 
   ≥$75,000 25 (24) 18 (24) 14 (30) 
   Not reported 13 (13) 9 (12) 5 (11) 
Marital Status    
  Married 68 (67) 51 (69) 36 (78) 
  Unmarried couple 2 (2) 0 (0) 0 (0) 
  Divorced 9 (9) 6 (8) 4 (9) 
  Widowed 14 (14) 12 (17) 5 (11) 
  Separated  1 (1) 1 (1) 0 (0) 
  Never been married 1 (1) 1 (1) 0 (0) 
  Not reported 6 (6) 3 (4) 1 (2) 
Employment Status     
  Employed 50 (49) 35 (47) 26 (56) 
  Self-employed 11 (11) 6 (8) 3 (7) 
  Retired 24 (24) 23 (31) 12 (26) 
  Homemaker 6 (6) 3 (4) 3 (7) 
  Out of work  1 (1) 1 (2) 0 (0) 
  Unable to work 4 (4) 3 (4) 1 (2) 
  Not reported 5 (5) 3 (4) 1 (2) 



 

61 

components were delivered as prescribed with limited modifications. Table 3.3 presents details 

about fidelity and dose delivered. 

 

3.3.2 Dose Received 

 As shown in Table 3.3, program classes lasted between 61 and 76 minutes for most sites, 

somewhat longer than the allocated 60-minute period. Overall, leaders rated the effectiveness of 

class sessions quite highly (3.9 out of 5), although site-specific ratings varied from neutral (3.2 

out of 5) to very effective (4.7 out of 5).   

 

3.3.3 Participant Adherence 

 On average participants attended 67% of program classes (site range: 53% to 81%), 

which amounted to approximately 38 contact hours. Of the 101 participants, 20 attended ≥ 90% 

of program classes and 25 participants attended 80% to 89% of classes, thus qualifying for a 

bonus Amazon gift card. No demographic differences were observed between participants with 

high attendance levels (≥80%) and those with lower attendance levels (<80%).  

 

3.3.4 Program Satisfaction: Mixed-Methods Questionnaire 

 A total of 74 SHHC participants (73%) completed the post-intervention satisfaction 

survey. Survey respondents were significantly older than non-respondents (n=27) (p<0.01, data 

not shown); however, no other demographic differences were observed (data not shown). Survey 

respondents attended 79% of program classes on average, while non-respondents had a 

significantly lower attendance rate of 37% (p<0.001, data not shown). 
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 Most responding participants (72%) were very satisfied with the SHHC program. 

Specific program components (e.g. lesson content) were well-received and participants reported 

noticeable improvements in fitness and eating habits. Almost half of participants (46%) were 

very satisfied with their resulting health changes and over 80% said they would definitely 

recommend the SHHC program to other women they knew (Appendix B, Supplementary 

Table 2). 

 Sixty-nice percent of participants reported aspects of the program they enjoyed, including 

camaraderie, peer accountability, and exposure to new foods. Ninety-three percent of participants 

reported aspects they did not enjoy, including insufficient time to cover class content, 

challenging strengthening exercises, and completing participant logs. Participants (82%) also 

identified several areas for improvement, such as increasing class length, restructuring program 

content, and allowing more time for discussion (Appendix B, Supplementary Table 3).  

 

3.3.5 Program Satisfaction: Qualitative Focus Groups and Interviews 

 A total of 46 SHHC participants (45%) attended the telephone focus group discussions. 

Focus groups ranged from three to nine participants, with an average size of five-six per group. 

Eight leaders and seven coordinators participated in the post-program interviews. Thirty women 

who did not attend the focus group discussions responded to the satisfaction survey, while two 

participants who did not complete the survey were able to attend a focus group. Thus, 75% of 

SHHC participants were reached using both methods as compared to reaching 45% through 

focus group discussions alone.  

 Focus group attendees were more likely to hold college degrees as compared to non-

attendees (n=55) (p<0.05, data not shown); however, no other significant demographic 
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differences were observed. Program attendance rates were significantly higher among focus 

group attendees (80%) compared to non-attendees (57%) (p<0.001, data not shown). Satisfaction 

ratings from the post-program survey were comparably high among women who attended the 

focus group discussions (n=44) and those who did not (n=30).  

 Thematic findings from the focus groups and interviews are briefly described in the text 

and illustrated with quotations. Additional quotes are presented in Table 3.4.  

 Overall program. Feedback about SHHC was predominantly positive, with the content 

described as thorough and well planned. Most participants emphasized the benefits of 

camaraderie among group members, which motivated them to make positive behavioral changes.  

“…in the beginning, I thought there was no way I could do this twice a week for six 
months. And then, it was just so much fun! I hated it if I had to miss one! Just the 
support…it really provided the motivation I needed to make changes.” 
(Participant_MT_01) 
 

 Many leaders attributed the successful delivery of program components to support from 

their coordinator. Similarly, participants frequently praised their leaders for their dedication and 

fostering a supportive environment. 

[Leaders were] very supportive! If anyone seemed like…they were having trouble with 
anything, they'd always stop and check with you to make sure that everything was okay. 
(Participant_NY_08) 
 

 Insufficient time to cover educational content was commonly viewed as a challenge 

among participants and leaders. Although women appreciated the time allocated towards in-class 

exercise, they felt that the educational content was too dense and rushed at times.  

“So often there wasn't time to go through the curriculum...and even when we could go 
through the curriculum...there just wasn't enough time...to make it really meaningful or 
powerful to them.” (Leader_MT_03) 
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 Among the most frequent recommendations was increasing class length by 15 to 30 

minutes. Although challenges to extending the sessions were acknowledged (e.g. family 

demands), many women expressed willingness to attend longer classes.  

“Most of the time class averaged an hour and a half ...and it didn't seem to bother them. 
So, I think if you're going to have the education piece and the exercise bit...you definitely 
need to have more than just an hour.” (Leader_MT_04) 
 

 Leaders and coordinators felt that participants would have benefitted from discussing 

specific nutrition topics (e.g. meal planning) earlier in the program. Participants were also eager 

for more directive strategies for engaging family members in healthy behavioral practices 

learned through the program.  

“The food portion…such as meal planning and…dealing with family, that was more 
towards the end of the curriculum...that would be a great thing just to start out with. That 
way they're trying to make those changes from the beginning.” (Coordinator_MT_04) 

 

 Physical activity components. Participants, leaders, and coordinators all expressed 

enthusiasm for the in-class exercise sessions, commending the gradual progression of intensity, 

limited equipment requirements, and consistent frequency. Participants also benefitted from the 

support of and accountability to fellow group members.  

“And I know it's a lot easier to do lunges and squats with that group than it is when I'm 
[laugh] by myself, I'm like, ‘Oh yep, seven, I'm done.’" (Participant_MT_02) 
 

Most women enjoyed using the Fitbit trackers provided by the research team to monitor their 

daily step counts and compete with fellow Fitbit users (Fitbit Inc., San Francisco, CA). 

“My motivation was the Fitbit...because I have been dealing with my illness for two 
years, and it pulled me out of a... slump, because it gave me a reason to move...and I did 
not, honest to God, quit until I hit that ten thousand steps, every day, and...it was the 
greatest thing.” (Participant_MT_01) 
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 Leaders and coordinators emphasized some difficulties completing the floor-based 

strengthening exercises due to mobility constraints. Many women also struggled to keep up with 

fast-moving aerobic dance routines in class (e.g. Zumba) and preferred the slower-paced walking 

videos.  

“In the aerobic dance, they're moving across the floor in different directions…and people 
would get a little discombobulated... you're not really working out, you're just trying to 
stay where you're supposed to be...people weren't able to follow that quite as easily, so it 
got a little off-track.” (Leader_MT_02) 
 

 Suggestions for improvement were to include a greater variety of easy-to-follow aerobics 

videos and enhancing the consistency of strength-training exercises. Many leaders and 

coordinators also recommended adding more modifications to allow participants to complete 

exercises safely and effectively.  

“And some of them weren't willing or able to get down on the ground, so having 
alternatives for those folks, I mean even though the goal is to give them the confidence 
that if they...did fall or anything, they could get back up and to try to build some of 
that...balance and coordination.” (Leader_NY_07) 
 

 Nutrition education. Participants appreciated the range of nutrition topics covered in 

class and found the sessions about meal planning, portion size, and nutrition labels particularly 

helpful. The class recipes and food demonstrations encouraged many participants to use new 

ingredients when cooking at home. Many women also credited the program for enhancing their 

awareness of healthy eating strategies and reinforcing existing knowledge.  

“It just makes you more aware, and you're...reading labels more...thinking more 
about...portion size…and what you're eating...those kinds of things...so, yes, it was 
worthwhile!” (Participant_NY_07) 
 

 Several leaders and participants suggested the need for more prescriptive guidance on 

incorporating healthy eating habits into daily routines. Without structured recommendations or 

strategies, women struggled to maintain good nutrition habits outside of class.  
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“I think we gave out a lot of information, and I think we needed to be a little more 
proactive…we just gave out information, but there wasn’t a whole lot of accountability, 
so it was like “Here’s this, do what you will with it” …So a lot of people they close their 
binders, they go home, that’s the end of it.” (Leader_MT_02) 
 

 Despite the benefits of providing class snacks, they often posed a logistical challenge for 

program leaders. It was also suggested that the program needed additional and more creative 

guidelines for rural areas where food access may be limited and expensive.  

“In a rural area…we don't quite have access to all the healthier type foods…When you 
go into the big cities the produce department is humungous…in my community, it’s 
probably about a twenty-foot section [laugh] that's about four-foot deep...And it's 
expensive, a lot of fresh produce around here is expensive.” (Participant_MT_03) 
 

 Most women expressed willingness to prepare recipes on a rotating basis to reduce the 

burden upon leaders and coordinators and provide a cost-sharing benefit to the program. 

Additional recommendations included tailoring meal planning strategies to rural areas and 

allocating more time to discuss nutrition topics. 

