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Problem Statement:  Each year, nearly 900,000 Americans die prematurely from the five leading causes of 
death – yet 20 to 40% of those deaths are preventable, according to a study from the Centers for Disease 
Control and Prevention (2014). Four primary health risk behaviors - lack of exercise or physical activity, poor 
nutrition, tobacco use, and drinking too much alcohol - cause much of the illness, suffering, and early death 
related to chronic diseases and conditions. These behaviors account for almost one million deaths each year in 
the United States alone. About 90% of Americans aged 2 years or older consumed too much sodium, which 
can increase their risk of high blood pressure (Jackson et al, 2016). An estimated 36.5 million adults in the 
United States (15.1%) said they smoked cigarettes, while cigarette smoking accounts for more than 480,000 
deaths each year (Centers for Disease Control and Prevention, 2017). In addition, drinking too much alcohol is 
responsible for 88,000 deaths each year (Centers for Disease Control and Prevention, 2017). In Washington 
State, several important behavioral risk factors for poor health are more common among people in lower socio-
economic groups, including smoking, obesity, lower levels of physical activity, and the consumption of fewer 
fruits and vegetables (Social and Economic Determinants of Health, 2013). Chronic disease exacts a toll in 
medical costs and lost productivity in our state, including $10 billion annually from cancer, more than $4 billion 
from heart disease, and more than $8 billion from stroke. This cost burden is expected to rise as the 
prevalence of chronic disease and related risk factors increase and our population ages (Washington State 
Plan for Healthy Communities, 2014). 
 
Describe Interventions:  Research shows that health education can be very effective in inspiring behavior 
change if the education uses proven behavioral-change theories and is tailored toward the target population 
(Moore & Johnson, 2015). Full-time AmeriCorps Members will be placed at WSC project sites across the state 
and, with the volunteers they recruit, will provide health education and opportunities aimed at increasing 
healthy behaviors. These activities will include evidence-informed training, healthy activities, and other health 
resources, including information about patterns of living, eating, playing, working and relaxing that are 
conducive to health in individuals and groups to promote positive health behaviors. All information and 
activities will be tailored to the populations being served (e.g., adults, seniors, families, individuals with limited 
English proficiency, specific cultural groups).  WSC project sites will provide a range of evidence-based health 
education and healthy activity programs, including Tai Ji Quan: Moving for Better Balance, Chronic Disease 
Self-Management Programs, Share Our Strengths, Cooking Matters and many others.  Interventions can be 
any planned combination of learning experiences designed to predispose, enable, and reinforce voluntary 
behavior conducive to health in individuals, groups or communities. Project sites can also design an 
educational process by which the public health system conveys information to the community regarding 
community health status, health care needs, positive health behaviors and health care policy issues. While the 
specific dosage levels may vary for health educational programs, WSC will set a minimum dosage requirement 
of three, 60 minute sessions within the term of service in order to count individuals in the outcome. 
 
Output 1: Report an UNDUPLICATED number of individuals who participate in Health Education 
Programs.   

• Count each participant ONCE.  A participant who takes more than one set of pre-tests/post-tests should 
only be counted one time. 

• Project sites must ensure an unduplicated count for all participants within a multisession activity. 
• Attendance data should be collected using a tracking mechanism appropriate for the type of service, 

such as: agency’s call center records, referral logs, sign-in sheets, or other information management 
system. 

• This instrument must be designed to track the number of clients who participate in a series of sessions 
or events (e.g., classes). The log will track the dosage to identify those participants who meet the 
dosage requirement (three, 60 minute sessions). Project sites must not count clients by number of 
sessions they attend. For example, if a health education program meets once a month for one year, 
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and has 12 participants who complete, then only report 12 (not 144). For further examples refer to 
page #4.   

• Administer and collect a behavior based pre-survey for each participant at the beginning of training 
and administer and collect a post-survey to the same participant at the end of the training.  

• To measure a change in behavior, project sites will administer a pre-survey for each participant at the 
beginning of training and administer a post-survey to the same participant at the end of the training.  

• Survey questions must be directly linked to pre-defined learning objectives and must contain the same 
questions. 

 
Output 2: Report the UNDUPLICATED number of individuals who complete Health Education Program 
training and return a pre and post training survey. 

• Performance outcome targets will be based on the number of completed and returned pre- and post-
training surveys. 