“...we all knew a lot of the information but when somebody would say, ‘Oh! This has 
really worked for me!’… there was a lot of ideas on getting your water intake...some 
people were really struggling with that… and I don't know, we got a lot from each other” 
(Participant_MT_06) 
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Table 3.3. Process Evaluation Results by Strong Hearts, Healthy Communities (SHHC) Intervention Site (n=8)   

Site Fidelitya  Dose 
deliveredb Reachc No. of classes 

attendedd (%) 
Class length 

(min) 

Total 
class 
hours 

Class 
effectivenesse 

Town 1 85% 88% 7% 29 (61) 62 30 4.2 

Town 2 63% 69% 2% 26 (54) 61 27 3.2 

Town 3 83% 87% 2% 35 (73) 63 37 3.8 

Town 4 87% 93% 2% 34 (70) 93 53 4.7 

Town 5 80% 86% 1% 27 (57) 61 28 4.1 

Town 6 83% 88% 4% 35 (73) 62 36 3.7 

Town 7 88% 92% 2% 34 (71) 74 42 4.3 

Town 8 89% 92% 1% 39 (81) 76 49 3.9 
aRepresents the percentage of curriculum components delivered in complete form (as prescribed) 
bRepresents the percentage of curriculum components delivered in any form (as prescribed or modified/adapted) 
cRepresents the number of SHHC intervention participants divided by the total number of eligible women in each town 
dRepresents the average number and percentage of classes attended by SHHC intervention participants 
eRepresents the average class effectiveness on a scale of 1 (very ineffective) to 5 (very effective)  
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Table 3.4. Lessons Learned from the Strong Hearts, Healthy Communities Program: Focus Group (n=46) and Interview 
(n=15) Responses 

Theme 1: Positive Aspects of Overall Program 

 Subtheme Respondent Selected Quotes  

Thorough and 
organized content 

Leaders/coordinators 
and participants 

“I just thought it was a fantastic program…as far as how it was organized and the 
content material…you know, it covered a wide range of topics...and it was all very 
well put together and very well done.” (Participant_MT_01) 

Group camaraderie   Participants 

“…in the beginning, I thought there was no way I could do this twice a week for six 
months. And then, it was just so much fun! I hated it if I had to miss one! Just the 
support…it really provided the motivation I needed to make changes.” 
(Participant_MT_01) 

Dedication of leaders 
and coordinators 

Leaders/coordinators 
and participants 

 [Leaders were] very supportive! If anyone seemed like…they were having trouble 
with anything, they'd always stop and check with you to make sure that everything 
was okay. (Participant_NY_08) 
 

“Having a…co-leader was...amazing, and I would not have been able to do it without 
her.” (Leader_MT_05) 

Theme 2: Negative Aspects of Overall Program 

Subtheme Respondent Selected Quotes 

Insufficient class time Leaders/coordinators 
and participants 

“So often there wasn't time to go through the curriculum...and even when we could go 
through the curriculum...there just wasn't enough time...to make it really meaningful 
or powerful to them.” (Leader_MT_03) 
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Limited social influence 
and support  

Leaders/coordinators 
and participants 

“I think the friends and family part of it would have been much bigger in our 
community if we stressed to them how much they needed to be doing this at home. It 
wasn't just come to the class and do it, but try to bring it home with you…this is not a 
two day a week lifestyle change, it's a seven day a week lifestyle change.” 
(Coordinator_MT_06) 
 

“I don't know how effective it [social support content] was for the women...a lot of 
them have stress in their lives that I can't even relate to…A big problem for our 
participants was that their husbands, or their families, refused to eat healthy… so 
they ended up having to make two dinners. And so it's always this constant difficulty 
for them.” (Coordinator_MT_03)  

 Theme 3: Recommendations for Overall Program  

Subtheme Respondent Selected Quotes 

Extending class time  Leaders/coordinators 
and participants 

“…the class was not long enough, [laugh]...it was supposed to be an hour...but, it 
was just not enough time. Most of the time it averaged I would say an hour and a 
half...and it didn't seem to bother them. So, I think if you're going to have the 
education piece and the exercise bit...you definitely need to have more than just an 
hour.” (Leader_MT_04) 
 

“One of the things I would see as a change in the program would be to have more 
time for the discussion groups…When we got into having a half-hour of aerobic 
exercise and then fifteen minutes of strength training, it didn't really leave any time to 
discuss all the stuff that was in the book.” (Participant_NY_07) 

Reorganizing content Leaders/coordinators 
and participants 

“The food portion…such as meal planning and…dealing with family, that was more 
towards the end of the curriculum...that would be a great thing just to start out with. 
That way they're trying to make those changes from the beginning.” 
(Coordinator_MT_04) 

Emphasizing goal 
setting Leaders/coordinators 

“…I think that the goals are very important. But we didn't follow through with the 
goals! To me if I was changing the curriculum, every week we would have had a 
goal. You set your goals, and you...look at your neighbor and say, "Here's my goals." 
Then you follow back up on them.” (Leader_MT_02) 
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 Theme 4: Positive Aspects of Physical Activity Components  

Subtheme Respondent Selected Quotes 

Exercise enjoyment Leaders/coordinators 
and participants 

“I'm just glad you introduced us to the walking videos…in the winter, to go outside 
and walk … I guess you could do it, but if it's icy or something you're not going to. 
And those videos they really give you what you need, and by the time you're done 
that thirty minutes doesn't seem like thirty minutes!” (Participant_MT_03) 

Peer support and 
accountability Participants “And I know it's a lot easier to do lunges and squats with that group than it is when 

I'm [laugh] by myself, I'm like, ‘Oh yep, seven, I'm done.’" (Participant_MT_02) 

Fitbit usage Participants 

 “My motivation was the Fitbit...because I have been dealing with my illness for two 
years, and it pulled me out of a... slump, because it gave me a reason to move...and I 
did not, honest to God, quit until I hit that ten thousand steps, every day, and...it was 
the greatest thing.” (Participant_MT_01) 

 Theme 5: Negative Aspects of Physical Activity Components  

Subtheme Respondent Selected Quotes 

Complex aerobic 
routines 

Leaders/coordinators 
and participants 

“In the aerobic dance, they're moving across the floor in different directions…and 
people would get a little discombobulated... you're not really working out, you're just 
trying to stay where you're supposed to be...people weren't able to follow that quite 
as easily, so it got a little off-track.” (Leader_MT_02) 

Inconsistent and 
difficult strength 
training 

Leaders/coordinators 

“So, for weights... when we were following the curriculum it was sporadic, so you 
might do... bicep curls, squats, and lunges today, but then we didn’t do those three 
things again over the next month. And so, those women unless they were doing them 
at home, didn't gain any benefit from just doing their reps that one day.” 
(Coordinator_MT_02) 
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 Theme 6: Recommendations for Physical Activity Components 

Subtheme Respondent Selected Quotes 

Improving variety and 
consistency 

Leaders/coordinators 
and participants 

“It would be nice to get into a pattern…if we're meeting on Tuesdays and Thursdays, 
we're going to go through and we're going to do all of these exercises...maybe we 
have to whittle it down a little but we're going to do all of them twice a week, so that 
way they get a consistent benefit.” (Coordinator_MT_02) 
 

“I guess there could have been a little more variety... We bought some videos 
ourselves, and a lot of us had different ones... Maybe that could have been 
something... a few time have members bring in the videos they like...Just to mix it up 
a little.” (Participant_MT_06) 

Modifying strength 
exercises  Leaders/coordinators 

“And some of them weren't willing...to get, or able to get down on the ground, so 
having alternatives for those folks, I mean even though the goal is to give them the 
confidence that if they...did fall or anything, they could get back up and to try to build 
some of that...balance and coordination.” (Leader_NY_07) 

 Theme 7: Positive Aspects of Nutrition Education 

Subtheme Respondent Selected Quotes 

Awareness of healthy 
strategies  Participants 

“It just makes you more aware, and you're...reading labels more...thinking more 
about...portion size…and what you're eating...those kinds of things...so, yes, it was 
worthwhile!” (Participant_NY_07) 

Exposure to new foods Participants 

“You know, they made a lot of snacks that I enjoyed, that I wouldn't have thought 
about eating...that were really quite good, and I probably wouldn't have tried them if 
I would have just read the recipe...but after trying them I definitely would have made 
some of them.” (Participant_MT_06) 
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 Theme 8: Negative Aspects of Nutrition Education 

Subtheme Respondent Selected Quotes 

Extensive preparation 
time Leaders/coordinators 

“…they took so much of our time to prepare... we were having to use what would 
have regularly been office time and after hours’ time... so that we could get them to 
the class every night.” (Leader_MT_04) 

Limited applicability Leaders/coordinators 

“I think we gave out a lot of information, and I think we needed to be a little more 
proactive…we just gave out information, but there wasn’t a whole lot of 
accountability, so it was like “Here’s this, do what you will with it” …So a lot of 
people they close their binders, they go home, that’s the end of it.” (Leader_MT_02) 

Inadequate food access Leaders/coordinators 
and participants 

 “In a rural area…we don't quite have access to all the healthier type foods…When 
you go into the big cities the produce department is humungous…in my community, 
it’s probably about a twenty-foot section [laugh] that's about four-foot deep...And 
it's expensive, a lot of fresh produce around here is expensive.” 
(Participant_MT_03) 

 Theme 9: Recommendations for Nutrition Education 

Subtheme Respondent Selected Quotes 

Sharing food 
preparation 

Leaders/coordinators 
and participants 

“...we're going to continue in September, start up again, just cause summer's busy, 
and they were willing to <bring snacks>... Especially now that the funds aren't 
there...that'll be excellent for our group.” (Coordinator_MT_04) 

Increasing discussion 
time Participants 

“...we all knew a lot of the information but when somebody would say, ‘Oh! This has 
really worked for me!’… there was a lot of ideas on getting your water intake...some 
people were really struggling with that… and I don't know, we got a lot from each 
other” (Participant_MT_06) 
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3.4 Discussion  

 Understanding the implementation of health behavior change interventions for women is 

critical to improving intervention effectiveness and informing dissemination efforts, yet evidence 

from rural-specific contexts remains limited. The purpose of the current study was to evaluate 

the implementation of a CVD prevention program for rural women, Strong Hearts, Healthy 

Communities (SHHC). Previously published findings highlighted the effectiveness of the SHHC 

intervention in reducing CVD risk factors as compared with the control program.31 Results from 

this process evaluation offer additional insights into program implementation in rural settings. 

 High fidelity scores (>80%) were observed across all but 1 intervention site, a level of 

fidelity comparable to other behavioral interventions for adults.36–39 This supports the use of 

community health educators in delivering behavior change interventions in rural areas. Despite 

strong positive feedback about the program, average attendance (67%) was lower than 

anticipated (>75%).21 This may be attributable to program duration and dose (twice per week for 

six months); however, the provision of an attendance bonus may have buffered this impact. 

Attendance during the first three months of the SHHC program averaged 81%, which is similar 

to or higher than other programs of a similar duration, which reported attendance rates between 

75% and 80%. 21,40  

 Overall, SHHC participants were highly satisfied with the program and would readily 

recommend it to other women in their community. Similar to previous studies among rural 

women, participants discussed the benefits of peer support and social interaction in keeping 

themselves accountable and motivated.12,26,41 Despite long commutes and busy schedules, 

women looked forward to the weekly classes and willingly set aside time to attend. Self-

monitoring with Fitbit trackers was another effective strategy to promote daily activity. This 
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supports existing research highlighting the feasibility of automated fitness trackers among older 

adults and women.42,43  

 Most recommendations from participants, leaders, and coordinators were related to 

integrating program components rather than contextual challenges (e.g. limited space and 

financial constraints), which suggests that the SHHC program adequately addressed rural-

specific barriers to implementation. These findings echo results from previous StrongWomen 

program evaluations, which reported sufficient funding and resources for program delivery.28,39 

However, several participants felt that some program recipes and meal planning strategies should 

better account for the high cost and limited availability of healthy food in rural areas.  

 Key recommendations included increasing strength training and exercise variety, 

changing the order of curriculum components, and allocating more time for instruction. Future 

iterations of the SHHC program should include additional aerobic exercise DVDs, consistent 

strength training schedules, and earlier introduction of nutrition education topics (i.e. within the 

first month). If possible, lessons should be extended or streamlined to allow for richer group 

discussions and more time to cover program content. While many SHHC participants expressed 

willingness to attend longer sessions, it may be unrealistic to expect this time commitment from 

all individuals.  

 

3.4.1 Limitations  

 Some limitations of this research should be noted. Firstly, the SHHC program was 

specifically designed to reduce CVD risk among midlife and older rural women who were 

sedentary and overweight/obese. As such, findings from this process evaluation cannot be 

generalized to other rural populations or other behavioral intervention programs. Secondly, 
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measures of fidelity and dose were assessed only by leaders, which might have positively biased 

the results. However, independent observations could have introduced bias if program leaders 

behaved differently while being observed (e.g. more or less adherent to the curriculum).44 

Although self-report assessments may have limited validity, they do offer several advantages 

including cost and time savings.44 Finally, it is possible that participants who chose to attend the 

focus group discussions felt more positively about the program. Although no differences in 

satisfaction ratings were observed among attendees and non-attendees who completed the 

survey, about one-quarter of SHHC participants did not respond to the survey. These non-

respondents had lower attendance rates, which may indicate differential perceptions of the 

program.  

 

3.4.2 Conclusions 

 Designing programs that require reasonable time commitments from participants while 

providing adequate opportunities for skill-based learning and group interaction remains a 

challenge for health promotion programs. Recommended strategies for ensuring high fidelity and 

participant satisfaction include involving local health educators as program facilitators and 

offering face-to-face group classes. Although online or telehealth approaches are often 

recommended for rural locations, in-person sessions were an effective way to engage SHHC 

participants. Future process evaluations might compare self-reported fidelity measures with 

independent observations to better understand and minimize bias. In addition, future multilevel 

intervention studies might examine how context influences program implementation by 

including a multilevel process evaluation to capture how the program is operationalized at the 

social and community levels. Results from the present evaluation have guided improvements to 
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the SHHC program for a second phase of implementation, including tailoring and reordering 

program components to better accommodate time constraints and participants’ learning needs. 

Furthermore, these findings will inform the design and implementation of future health 

promotion interventions for medically underserved, rural populations.   
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CHAPTER 4 

INTEGRATING CIVIC ENGAGEMENT INTO A CARDIOVASCULAR DISEASE 

PREVENTION PROGRAM FOR RURAL WOMEN: A MIXED-METHODS EVALUATION 

 
4.1 Introduction 

 Environmental conditions underlie many of the health disparities observed between urban 

and rural settings.1–4 The impact of poverty, low educational attainment, and unemployment in 

rural areas is compounded by factors such as geographic isolation, inadequate access to 

nutritious foods, and limited physical activity resources. 5–10 Women living in rural areas often 

face greater socioeconomic and environmental disadvantage compared to their urban 

counterparts, which predisposes them to health risk behaviors such as poor diet, physical 

inactivity, and tobacco use.11–16 

 One promising strategy for improving rural environments and reducing health disparities 

is a civic engagement for built environment change approach. We define civic engagement as the 

“collective actions designed to identify and address issues of public concern.”17 This process 

integrates resident-led community assessments with collaborative efforts to catalyze community-

level change.18 Civic engagement initiatives may address issues of physical and economic 

access, including poor availability and high prices of healthy foods, limited local recreation 

facilities, and inadequate active transport infrastructure.18–25 Locally driven initiatives may also 

be effective at shifting socio-cultural norms around dietary habits and exercise that are rooted in 

rural areas.26  

 Previous studies have successfully demonstrated implementation of civic engagement 

initiatives that promote environmental change in community settings.18–25 By engaging 

community residents and acknowledging location-specific needs and resources, civic 
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engagement initiatives may be likely to provide relevant and feasible solutions. However, civic 

engagement approaches remain understudied in rural contexts, particularly among women in 

medically underserved areas. Importantly, no studies have evaluated the integration of civic 

engagement initiatives with behavioral intervention programs to directly support health behavior 

change in rural areas.  

 To address these gaps, we designed a civic engagement curriculum – the HEART Club 

(encouraging Healthy Eating and Activity in Rural Towns), also known as the Change Club21– to 

promote resident-led changes in rural food and physical activity environments. This curriculum 

has been pilot-tested in rural towns across eight U.S. states and was successfully implemented by 

community residents in all locations.18,21 We subsequently adapted the HEART Club curriculum 

for inclusion into a community-based behavioral intervention program for rural women in New 

York and Montana. The present study aimed to evaluate the implementation and effectiveness of 

this integrated civic engagement approach using a mixed-methods evaluation framework.  

 

4.2 Methods 

 This work was conducted as part of a community-based cardiovascular disease 

prevention trial that occurred during 2015-2016, Strong Hearts, Healthy Communities (SHHC). 

SHHC is an innovative behavioral intervention program that aims to reduce body weight, 

improve dietary habits, and promote physical activity among midlife and older women. Program 

development was informed by extensive formative research including community environmental 

assessments, focus groups with local residents, and key informant interviews with community 

leaders and health educators.28 
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 Details about study eligibility and recruitment procedures have been previously 

published.29 Sixteen rural towns in Montana and New York were randomized to receive the 

SHHC full intervention program (eight towns) or a minimal intervention control program (eight 

towns). All towns were required to meet the following criteria: (1) rural-urban commuting area 

(RUCA) code of 7 or higher; (2) medically underserved area/population as designated by the 

Health Resources and Services Administration. Towns were matched based on population size 

and RUCA code prior to randomization.  

 In each town, local health educators recruited program participants via press releases, 

flyers, direct mail postcards, website postings, and word of mouth referrals. Women were 

eligible to participate if they were 40 years or older, currently sedentary (not meeting the 

Physical Activity Guidelines for Americans or having an estimated total energy expenditure 

below 34 kcal/kg per day, per seven-day physical activity recall), and overweight or obese (BMI 

≥ 25).  

 Educators served as program leaders and were responsible for facilitating classes and 

helping to coordinate other intervention-related activities (e.g. screening and data collection 

visits). These educators were affiliated with Extension offices or rural healthcare centers and had 

extensive experience working with rural women and delivering community-based health 

programs. Most leaders worked in pairs with program coordinators to implement the SHHC 

program. Coordinators were paraprofessionals or healthcare center employees who were 

members of the local community.  
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4.2.1 Intervention Procedures 

 SHHC program classes were held twice per week for an hour over the 24-week 

intervention period (48 classes total). The SHHC curriculum included detailed facilitation 

guidelines, participant handouts, and materials needed for class activities. Program components 

included skills-based nutrition education, in-class strength training and aerobic exercise, and 

HEART Club civic engagement activities. Leaders and coordinators received extensive training 

on program facilitation through in-person workshops and interactive webinars. They were 

provided with additional support during the intervention through weekly conference calls with 

the research team. 

 This study focuses on the HEART Club component of the SHHC program. The overall 

aim of the HEART Club was to a create sustainable improvement in the local food or physical 

activity environment that could support SHHC participants’ lifestyle changes. HEART Club 

activities were divided across nine of the 48 program classes, with two meetings held outside of 

class time. Two hours were allocated for each out-of-class session. Additional out-of-class 

meetings were scheduled for project planning purposes as necessary. Table 4.1 outlines the 

specific components of each HEART Club class.  

 Each HEART Club group conducted an initial community assessment to identify local 

needs and resources. Groups were instructed to follow a one-mile walking route from the center 

of town and document barriers and facilitators to healthy eating and active living. Handouts 

provided to guide this walk-about activity are included in the Supplemental Materials. One 

member of each group was provided with an electronic tablet to take photographs during the 

walk. After completing the walk-about, participants reflected about their experiences while 

reviewing the pictures and written notes.  
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Table 4.1. SHHC HEART Club Curriculum Civic Engagement Components 

Class Topics Covered Specific Activities   

Out of Class 1 HEART Club Introduction  
Community Assessment  

v Discuss the HEART Club’s purpose and class structure  
v Learn how to identify community features that support or hinder healthy living 
v Conduct a one-mile walk-about to document community features  

Class 9 Issue Selection  v Brainstorm potential community issues 
v Select a specific issue to address 

Class 10 Mission Statement  v Describe the nature and target of the group’s work 
v Develop a specific mission statement  

Class 12 Asset Mapping    
Establishing Benchmarks 

v Identify personal and community assets 
v Create specific benchmarks to achieve project goals 

Out of Class 2 Group Cohesion Activities 
Action Planning 

v Complete activities to enhance communication and team-building skills 
v Develop action plans based on project benchmarks 
v Assign tasks and timelines for completion  

Class 13 Identify Stakeholders v Learn how to approach and contact stakeholders  
v Brainstorm potential stakeholders and assign contacts 

Class 15 Stakeholder Check-In v Check-in on assigned stakeholder contacts 

Class 19 Future Progress v Discuss anticipated project achievements after one year 

Class 20 Unified Message v Develop a unified message outlining what the HEART Club represents and how the 
group will achieve its mission 

Class 21 HEART Club Charter v Create a charter to formalize leadership responsibilities, meeting schedules, and member 
expectations  

Class 43 Final Check-In v Check-in on group progress and establish a plan for continued communication 
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 Information from these assessments was used to prioritize and select a target 

environmental issue to address in their community. Example focus areas included: promoting 

healthy restaurant options, highlighting community recreation areas and local walking trails, or 

improving health-related screening services.  

 Groups defined an overarching project goal or ‘mission statement’ based on their target 

issue and developed specific benchmarks for achieving this goal. Example mission statements 

included: ‘providing a well-lit, well-marked walking path with safe crosswalks and rest areas 

along the route’ and ‘sponsoring a county-wide health fair to increase knowledge of a heart-

healthy lifestyle.’  Program leaders guided participants through personal and community asset 

mapping, action planning, and team-building exercises to assist with project implementation. 

Group members were encouraged to communicate outside of HEART Club classes and continue 

working towards project goals after the SHHC program ended.  

 

4.2.2 Evaluation Measures  

 A mixed-methods design was used to evaluate the implementation and effectiveness of 

HEART Club activities across SHHC intervention sites. Implementation measures were adapted 

from Saunders et al.30 and the Medical Research Council’s guidance for process evaluation of 

complex interventions. Indicators included fidelity (whether curriculum components were 

delivered as prescribed), dose delivered (whether curriculum components were delivered in any 

form), dose received (exposure to and effectiveness of curriculum content) and participant 

adherence (attendance at HEART Club sessions). We also assessed implementation successes, 

challenges, and suggestions for improvement.  
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 Short-term indicators of effectiveness included the number and success of benchmarks 

accomplished at three months’ post-intervention, and factors influencing group progress. Longer-

term indicators of effectiveness included progress toward project benchmarks at six, nine or 

twelve months’ post-intervention and initiation of new projects. Table 4.2 summarizes the 

evaluation indicators and data sources used in the present study. 

 Program leaders were required to complete online evaluation surveys after each HEART 

Club class to measure fidelity, dose delivered, dose received, and participant adherence. 

Checklists were used to indicate whether each HEART Club lesson topic or activity was covered 

and if curriculum materials were used during facilitation. Fidelity scores for each HEART Club 

curriculum component were assigned as follows:  0 = not covered, 1 = yes, covered but 

modified; 2 = yes, covered as designated. Dose delivered scores were assigned as follows:  0= 

not covered, 2 =covered in any form (including adaptations or modifications).  To assess dose 

received, leaders were asked to rate the effectiveness of each HEART Club class for participants 

on a five-point rating scale (1=very ineffective; 5=very effective). Leaders also recorded the 

length of each class (as a measure of exposure) and monitored participant attendance (as a 

measure of adherence). Lastly, the surveys included open-ended questions for leaders to 

document all HEART Club related activities (e.g. issue selection, benchmarks, action plans) and 

highlight any implementation challenges.  