• All participants are expected to complete and return pre- and post-training surveys.   
• If fewer than 80% of all trained participants fail to return a pre and post training survey, report from 

among the following reasons at the time of the Quarterly Report.  1. Survey was not available.   2.  
Participants did not return survey.   3. Participants too young to respond.   4.  Participants unable to 
respond due to physical or cognitive challenges.   5. Participants not fluent in written language or   6. 
Other. 

 
Outcome 1: Report the UNDUPLICATED number of individuals who improve healthy behavior. 

• Determine improvement by comparing the pre- and post-survey results. Make sure that you can match 
the individual’s pre-survey with their post-survey. 

• Survey questions will be designed to measure behavior response choices. (e.g.  Learning a particular 
skill; Self-efficacy; behavior frequency; intentions to adopt practices; daily activities and health care 
utilization). 

• Survey responses will be measured using a Likert response scale ranging from very frequently to 
never. 

• The surveys will be designed by offering a choice of four to seven pre-coded response choices. 
• Each of the coded responses will include a numerical value that will be used to measure the behavior 

under investigation.  
• During pre/post analysis the project site must account for negative response choices so that all of the 

individual item scores lie on the same scale with regard to direction. In reverse scoring, the 4 becomes 
1, 3 becomes 2, 2 stays the same, 1 becomes 4, to provide a single score reflecting the intensity in a 
single direction. For more information refer to page #7. 

• A high overall score will indicate a positive behavior and a low overall score will indicate a negative 
behavior.  

• The survey score will be calculated by summing a group of behavior questions associated the specific 
response choice. 

• Behavior improvement will be determined if there exists a 20% or more increase in the total survey 
score from pre to post survey. 

• WSC recommends that project sites adopt a one-time survey administration procedure, where the pre-
survey instrument is administered to participants prior to a series of training sessions and the post-
survey is administer to participants after all of the sessions are completed. WSC also recommends that 
project sites administer the same questionnaire three to six months after completion of the education or 
training activity to determine long-term outcomes. 

• Results from the pre-post survey will be entered into an internal tracking system. 
• Project sites must identify at a minimum, the following information: 1. Date of training.  2. Number of 

individuals trained.  3. The title of training.  4. The number of sessions. 5. The level of improvement 
from pre to post survey for each participant. 



 

 
Performance documentation must be maintained for a period of 6 years from August 31, 2019 and be available 

for review upon request by WSC, Serve Washington, and/or the Corporation for National and Community 
Service. 

 
Submit quarterly performance reports on or before 12/15/18; 3/15/19; 6/15/19; and 9/14/19. 

 
 



 

Tracking Sheet and Survey Examples:  
 

 
 
 

 



 

 
 
 



 

 
 



 

 
Reverse Scoring Information 

 



 

Survey Example of Reverse Scoring 
 

 
 
 
 
 

Measuring Behavior 
 
Behavior – What are specific observed actions that would illustrate that the participants had improved their 
behavior? For example, an after-school program designed to help youth become more successful in school 
would want to look at the classroom work habits of successful students. Your observation checklist might 
include behaviors such as: listens well, stays with task until completed, participates in class discussions, 
follows directions, concentrates on task, completes work promptly, and works consistently to ability.  
 
Special Note: Behavioral data is more valid when it is actually observed, but that is not always possible. 
Sometimes program evaluators have to rely on participant self-report of behaviors obtained from 
questionnaires. For example, if the behavior outcome is that participants eat healthier, actually observing the 
participant eating healthy foods over a period of time would be impractical. Therefore we have to rely on a self-
report through a Food Recall Questionnaire. 
 
SKILL AND BEHAVIOR OUTCOMES 
Skills and behaviors are usually measured in one of two ways: 
 
1.  Asking participants whether they learned a skill or are practicing a certain behavior. This self-assessment 
data is usually collected through a pre/post questionnaire. 
 

• Skill questions tend to ask respondents to rate their ability or the confidence about their ability. 
• Behavior questions usually ask respondents about the frequency of their behavior (how often they do 

something). 



 

2. Observing the participants actually performing the skills or doing the behavior. Observation data is usually 
collected using a pre/post or post/post observation checklist. Sometimes you can ask parents, teachers, or 
someone who interacts with the respondent frequently whether they have noticed any changes in behavior. 
 Observing behavior is more rigorous than self-assessment. However, a combination of a self-assessment 
followed by an observation from a parent, teacher, etc. can increase the rigor. This is called “triangulation,” 
collecting data from more than one source. 



 

 
 
 
 

 