 Leaders also completed four online progress surveys at three-month intervals after the 

SHHC program ended (three, six, nine, and twelve months’ post-intervention). Survey questions 

assessed whether HEART Club project benchmarks were accomplished (yes, somewhat, no) and 

how successfully groups achieved each benchmark on a scale from 1 to 10 (1=not successful, 

10=completely successful). Open-ended questions related to benchmark progress and roadblocks
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Table 4.2. SHHC HEART Club Evaluation Indicators and Data Sources  

Domain Indicators Data Sources 

Implementation 

v Fidelity of curriculum delivery  
v Dose of curriculum activities delivered  
v Participant attendance at HEART Club classes (adherence) 
v Effectiveness of curriculum activities (dose received)  

  Post-class surveys  

v Implementation supports, challenges, adaptations and 
recommendations   Focus groups & interviews 

Effectiveness  
(short-term) 

v Benchmark accomplishment (3 months’ post) 
v Benchmark success (3 months’ post) 
v Factors influencing progress towards project goals  

Outcome evaluation 
surveys  

v Factors influencing progress towards project goals Focus groups & interviews 

Effectiveness  
(long-term) 

v Benchmark accomplishment (6 months, 9 months, 12 months’ post)  
v Benchmark success (6 months, 9 months, 12 months’ post) 
v Initiation of new projects   

Outcome evaluation 
surveys  
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encountered were also included. All surveys were administered through Qualtrics’ online 

platform.  

 To further examine the implementation and effectiveness of HEART Club activities, 

interviews and focus groups were conducted after the SHHC program ended. Semi-structured 

telephone interviews were held with all program leaders and coordinators (n = 15) and lasted 

approximately one hour. Focus group discussions with participants (n = 8 groups; n = 46 

individuals) ranged from 60 to 90 minutes and were conducted via Zoom’s audio conference 

platform. All interviews and focus groups were facilitated by two research team members with 

experience in qualitative research methods.  

 Discussion guides for the interviews and focus groups were divided into four main 

sections: (1) curriculum activities, (2) benchmark accomplishment, (3) personal engagement and 

satisfaction, and (4) next steps and improvements (Appendix C). Specific topics included 

effective and challenging aspects of the HEART Club curriculum, progress towards project 

benchmarks, facilitators and barriers to benchmark accomplishment, future directions, and 

suggestions for improvement.  

 Participants, leaders, and coordinators were asked to provide oral informed consent prior 

to attending the focus groups and interviews. All study procedures and materials were approved 

by the Institutional Review Boards at Cornell University (file #1402004505) and Bassett Medical 

Center (file #2022).   

 

4.2.3 Data Analysis 

   Descriptive statistics were used to summarize participant characteristics and survey 

measures of implementation and effectiveness. Focus group and interview recordings were 
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transcribed verbatim, cross-checked, and coded using qualitative data analysis software. 

Descriptive codes were created around relevant topics from the discussion guides and iteratively 

revised to reflect emergent themes related to implementation and effectiveness. After all 

transcripts were coded by the primary author, coding decisions were reviewed by other members 

of the research team and revised until agreement was reached. All analyses were conducted in 

2017-2018 using Microsoft Excel 2014 and SAS v.9.4 for quantitative data and NVivo 11 for 

qualitative data.  

 

4.3 Results 

 A total of 101 women from the eight intervention towns received the HEART Club 

curriculum. Of these, 46 women attended the focus group discussions. Program participants 

ranged in age from 41 to 81 years and were primarily non-Hispanic white (90%), married (67%), 

and either employed full-time (49%) or retired (24%). Focus group attendees were more likely to 

be college educated than non-attendees; however, no other statistically significant demographic 

differences were observed (p<0.05, data not shown).   

 Fifteen leaders and coordinators participated in the post-program interviews. All leaders 

(n = 8) were female, non-Hispanic white, CPR certified, and had completed graduate-level 

academic training. All coordinators (n = 7) were female, non-Hispanic white, and had completed 

some college.  

 

4.3.1 Implementation 

 Table 4.3 presents implementation measures by SHHC site. Overall fidelity to the 

HEART Club curriculum was high (78%); however, fidelity scores varied considerably across 
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sites (range: 31% to 99%). Dose delivered scores for each site were similar to fidelity scores, 

suggesting that most program components were delivered as prescribed with some modifications.  

 Ninety-five percent of women who participated in the SHHC program attended at least 

one HEART Club class. On average, participants attended 69% of HEART Club classes. In-class 

HEART Club sessions lasted 71 minutes on average, longer than the allocated 60-minute time 

period. In contrast, out of class sessions lasted 100 minutes on average, less than the allocated 

120 minutes. Overall, program leaders rated the effectiveness of HEART Club classes highly 

(4.1 out of 5). However, two sites had notably lower effectiveness ratings (Town 2 = 2.9 out of 5; 

Town 6 = 3.4 out of 5). 

 Key themes related to the implementation of HEART Club activities are presented in the 

text and illustrated with quotations. Additional quotes and subthemes are presented in Table 4.4. 

Facilitators of implementation included curriculum structure, collective effort, and effective 

facilitation. Among sites with higher fidelity scores, participants found the curriculum activities 

helpful for implementing project goals.  

“Yes, I think you put together those steps and those processes really well. When you look 
at a big project like this you would think, ‘Where on Earth do you even start?’ You 
know…so you really gave us a starting point and a plan on how to reach our goal.” 
(Participant_01) 
 

 Leaders whose group members shared a common vision and were willing to work 

collaboratively were more likely to report HEART Club classes as effective. Having leaders who 

were enthusiastic about the HEART Club process and comfortable facilitating curriculum topics 

also contributed to successful implementation.  

“And I think that [leaders] were fantastic in in leading us and going through the manual 
and telling us what the expectations were and what we were doing and…thought that was 
all great.” (Participant_05) 
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 Barriers to implementation included readiness for civic engagement, insufficient time, 

and inadequate facilitation guidelines. Most groups considered the HEART Club activities a 

lower priority, noting that these activities detracted from the personal lifestyle changes they were 

trying to achieve. Participants had signed up for the SHHC program to focus on their own health 

and many did not understand the expectations or time commitment required for the civic 

engagement component. Leaders often found it challenging to facilitate class activities when 

participants were feeling less motivated and overwhelmed by the prospect of community change.  

 “Our group kind of rebelled against the community activities at first, because they just 
felt overwhelmed and were really frustrated and a lot of them are people who have been 
really active in the community…so they were kind of frustrated cause they felt like ‘I'm 
doing this for me…I don't want a community project…I just want to take time to do this 
for myself’.” (Leader_06) 
 

 Both participants and leaders expressed challenges with the structure and timing of 

HEART Club activities. Groups offered mixed reviews about HEART Club facilitation 

guidelines – some desired more direction (e.g. walkabout activity) while others felt that the 

activities were too prescribed. Most sites struggled to schedule time for the out of class sessions 

and suggested that these be integrated into the program classes in the future; they also suggested 

that more time be allocated towards curriculum activities.  

“The time frame was really tough. Class and the amount of information that we were 
asked to present…and then ask people to discuss when there really wasn't time for them 
to get into it.” (Leader_07) 

 

 Overall, leaders reported few adaptations to HEART Club classes. Adaptations that were 

made fell into two broad categories: 1) activity modifications and 2) schedule changes. Several 

leaders opted to use different materials during facilitation (e.g. projectors instead of flipcharts) or 

ask participants to complete certain activities at home. In some instances, leaders had to combine 
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curriculum activities and/or postpone HEART Club classes to account for slow progress or poor 

attendance.    

“Since we had not picked a topic yet, we couldn't identify the stakeholders. We finally 
chose a topic and made a mission statement and completed the asset mapping activities 
during this class. We will move on to stakeholders next.” (Leader_02) 

 
 One of the most common recommendations was to introduce HEART Club activities 

later in the program—about halfway through. With the exception of one site, groups felt that 

they would have been more prepared and motivated to implement a community project later on.  

Other recommendations included providing better guidelines and example community projects, 

and reframing the HEART Club as way to support healthy lifestyle choices after program classes 

ended. 

“Well, I really do think what you've talked about with the timing being halfway through 
the class, that it would be an entirely different process and that they would have a greater 
ownership in it. Especially... framing the HEART Club as..."this is for you to create a 
plan to continue these healthy choices after the class stops meeting"… (Leader_03) 
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Table 4.3. HEART Club Implementation Indicators by Strong Hearts, Healthy Communities Intervention Site (n=8)  

Town No. of 
Participants Fidelitya  Dose deliveredb No. of classes 

attendedc (%) 
Average class 
length (min) 

Class 
effectivenessd 

Town 1 13 81% 81% 7 (63) 62 4.3 

Town 2 13 31% 31% 6 (58) 62 2.9 

Town 3 12 89% 93% 8 (75) 90 4.0 

Town 4 12 92% 93% 8 (76) 83 4.9 

Town 5 13 90% 93% 6 (57) 58 3.8 

Town 6 12 51% 58% 7 (64) 62 3.4 

Town 7 11 99% 99% 8 (74) 70 4.5 

Town 8 15 90% 90% 9 (82) 71 4.0 
aRepresents the percentage of HEART Club curriculum components delivered in complete form 
bRepresents the percentage of curriculum components delivered in any form (as prescribed or modified/adapted) 
cRepresents the average number and percentage of HEART Club classes attended by intervention participants 
dRepresents the average class effectiveness on a scale of 1(very ineffective) to 5 (very effective)  
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Table 4.4. Factors influencing implementation of HEART Club activities: emergent themes and selected quotes 

Facilitators of Implementation 

Theme Selected Quotes  

Curriculum Structure 

“Yes, I think you put together those steps and those processes really well. When you look at a big project like this you 
would think, ‘Where on Earth do you even start?’ You know…so you really gave us a starting point and a plan on how 
to reach our goal.” (Participant_01) 
 
“It was great to have that <curriculum> in front of us and to really think about, you know, what we need to do 
next…just organizing the steps of completing the HEART Club. The stakeholders I thought were helpful, especially 
for our event, um getting people to get a booth, donating different items - health related items - that sort of thing.” 
(Participant_04) 

Collective Effort & 
Motivation  

“Participants liked working together on a common goal, hearing about all of the businesses involved, feeling need to 
encourage those who could not follow through to offer healthier options.” (Leader_08) 
 
“Participants are very excited about the class; sharing what they are doing; and working on developing a trail. They are 
becoming a very cohesive group...and they don't all live in town; we weren't a group before this...community 
development work does bring people together.” (Leader_01) 

 Effective Facilitation 

“And I think that [leaders] were fantastic in in leading us and going through the manual and telling us what the 
expectations were and what we were doing and…thought that was all great.” (Participant_05) 
 
“<Leader> would just try to get people to discuss what they wanted and they would all talk about stuff and go on 
tangents and then she would say, "So it sounds like this is what you're saying. Is this where you think we're headed?" 
And then she would write it down on the chart and then...yeah just go on...she's really good at direction stuff like that.” 
(Coordinator_03) 
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Barriers to Implementation 

Readiness for 
Community Change  

“Our group kind of rebelled against the community activities, at first, because they just felt overwhelmed and were 
really frustrated and a lot of them are people who have been really active in the community…so they were kind of 
frustrated cause they felt like ‘I'm doing this for me…I don't want a community project…I just want to take time to do 
this for myself’.” (Leader_06) 
 

“I didn’t understand that we were going to come up with something to involve the community. I interpreted it more 
that the study would have a project for us to do, like maybe have a town hall meeting to introduce people to good 
eating habits or educate the general public. So I didn’t understand that we had to brainstorm a full project in six 
meetings.” (Participant_03) 

Insufficient Time 

“The time frame was really tough. Class and the amount of information that we were asked to present…and then ask 
people to discuss when there really wasn't time for them to get into it.” (Leader_07) 
 

“Um if it could have been incorporated into the weekly stuff, and I understand why you didn't do that, but I think it 
would have been a little bit easier on everybody.” (Leader_05) 

Inadequate Facilitation 
Guidelines 

“You know, looking at it as their leader I don't know that I had it a real clear picture of what the HEART Club was…. 
And we could read it in the book but I don't know if that could be included more so as a part of our training…Because 
when I'm reading the curriculum, I'm thinking "we need to do what?” (Leader_05) 
 

“I would say in the early HEART Club classes…following that formula of coming up with an action plan...it was a 
little bit…I don't want to say abstract but you know we talked about it for- at one meeting then we kind of left and 
then we talked about it again…it was um... almost overkill. Like it was so prescribed... whereas I think it could have 
been more organic.” (Leader_08)  

Adaptations and Recommendations 

Class Modifications 

“We did not use flip charts. Lisa helped in the discussion as I typed their ideas on the computer and it was projected 
onto the screen in the classroom so everybody could see it.” (Leader_04) 
 

“The class went well…we are trying to get caught up, so covered the topic from Class 9, and will try to write a 
mission statement...maybe as homework.” (Leader_01) 
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Schedule Changes 

“Well, the way we structured HEART Club was that we would continue having the HEART Club meeting right after 
our meetings so that it wasn't a separate time frame because that seemed to be met with a lot of resistance…We would 
tag it on either before…or we would do it after class. That seemed to have a positive response.” (Leader_07) 
 
“Since we had not picked a topic yet, we couldn't identify the stakeholders. We finally chose a topic and made a 
mission statement and completed the asset mapping activities during this class. We will move on to stakeholders 
next.” (Leader_02) 

Enhanced Curriculum 
Guidelines 

“And just having…agendas in the HEART Club…you know you didn't have an agenda…cause everyone's HEART 
Club's different…so I would, basically, create an agenda or make a list of things we needed to cover and things we 
needed to get done…that helped us keep on track and um keep the process rolling.” (Leader_04) 
 
“Yeah, as far as it being an assessment of the community, there really needs to be more guidelines…more guidelines 
or even a printout sheet that shows them this is specifically what you're looking for…Do you see this? How often did 
you see this?” (Leader_02) 

Modified Timing 

“I can't gage how much more successful it would have been but certainly by the end of the program um they had built 
relationships, they had spent time together, they had built relationships, they had had successes, they were in much 
better position to do something more.” (Leader_02) 
 
“Well, I really do think what you've talked about with the timing being halfway through the class, that it would be an 
entirely different process and that they would have a greater ownership in it. Especially... framing the HEART Club 
as..."this is for you to create a plan to continue these healthy choices after the class stops meeting"… (Leader_03) 
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4.3.2 Effectiveness 

 Groups chose to improve their local food or physical activity environment in a variety of 

ways (Table 5). Four groups aimed to increase walking opportunities for local residents through 

physical improvements. Projects included designing markers and signage (town 2), developing 

outdoor walking trails (towns 1 and 7), and creating an indoor walking space (town 3). Two 

groups aimed to promote healthy food choices by highlighting healthier options on restaurant 

menus (town 8) or increasing awareness of fresh produce programs and installing healthy 

vending machines in local schools (town 5). One group organized a local health fair to increase 

community exposure to heart healthy behaviors (town 4). The last group found a space to 

continue weekly exercise sessions that were open to all women in the community (town 6).  

 Progress towards HEART Club project goals was highly variable across sites. Six out of 

eight SHHC sites had accomplished two or more project benchmarks at three months’ post-

intervention (Table 4.5). The remaining two sites did not record project benchmarks; one site 

documented successful progress towards their project while the other site did not. Group 

progress towards project benchmarks remained relatively unchanged at six months’ post-

intervention. Only one site (Town 4) had successfully completed all project benchmarks by this 

time point. Town 8 reported additional progress towards project benchmarks at 9 and 12 months’ 

post-intervention, while town 1 reported notable progress at 12 months’ post-intervention. No 

other changes were reported during these periods. Leaders did not identify any new projects 

initiated by group members, with the exception of continuing twice weekly exercise sessions as a 

group.  

 Table 4.6 presents key themes and supporting quotes related to group progress that 

emerged from the focus groups and interviews. Among the more successful groups, facilitators 
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of progress included collective effort, effective leadership, existing connections, and community 

support. Participants felt that they were able to accomplish more as a group than they could have 

done alone. Working together allowed participants to draw on each other’s strengths and divide 

up responsibilities. It also increased their motivation and commitment to achieving project goals.  

“I thought it was fun to see what everybody's abilities were and how we just grouped up 
together, you know it was amazing to see...the people that would volunteer, their talents, 
and say," I'll do this and I'll do this" and it just seemed like the positions got filled and 
everybody did their job. It was fun to learn their different skills and to see them carry 
them out.” (Participant_04)  
 

 Both participants and program leaders described effective facilitation as critical to group 

progress. Most groups relied on their leaders to guide project efforts and hold them accountable. 

Without strong leadership, many participants reported they would have lost momentum and 

enthusiasm. In some instances, participants took full ownership over project tasks and allowed 

program leaders to step back from facilitation.  

“Well, I think what was really helpful was having some natural leaders come out, 
develop out of the HEART Club. So the two of them sort of led the group and guided 
them, to the point where I just stepped back. You know, this is their project, I was not 
going to interfere…and just seeing them run with it was great.” (Leader_08) 
 

 Several groups were able to leverage existing connections to achieve project goals. In 

these small rural towns, many people were actively engaged in town councils, schools, and local 

businesses. These connections gave participants a better understanding of community needs and 

made it easier to seek external support. 

“One of our HEART Club members also worked as the town clerk in the village. She was 
going to get quotes, pricing, from a local stone company for benches…another one of our 
HEART Club members, her son was the contractor who did the work um on the trail” 
(Leader_07) 
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 Support from local community members and stakeholders was vital to the success of 

HEART Club initiatives. Less successful groups often reported resistance from local 

stakeholders (e.g. school board, restaurant owners), which stalled or impeded progress.  

“I think out of the seventeen restaurants…eight or nine participated…it was run during 
the month of May and it was a raffle that if customers chose a healthy menu item, 
designated by a red or pink heart, they got a raffle ticket. But only three out of those nine 
[restaurants] really participated…” (Leader_08) 
 

 Resource constraints and competing priorities were described as barriers to group 

progress. Physical resources (e.g. community centers) were often inadequate or unaffordable, 

and limited funding availability was a common challenge. Despite the generosity of local 

businesses, it was difficult to garner monetary support when organizations had reached donation 

capacity. 

“For one thing, all of the places that give money or could get involved in stuff are 
already maxed out…There's like a list of stuff and they're just like ‘ugh we already 
worked for all these other organizations and have already written them four letters a 
year’.” (Leader_03) 
 

 Without sufficient funds, it was impossible for some groups to move forward with their 

project goals. Many participants also struggled to find time for HEART Club tasks given existing 

family commitments or unexpected life events.  

“Well, it comes down to a time issue for me and how much time I can put into things 
because I have family here, grandkids, and I know it would be good to be able to benefit 
them but… I didn't get to work on that too much because part of the time I didn't get to 
those workshops so...it was a time issue for me.” (Participant_05) 
 

 Readiness for civic engagement emerged as an important influence on group progress. 

Groups whose leaders and participants expressed strong commitment and enthusiasm for civic 

engagement were more likely to achieve project goals.  

 

“It’s the participants…We just have some people who are willing to knock on doors and 
ask people questions and make the phone calls to agencies, and you know I think our 
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community is just ready for a walking trail you know. I think the participants and the 
community are ready for change.” (Leader_01) 

 

 However, many leaders and participants described the HEART Club process as “forced” 

rather than “developing organically.” One group never gained sufficient momentum to move 

forward, while several others just focused on completing a community project to meet program 

requirements.  

“The HEART Club was a challenge for our group. Nobody really wanted to commit to 
taking on…the different objectives of reaching out to folks and things like that. It kind of 
ended up, which I guess is typical in a group setting, that a lot of the same people ended 
up doing the work.” (Leader_07) 
 

 Reframing the HEART Club as a way to maintain lifestyle changes (e.g. continuing 

community exercise classes) helped motivate some groups but many expressed that they would 

have benefitted from this guidance sooner.  
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Table 4.5. HEART Club Benchmark Accomplishments by SHHC Intervention Town 

Town Project Total 
Benchmarks 

Benchmark Accomplishment (Number and Success 
Rating)a  

3 months  6 months  9 months  12 months  

Town 1 Provide a well-lit, well-marked walking path with 
safe crosswalks and rest areas along the route 5 2 (5)b --c -- 4 (4) 

Town 2 
Encourage local residents to walk around the 
courthouse by providing walking markers and 
signage 

3 3 (9) 3 (8.3) 3 (10) 3 (10) 

Town 3 Encourage community physical activity through the 
development of an indoor walking area 0 0 (1) 0 (1) 0 (1) 0 (1) 

Town 4 Sponsor a county-wide health fair to increase 
knowledge of a heart-healthy lifestyle 6 5 (9.5) 6 (9.1) 6 (9) 6 (9.3) 

Town 5 
Promote healthy food choices by advertising local 
produce programs, offering cooking classes, and 
installing healthy school vending machines 

4 3 (4) 3 (7.5) -- -- 

Town 6 Continue offering weekly exercise classes and 
inviting other women in the community to join 0 0 (7) 0 (7) 0 (7) 0 (7) 

Town 7 
Increase access to safe walking environments by 
developing a walking trail behind the local 
community center 

6 3 (9) -- -- -- 

Town 8 
Increase access to healthy eating out options by 
partnering with local restaurant owners to 
add/highlight healthy menu items 

5 2 (4.7) 2 (5.5) 3 (4) 4 (4) 

 

a Refers to benchmarks that were fully or partially achieved; 
b Number in brackets represents the average success rating of accomplished benchmarks (scale of 1-10);  
c ‘--’ denotes incomplete outcome evaluation surveys.  
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Table 4.6. Factors influencing HEART Club progress: emergent themes and selected quotes 

Theme Selected Quotes  

Collective Effort 

“I thought it was fun to see what everybody's abilities were and how they just grouped up together…you know it was 
amazing to see...the people that would volunteer, their talents, and say," I'll do this and I'll do this" and it just seemed 
like the positions got filled and everybody did their job. It was fun to learn their different skills and to see them carry 
them out.” (Participant_04)  
 

“Well the...um these crazy people in the class [laughter] they just they uh were so motivated...it's like you couldn't tell 
a number of us "no". So we just worked towards the goal.” (Leader_01)  
 

“I think as a group the confidence is there now. If you want to propose something, it's like: ‘as a group, we could do 
this’… And then it's not just one or two people feeling like they're doing it.” (Participant_07) 

 Effective Leadership 

“We cannot stress enough what [leader] does. She just goes above and beyond all the time. And we each, I mean I felt 
accountable…It made you feel like, "Oh my God, I better get that done or [leader] is going to say, 'Jesus, what did 
you do?” (Participant_01) 
 

“Well, I think what was really helpful was having some natural leaders come out, develop out of the HEART Club. 
So the two of them led the group and guided them, to the point where I just stepped back. You know, this is their 
project, I was not going to interfere…and just seeing them run with it was great.” (Leader_08) 

Existing Connections 

“We actually had a lot of stakeholders in the group [laughter], I would say…or people who knew people. So, that was 
very helpful for us. We had someone on the village board... the assistant to the superintendent of schools was in the 
group, we had a food inspector who worked with the restaurants and that's one of the reasons why we chose to look at 
the restaurants in town.” (Leader_08)   

 “Oh I think some of them have connections but we're also reaching out [laughing] to answer both. Um yeah this 
creates a group that has a reason to reach out but they're also pretty well connected, too, in the community.” 
(Leader_01) 
 

“One of our HEART Club members also worked as the town clerk in the village. We thought she was going to get 
quotes, pricing, from a local stone company for benches…another one of our HEART Club members, her son was the 
contractor who did the work on the trail.” (Leader_07) 
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Community Support 

“Oh just community leaders that don't think like we think [are a barrier]. You need to be articulate to help them 
understand that it's a positive thing. So it's just a few community leaders that are…but with all community 
development work you're going to find government leaders like that.” (Leader_01) 
 

“I think we're lucky that we were able to get the project that we did and that the village was…very much in support 
of it and had their mind set on it as well. I think that helped us a lot.” (Leader_07)  
 

“I think out of the seventeen restaurants…eight or nine participated…it was run during the month of May and it was 
a raffle that if customers chose a healthy menu item, designated by a red or pink heart, they got a raffle ticket. But 
only three out of those nine [restaurants] really participated…” (Leader_08) 

Resource Constraints 

“For one thing, all of the places that give money or could get involved in stuff are already maxed out…There's like a 
list of stuff and they're just like ‘ugh we already worked for all these other organizations and have already written 
them four letters a year’.” (Leader_03) 
 

“I mean we had some good ideas as far as what we saw that needed to be fixed but how do you get money for the 
new sidewalks or you know cleaning up to try to make a bike path…. I think it's just a lot of financial issues…you 
see it needs to be done but what can you do to raise enough money and get people that would come and help you.” 
(Participant_02) 
 

“You try to find someplace that you could get a group together to do a walking exercise video and you then you run 
into things like insurance, and timing, and scheduling, and it got to be kind of frustrating to me.” (Participant_03) 

Competing Priorities  

“Well, it comes down to a time issue for me and how much time I can put into things because I have family here, 
grandkids, and I know it would be good to be able to benefit them but… I didn't get to work on that too much 
because part of the time I didn't get to those workshops so...it was a time issue for me.” (Participant_05) 
 

“Or the time- or the time, too. It's either we had to work around basketball schedules or go really early in the 
morning or late in the evening, so it’s a time constraint, also.” (Participant_03)  
 

“After one of the meetings when a few people didn't show up…and they said “I just couldn't take on one more thing, 
like my plate is already full” or “this doesn't really apply to me, this is in town and I'm out in the country so I just I 
chose to stay home.” (Leader_01)  
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Readiness for Civic 
Engagement   

“The HEART Club was a challenge for our group. Nobody really wanted to commit to taking on…the different 
objectives of reaching out to folks and things like that. It kind of ended up, which I guess is typical in a group setting, 
that a lot of the same people ended up doing the work.” (Leader_07) 
 

“It’s the participants…We have some people who are willing to knock on doors and ask people questions and make 
the phone calls to agencies, and I think our community is just ready for a walking trail...I think the participants and 
the community are ready for change.” (Leader_01) 
 

“Well, I agree our expo was awesome. I think it was really beneficial to the overall community and the people that 
came - they all learned something. I just feel like…there was so much interest just on the expo itself” 
(Participant_04).   
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4.4 Discussion 

 Civic engagement is a potential strategy for improving rural food and physical activity 

environments and reducing health disparities. However, few studies have evaluated the 

implementation and effectiveness of civic engagement approaches in rural settings.18,21 This 

study provides the first comprehensive evaluation of a civic engagement curriculum integrated 

into a community-based behavioral intervention for rural women.  

 Overall, leaders reported slightly lower fidelity to the HEART Club curriculum (78%) 

compared to the full SHHC intervention program (82%).31 These differences were primarily 

influenced by two sites (towns 2 and 6). Several factors may have contributed to the lower levels 

of fidelity for HEART Club sessions alone. While the physical activity and nutrition education 

components were well-received31, many participants were not prepared to tackle a group project 

while simultaneously trying to make personal health improvements. Due to slow progress or 

poor attendance, some leaders had to deviate from the planned curriculum in order to complete 

all required activities.  

 Fidelity to the HEART Club curriculum was not always associated with successful group 

progress. In some instances, groups focused on “getting their project done” without completing 

all activities as outlined in the curriculum. Several groups with high fidelity scores encountered 

barriers, such as resource constraints and limited community support, that they were unable to 

overcome. For example, one site (town 8) struggled to gain buy-in from local restaurants to 

highlight healthy menu options. Another site (town 5) could not acquire sufficient funding to 

install healthy vending machines in schools, while a third site (town 1) found it difficult to 

engage local leadership in their efforts to develop a new trail. Having a longer timeline and/or 

linking up with existing community groups could have helped in this regard.  
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 Readiness for civic engagement and community change was a key challenge to 

implementation and group progress. A useful framework developed by Oetting and colleagues 32 

suggests that community readiness is composed of multiple dimensions (e.g. knowledge, 

leadership, community climate, resources) and outlines nine stages of readiness ranging from no 

awareness to taking full ownership of an issue.33 Based upon feedback from participants and 

leaders, it seemed that most SHHC groups began at the stage of preplanning. Despite 

acknowledging the importance of civic engagement efforts, participants wanted to prioritize their 

own health through exercise and dietary change. Many women were already actively involved in 

their communities and viewed the SHHC program as a much-needed opportunity to focus on 

themselves.  

 Groups that were reluctant to commit to the HEART Club process and encountered 

limited assistance from local stakeholders did not appear to progress past the preplanning stage. 

However, those that received strong support from the community and encouragement from group 

leaders were able to move into the preparation and initiation stages. The most successful group 

(town 4) benefitted from a combination of factors that supported the initiation of project goals: 

high motivation, effective leadership, community involvement, and access to resources. Less 

successful groups were often lacking one or more of these factors, which consequently stalled or 

impeded progress. 

 

4.4.1 Limitations 

 Some limitations should be considered in interpreting the results of this work. Our study 

sample was limited to eight rural communities within two specific geographic regions: Montana 

and central New York.  Given the diversity of rural areas, additional studies are needed to assess 
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the wider acceptability of this approach. Second, the small sample size limited statistical 

comparisons between groups. However, triangulating quantitative measures with qualitative 

assessments offered a more extensive understanding and strengthened our findings. Third, 

indicators of implementation (i.e. fidelity, dose delivered, class effectiveness) were assessed 

through self-report, which may have limited validity but offers cost and time savings. Lastly, 

community-wide reach of HEART Club projects was not assessed due to limited project 

resources. In order to support healthy behavioral choices, local environmental changes need to be 

easily accessible and adoptable by local residents. Thus, determining the reach and uptake of 

these initiatives would shed further insight into the effectiveness of this approach.  

 

4.4.2 Conclusions 

 Our findings highlight both the potential and challenges associated with civic 

engagement within the context of a rural cardiovascular disease prevention program. Several 

groups worked collaboratively and successfully leveraged available resources to achieve their 

project goals. For example, one group hosted a county-wide health fair that brought together over 

200 local residents. Attendees were offered low-cost health screenings, and participated in 

educational seminars and fun, health-focused activities (e.g. dance-based exercise). Another 

group secured a space to continue weekly exercise sessions and created a Facebook page inviting 

other local women to join. Despite these successes, we experienced greater difficulty engaging 

group members in the HEART Club process as compared with previous rural civic engagement 

efforts. 18,19,21,27 While prior studies focused solely on community change, most SHHC 

participants wished to prioritize personal health behavior changes over civic engagement efforts. 
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Considerations of other project characteristics such as funding, resources, and time constraints 

might also explain observed differences in engagement and mobilization.  

  To maximize relevance and minimize participant burden, future implementation efforts 

should focus on reframing civic engagement as an approach to support and maintain individual 

behavior change. Additional improvements include introducing HEART Club activities later in 

the SHHC program, including specific guidelines for connecting with existing community 

groups, condensing curriculum content to avoid out-of-class sessions, and providing examples of 

previous group projects. These modifications would help enhance the success and sustainability 

of integrated civic engagement approaches among at-risk, underserved rural populations.  
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CHAPTER 5 

DISCUSSION  

 
 The overall aims of this dissertation were to examine the implementation and effectiveness 

of civic engagement and behavioral intervention strategies as a means to improve rural health. 

These objectives were achieved through the evaluation of two rural community-based programs: the 

HEART Club and Strong Hearts, Healthy Communities (SHHC). The main findings, their potential 

implications, and directions for future research are summarized below.   

 The HEART Club civic engagement curriculum was designed to engage rural residents in 

improving their local food or physical activity environment. Chapter 2 assessed the feasibility and 

preliminary effectiveness of this curriculum through a pilot study in three rural Northeastern towns. 

Program satisfaction and attendance at curriculum meetings were high across all sites (91% and 

88%, respectively). Significant improvements in awareness of built environment features and 

positive trends in knowledge, self-efficacy and collective efficacy were observed. However, larger 

controlled studies are needed to confirm the strength and significance of these associations. All 

HEART Club groups had accomplished three or more project benchmarks after six months of 

implementation. Despite competing priorities and limited funding, groups effectively leveraged 

existing resources to achieve their goals. Important facilitators of success included stakeholder 

support, effective leadership, and positive group dynamics.  

 These findings suggest that resident-led initiatives that build upon local resources and 

establish feasible goals can successfully foster environmental change in rural communities. 

However, it is important to acknowledge potential challenges to civic engagement in rural areas 

such as inadequate physical and financial resources, and limited capacity for community support. 

For example, groups chose not to address barriers to healthy eating (e.g. poor availability of 

nutritious food) due to a lack of feasible opportunities to create change. Although partly attributable 
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to low population density and geographic isolation, we outlined several curriculum modifications to 

address these challenges. These include integration with existing community groups and strategies 

for community outreach and fundraising.  

 Strong Hearts, Healthy Communities (SHHC) was a six-month community-randomized 

intervention designed to reduce cardiovascular disease risk among rural women through civic 

engagement and health behavior change. Chapter 3 evaluated the implementation of SHHC 

behavioral intervention components across eight rural towns in Montana and central New York. 

Overall reach was 3% and intervention sites reported high levels of fidelity (82%) to the SHHC 

program. Average attendance was 67% and program classes were rated as highly effective (3.9 out 

of 5). Most participants were very satisfied with their experience and reported benefits such as 

camaraderie and greater awareness of behavioral modification strategies. Common 

recommendations for improvement included increasing class length, allocating more time towards 

nutrition education, and enhancing group discussion sessions.  

 Designing programs that require reasonable time commitments from participants while 

providing sufficient opportunities for skill-based learning and group interaction remains a challenge 

for rural behavior change programs. SHHC’s group-based, experiential learning model was well-

received by rural women participating in the program. Involving local health educators as program 

facilitators and offering in-person group sessions also contributed to successful implementation. 

Although the SHHC program adequately addressed rural-specific barriers to implementation (e.g. 

limited space, financial constraints), insufficient time to cover curriculum content and consequent 

“information overload” were key implementation challenges. Findings from this research have 

informed a second round of implementation and evaluation of the SHHC program in rural 

communities.  

 Chapter 4 assessed the implementation and effectiveness of the HEART Club civic 

engagement curriculum within the context of SHHC. Intervention sites reported good fidelity (78%) 
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to the curriculum and average attendance at HEART Club sessions was 69%. Although some 

groups approached the HEART Club process with enthusiasm, many participants prioritized in-

class exercise and nutrition education over civic engagement activities. Groups also felt that 

insufficient class time was allocated toward HEART Club sessions. The majority of HEART Club 

groups had accomplished two or more benchmarks post-intervention. Facilitators of progress 

included community support, effective leadership, and collective effort. However, participants 

indicated that trying to affect community change while simultaneously making personal health 

improvements likely stalled progress.  

 These findings emphasize both the potential and challenges associated with civic 

engagement within the context of rural behavior change interventions. We experienced greater 

difficulty engaging SHHC participants in creating environmental change as compared with groups 

in the HEART Club pilot project. While HEART Club participants joined the program to improve 

their local food or physical activity environment, SHHC participants joined the program to focus on 

their own health. Many women felt that integrating the HEART Club process into SHHC detracted 

from the program’s behavior change components rather than reinforcing them. It is important to 

acknowledge that these observed mobilization differences were not due to a lack of investment in 

community change. Most SHHC participants were already engaged in their communities and may 

have been more receptive to participating in the HEART Club process after the SHHC program 

ended. Future implementation efforts should focus on reframing civic engagement as an approach to 

support and maintain behavior change. Recommended program modifications include providing 

examples of projects directly linked to behavior change (e.g. continuing weekly exercise sessions 

for women in the community) and offering the HEART Club curriculum as a supplementary 

program following the SHHC lifestyle intervention.  

 Taken together, this work highlights several directions for future research. The existing 

HEART Club model relies on facilitation by local health educators, which limits dissemination 
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potential and sustainability. Future adaptations of this model should aim to build capacity of rural 

residents by training them to facilitate HEART Club activities. Developing online dissemination 

and training platforms (e.g. webinars, web-based curriculum guidelines) would further enhance 

accessibility and reach into rural communities. Pilot studies and community-randomized controlled 

trials are needed to assess the feasibility of this modified civic engagement approach.  

 Studies should also formally evaluate the effect of civic engagement initiatives on health and 

behavioral outcomes among HEART Club participants and other local residents. Findings from this 

dissertation demonstrate successful implementation of locally-relevant environmental changes in 

rural settings. However, we were unable to assess changes in dietary and physical activity behaviors 

resulting from these initiatives. Rigorous outcome and process evaluations are needed to better 

understand the impact of civic engagement on rural community health and identify effective 

strategies for successful dissemination.    
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APPENDIX A 
HEART Club Survey  
 
A. The next set of questions related to your community. On a scale from 1 -10, please indicate 

whether you agree or disagree by selecting the appropriate number. 
 
Knowledge 
 

1) I can easily explain the term “built environment.” 
 

0   1 2 3 4 5 6 7 8 9 10 
      strongly           neutral              strongly 
      disagree                    agree   
 

2) I can easily explain the term “food environment.” 
 

0  1 2 3 4 5 6 7 8 9 10 
   
       

Awareness  
 

3) I am aware of the physical activity barriers on my community's built environment and I can 
easily list specific examples of these barriers. 

 
0  1 2 3 4 5 6 7 8 9 10 

          
 

4) I am aware of the healthy eating barriers in my community's food environment and I can easily 
list specific examples of these barriers. 

 
0  1 2 3 4 5 6 7 8 9 10 

     
Motivation 
 

5) Currently, how motivated are you to improve (or continue to improve) the quality of and access 
to physical activity environment in your community? 

 
0  1 2 3 4 5 6 7 8 9 10 

  
 
6) Currently, how motivated are you to improve (or continue to improve) the quality of and access 

to healthy foods in your community? 
 

0  1 2 3 4 5 6 7 8 9 10 
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B. Please answer the following questions based on your confidence in your ability to conduct the following activities, for both you 
alone and you together with your HEART Club at this point in the project. Please select the option that best corresponds with your 
confidence level.  

   

 You Alone Together with your HEART Club 

 Not at all 
confident  

Somewhat 
confident  

Moderately 
confident  

Very 
confident 

Completely 
confident  

Not at all 
confident  

Somewhat 
confident 

Moderately 
confident  

Very 
confident  

Completely 
confident 

Identify environmental 
barriers and assets to 
physical activity within 
my community.  

m  m  m  m  m  m  m  m  m  m  

Identify environmental 
barriers and assets to 
healthy eating within my 
community.   

m  m  m  m  m  m  m  m  m  m  

Engage stakeholders and 
local leaders in efforts to 
change the food OR 
physical activity 
environment within my 
community.   

m  m  m  m  m  m  m  m  m  m  

Engage local residents in 
efforts to change the 
food OR physical 
activity environment 
within my community.    

m  m  m  m  m  m  m  m  m  m  

Develop a project plan to 
create a change in the 
food OR physical 
activity environment 
within my community.    

m  m  m  m  m  m  m  m  m  m  

Create a change in the 
food OR physical 
activity environment 
within my community.   

m  m  m  m  m  m  m  m  m  m  

Self-efficacy Group efficacy 
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**The following questions were only asked on the post-implementation survey  
 
Group Dynamics 
 

A. Please rate the total effectiveness of your HEART Club in carrying out each of the following activities: 

 
B. How comfortable are you with the way decisions are/were made in the HEART Club?  

 

� Extremely comfortable 
� Very comfortable 
� Somewhat comfortable 
� A little comfortable 
� Not at all comfortable 

 
C. How often do/did you support the decisions made by the HEART Club?  

 

� All of the time 
� Most of the time 
� Some of the time 
� Almost none of the time 
� None of the time 

 
D. How often do/did you feel that you have/had been left out of the decision making process?  
 

� All of the time 
� Most of the time 
� Some of the time 
� Almost none of the time 
� None of the time 

 

 Excellent Very 
good Good Fair Poor Don’t 

know 
Fostering respect, trust, inclusiveness, and openness 
in the HEART Club. m  m  m  m  m  m  

Creating an environment where differences of 
opinion can be voiced.  m  m  m  m  m  m  

Resolving conflict among HEART Club members. m  m  m  m  m  m  
Combining their perspectives, resources, and skills m  m  m  m  m  m  

Recruiting diverse people and organizations  m  m  m  m  m  m  

Communication among HEART Club members. m  m  m  m  m  m  
Communication with community stakeholders, 
partners, organizations and/or clubs. m  m  m  m  m  m  

Inspiring or motivating members of the community. m  m  m  m  m  m  
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Participation Benefits & Drawbacks  
 

E. Please indicate whether or not you have received the following benefits as a result of participating in the 
HEART Club. 

 

      Yes        No  
Enhanced ability to address an important issue. m  m  
Development of new skills.  m  m  
Heightened public profile. m  m  
Increased utilization of my expertise or services.  m  m  
Acquisition of useful knowledge about services, programs, or people 
in the community. m  m  

Enhanced ability to affect public policy.  m  m  
Development of valuable relationships. m  m  
Enhanced ability to meet the needs of my community. m  m  
Ability to have a greater impact than I could have on my own.  m  m  
Ability to make a contribution to the community.  m  m  
Acquisition of additional financial support.  m  m  

 
F. Please indicate whether or not you have or have not experienced any of these drawbacks as a result of 

participating in the HEART Club. 
 

 Yes  No 
Diversion of time and resources away from other priorities or obligations  m  m  
Insufficient influence in HEART Club activities.  m  m  
Viewed negatively due to association with HEART Club  m  m  
Frustration or aggravation. m  m  
Insufficient credit given for contributing to group accomplishments  m  m  

 
Satisfaction  
 

G. How satisfied are you with the progress that your HEART Club has made?  
 

H. How satisfied are you with your overall experience in the HEART Club?  
 
 

� Very satisfied 
� Mostly satisfied 
� Somewhat satisfied 
� Mostly dissatisfied  
� Very dissatisfied  
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APPENDIX B 
 
 
Supplementary Table 1. Strong Hearts, Healthy Communities Intervention Program Components  

Phase   Behavioral Aims (Frequencya) Components (Frequency and 
Durationb)  

Phase 1: 
Excited, let’s get 
moving and 
eating well 
 
(Weeks 1-8; 
Classes 1-16)  

• Decrease calories 
(16)  

• Decrease desserts 
(5)  

• Decrease processed 
foods (16) 

• Swap fats (4) 
• Decrease sodium 

(16) 
• Decrease sweetened 

beverages (2) 

• Increase fruits & 
vegetables (9) 

• Increase whole grains 
(3) 

• Decrease stress (3) 
• Aerobic exercise 30 

min/day (15) 
• Strength training 2x 

week (12) 

• Strength training (11 x 10-25 min)  
• Aerobic exercise (15 x 15-30 min)   
• Nutrition education (4 x 15-25 

min) 
• Stress management (2 x 5-25 min)  
• Goal setting & monitoring (5 x 5-

15 min) 
• Social and built environment (2 x 

5-25 min)  
• Civic engagement (5 x 15-60 min) 

Phase 2: Learn 
from challenges 
and successes; 
create supportive 
community 
  
(Weeks 9-16; 
Classes 17-32)  

• Decrease calories 
(15) 

• Decrease desserts 
(7) 

• Decrease processed 
foods (15) 

• Swap fats (8) 
• Decrease sodium 

(15) 
• Decrease sweetened 

beverages (7) 

• Increase fruits & 
vegetables (11) 

• Increase whole grains 
(8) 

• Decrease stress (1) 
• Aerobic exercise 30 

min/day (13) 
• Moderate-vigorous 

activity 2x week (9) 
• Strength training 2x 

week (14) 

• Strength training (14 x 10-25 min)  
• Aerobic exercise (13 x 15-30 min)   
• Nutrition education (10 x 10-30 

min) 
• Stress management (1 x 15 min)  
• Goal setting & monitoring (4 x 10-

20 min) 
• Social and built environment (1 x 

30 min)  
• Civic engagement (3 x 15-45 min) 

Phase 3: 
Maintenance 
strategies and 
social support 
 
(Weeks 17-24; 
Classes 33-48)  

• Decrease calories 
(15) 

• Decrease desserts 
(5) 

• Decrease processed 
foods (15) 

• Swap fats (9) 
• Decrease sodium 

(14) 
• Decrease sweetened 

beverages (5) 

• Increase fruits & 
vegetables (12) 

• Increase whole grains 
(7) 

• Decrease stress (5) 
• Aerobic exercise 30 

min/day (14) 
• Moderate-vigorous 

activity 2x week (13) 
• Strength training 2x 

week (14) 

• Strength training (12 x 10-20 mins)  
• Aerobic exercise (12 x 15-30 mins)   
• Nutrition education (5 x 15-25 

mins) 
• Stress management (5 x 15-30 min)  
• Goal setting & monitoring (5 x 5-

60 min) 
• Social and built environment (5 x 

15-20 min)  
• Civic engagement (1 x 30 min) 

a Number of classes addressing each behavioral aim 
b Number of classes and length of time each component was covered 
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Supplementary Table 2. Satisfaction Survey Measures among Strong Hearts, Healthy 
Communities Intervention Participants (n=74)   

Satisfaction Measure  Very 
n (%) 

Somewhat  
n (%) 

Neutral  
 n (%) 

Somewhat 
not n (%) 

Not at 
all 

n (%) 

Overall Satisfaction       

Program 53 (72) 18 (24) 3 (4) 0 (0) 0 (0) 

Personal health 
changes   

34 (46) 29 (39) 7 (10) 2 (3) 2 (3) 

Program Specific      

Met expectations  43 (58) 23 (31) 5 (7) 3 (4) 0 (0) 

Leader support  69 (93) 3 (4) 1 (1) 1 (1) 0 (0) 

Lesson content 56 (76) 13 (18) 4 (5) 1 (1) 0 (0) 

Group discussion  60 (81) 12 (16) 1 (1) 1 (1) 0 (0) 

   Class snacks  59 (80) 13 (18) 2 (3) 0 (0) 0 (0) 

Participation 
Benefits  

     

   Overall health  45 (61) 22 (30) 7 (10) 0 (0) 0 (0) 

   More active 42 (57) 29 (39) 2 (3) 1 (1) 0 (0) 

   Increased strength  46 (62) 23 (31) 4 (5) 1 (1) 0 (0) 

   Increased energy  40 (54) 21 (28) 11 (15) 2 (3) 0 (0) 

   Better sleep quality  22 (30) 25 (34) 19 (26) 5 (7) 3 (4) 

   Better eating habits 34 (47) 33 (46) 4 (6) 1 (1) 0 (0) 
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Supplementary Table 3. Lessons Learned from the Strong Hearts, Healthy Communities 
Program: Satisfaction Survey Responses (n=74) 

Theme Subtheme 
Focus Group 

Attendees (n=44) 
N (%) 

Non-Attendees 
(n=30)  
N (%) 

Positive Aspects: 
Overall Program 

Thorough and organized 
content 5 (11) 5 (17) 

Group camaraderie 23 (52) 12 (40) 
Dedication of leaders and 
coordinators  6 (14) 5 (17) 

Negative Aspects: 
Overall Program  

Insufficient class time  9 (20) 10 (33) 
Limited social influence and 
support 0 (0) 0 (0) 

Recommendations: 
Overall Program  

Extending class time 6 (14) 6 (20) 

Reorganizing content 5 (11) 1 (3) 

Emphasize goal setting  2 (4) 0 (0) 

Schedule flexibility  12 (27) 10 (33) 

Positive Aspects: 
Physical Activity  

Exercise enjoyment  3 (7) 5 (17) 
Peer support and 
accountability  9 (20) 1 (3) 

Fitbit usage 3 (7) 0 (0) 

Negative Aspects: 
Physical Activity  

Complex aerobic routines 3 (7) 1 (3) 
Inconsistent and difficult 
strength training 4 (9) 1 (3) 

Recommendations: 
Physical Activity  

Improving variety and 
consistency  1 (2) 0 (0) 

Modifying strength exercises 0 (0) 3 (10) 

Positive Aspects: 
Nutrition Education 

Awareness of healthy 
strategies 3 (7) 1 (3) 

Exposure to new foods 6 (14) 12 (40) 

Negative Aspects: 
Nutrition Education 

Extensive preparation time 0 (0) 0 (0) 

Limited applicability  2 (4) 0 (0) 

 Inadequate food access 0 (0) 0 (0) 

Recommendations: 
Nutrition Education 

Sharing food preparation 0 (0) 0 (0) 

Increasing discussion time 2 (4)  2 (7) 
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APPENDIX C 
 
HEART Club Follow-Up Survey  
 
Thank you for all of your time and effort leading the Strong Hearts, Healthy Communities 
(SHHC) Program! We are following up about your group’s progress on their HEART Club 
project and will ask you to complete this short survey every three months over the next year. 
Please fill out all questions to the best of your ability, your feedback is very valuable to us!   
  
We will be asking about your group’s progress towards their project benchmarks. Each 
benchmark is listed below and will be followed by several questions.  
 
<Insert Benchmark 1 for each site> 
 
1. In your opinion, has your SHHC group accomplished this benchmark? 

 

o Yes [go to q. 2] 
o Somewhat [skip to q.3] 
o No [skip to q. 4] 
 

2. Describe how this benchmark was accomplished: 
________________________________________________________________________ 

**skip to question 6 after question 2 has been answered  
 

3. What aspects of this benchmark did your group make progress on? 
________________________________________________________________________ 

**go to question 4 after question 3 has been answered  
 

4. Describe any roadblocks that prevented this benchmark from being accomplished: 
________________________________________________________________________ 
 

5. Do you foresee your group achieving this benchmark in the next three months?  
 

o Yes  
o No  
 

6. What would help your group achieve this benchmark moving forward? 
________________________________________________________________________ 
 

7. On a scale of 1 to 10, how successful was your group at achieving <insert benchmark 1>?  
 

 1 2 3 4 5 6 7 8 9 10   
   
 

8. Any comments to add related to this benchmark? 
________________________________________________________________________ 
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*Repeat above questions for all benchmarks  
 
9. Describe any additional progress your group has made towards their project that was not 

previously discussed: 
________________________________________________________________________ 
 

10. Has your group decided to take on any new projects? 
 

o Yes [go to q. 11] 
o No [skip to section B] 

 
11. Please describe this/these project(s) and any progress your group has made: 

________________________________________________________________________ 
 

~Thanks for your time~ 
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HEART Club Leader Interview Guide 
 
My name is __________, this is _____________, and we are from Cornell University.  Thank 
you for taking the time to participate in today’s interview. We are interested in learning more 
about your experience as a leader in the Strong Hearts, Healthy Communities program. This 
interview will last approximately 60 minutes and will be recorded.  You may skip any questions 
that you do not wish to answer. 
 
Topic 1: HEART Club Activities and Group Dynamics  
 
We would like to begin by talking about your facilitation of and participation in HEART Club 
activities and interpersonal dynamics among your participants.  
 

1. What was your experience completing the community walk-about in the first out of class 
session? 

a. What assets and barriers in your community were you made aware of, if any, as a 
result of the walk-about? 
  

2. Describe your HEART Club’s decision-making process. In your opinion, how effective 
was this process? 
 

3. What, if any, impact did the HEART Club activities have on relationships among your 
SHHC participants?  
 

[prompt] Did the activities increase group cohesion or create conflict? Also think about 
relationships between participants and yourself. 
 

4. What effect did the HEART Club group cohesion activities (e.g. True Colors Personality 
Test) have on communication among your group?   
 

5. Thinking about the overall structure of HEART Club meetings and activities, what 
aspects worked well? What aspects were difficult?  
[Probes] Can you provide examples of these positive and negative aspects?  
 

Topic 2: Benchmark Accomplishment 
 
Next, we would like to discuss your HEART Club’s progress towards the project benchmarks 
you developed. We will start by reviewing these benchmarks aloud. [Read out all benchmarks] 
 

1. What progress has your HEART Club made towards accomplishing these benchmarks?   

[Probe] Think about benchmarks that were fully achieved, partially achieved, or not 
achieved.  
 

2. What factors contributed to successful benchmark achievement? 
 

[Probe] These could be factors like existing connections with local organizations, prior 
experience, and support and cooperation from other community members 
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3. What barriers did your HEART Club face while attempting to achieve these benchmarks?  

 

a. Were you able to overcome any of these barriers as a group? If so, how? 
 

Topic 3: Personal Engagement and Perceptions 
 
Next, we are going to ask about your personal involvement in the HEART Club.  
 

1. What did you enjoy most about your involvement in the HEART Club? 
 

2. Which parts of the HEART Club process were you most comfortable facilitating? Which 
parts did you find challenging and why? 
 

Topic 4: Next Steps and Improvements 
 
Finally, we would like to discuss last thoughts, next steps for your HEART Club, and potential 
improvements to this component of the SHHC program. 
 

1. What was the range of participants’ interest in the HEART Club?  
 

2. If you were to suggest ways to improve participants’ engagement with the HEART Club, 
what would you recommend? 
 

3. Have you led or participated in any community change initiatives prior to the HEART 
Club? If so, could you briefly describe these experiences? 
 

4. The HEART Club was designed to be fluid and participant-led. How did the HEART Club 
as part of SHHC feel? 
 

5. What, if any, accomplishments do you envision your HEART Club achieving in the future? 
 

[Probe] Think about benchmarks related to your current project or future issues you would 
like to address. 
 

6. What needs to be done to make this happen?  
 

7. If you were to participate in a HEART Club project again, what aspects, if any, would you 
change? 

 

[Probe] These changes could be related to meeting content or structure, specific activities, 
or overall fit within the SHHC program 
 

Conclusion 
 
Thank you for all of your time and effort during this program. Is there anything else you would 
like to share that we didn’t cover?  
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HEART Club Participant Focus Group Guide 
 
My name is __________, and I am from Cornell University.  Thank you for taking the time to 
participate in today’s focus group. I am interested in learning more about your experience in the 
Strong Hearts, Healthy Communities program. This focus group will take approximately 1.5 
hours.  As a reminder, I will be recording this discussion.  You may skip any questions that you 
do not wish to answer. 
 
 Topic 1: HEART Club Activities  
 
1. What was your experience completing the community walk-about in the first out-of-class 

session? 
 

2. What assets and barriers in your community were you made aware of as a result of the walk-
about? 

 
3. Thinking about the overall structure of HEART Club meetings and activities, what aspects 

worked well? What aspects were difficult?  
 

Topic 2: Benchmark Accomplishment 
 
Next, we would like to discuss your HEART Club’s progress towards the project benchmarks 
you developed. We will start by reviewing these benchmarks aloud.  
[Read out all benchmarks] 
 
1. What progress has your HEART Club made towards accomplishing these benchmarks?  

 

[Probe] Think about benchmarks that were fully achieved, partially achieved or not 
achieved.  

 
2. What factors contributed to successful benchmark achievement? 

[Probe] These could be factors like existing connections with local organizations, prior 
experience, support & cooperation from other community members. 
 

3. What barriers did you face while attempting to achieve these benchmarks? Were you able to 
overcome any of these barriers as a group? If so, how? 

 
Topic 3: Personal Experience, Engagement, and Perceptions 
 
Next, we are going to ask about your personal involvement in the HEART Club and perceptions 
related to community change initiatives.  
 
1. What did you enjoy most about your involvement in the HEART Club? 

 
2. What were some of the challenges to being involved in the HEART Club? 

 

[Probe] Think about time constraints, competing priorities, limited resources, personal 
values. 
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3. By participating in the HEART Club: 

 

a. How have your perceptions about what constitutes a healthy community changed? 
 

b. How have you become more motivated to make changes in your community 
environment? Please explain. 

 

c. How have you become more comfortable or confident in your ability to make these 
changes? Please explain.  

 
Topic 4: Next Steps and Improvements 
 
Finally, we would like to discuss next steps for your HEART Club and potential improvements 
to this component of the SHHC program. 
 

1. What, if any, accomplishments do you envision your HEART Club achieving in the 
future? 

 

[Probe] Think about benchmarks related to your current project or future issues you 
would like to address. 

 
2. If you were to participate in a HEART Club project again, what aspects, if any, would 

you change? 
 

[Probe] These changes could be related to meeting content or structure, specific 
activities, or overall fit within the SHHC program. 
 

Conclusion 
 
Thank you for all of your time and effort during this program. Is there anything else you would 
like to share that we didn’t cover?  
 


