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Abstract: To prevent overweight and obesity the implementation of an integrated community-wide
intervention approach (ICIA) is often advocated. Evaluation can enhance implementation of such
an approach and demonstrate the extent of effectiveness. To be able to support professionals in
the evaluation of ICIAs we studied barriers to and facilitators of ICIA evaluation. In this study
ten professionals of two Dutch municipalities involved in the evaluation of an ICIA participated.
We conducted semi-structured interviews (1 = 12), observed programme meetings (n = 4) and carried
out document analysis. Data were analyzed using a thematic content approach. We learned that
evaluation is hampered when it is perceived as unfeasible due to limited time and budget, a lack of
evaluation knowledge or a negative evaluation attitude. Other barriers are a poor understanding of
the evaluation process and its added value to optimizing the programme. Sufficient communication
between involved professionals on evaluation can facilitate evaluation, as does support for evaluation
of ICIAs together with stakeholders at a strategic and tactical level. To stimulate the evaluation of
ICIAs, we recommend supporting professionals in securing evaluation resources, providing tailored
training and tools to enhance evaluation competences and stimulating strategic communication
on evaluation.
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1. Introduction

Childhood obesity is a global public health problem [1,2]. In 2013, 23.8% of the boys and 22.6% of
the girls in developed countries were affected by overweight or obesity and in developing countries
these percentages were 12.9% and 13.4% respectively [3]. Although the increase in the prevalence of
childhood obesity appears to be levelling off in some countries [4,5], in most countries the increase
continues [6]. Obesity is associated with an increased risk of serious complications such as type 2
diabetes and cardiovascular diseases but also with psychosocial problems and a reduced quality of
life [7,8]. Moreover, childhood obesity often persists into adulthood [9,10].

Governments and communities worldwide try to prevent obesity, starting in childhood or even
before birth [11]. Traditionally, such prevention approaches focused on individual health determinants
such as the motivation of children to be physically active on a daily basis, or the lack of knowledge
about healthy eating [12]. Unfortunately, these individually targeted prevention efforts showed
disappointing outcomes [13,14]. This seemed related to the fact that these individual determinants of
overweight and obesity were targeted, while the social and physical environment in which children
grow up remained the same and therefore did not stimulate a healthier lifestyle [15]. Experts are now
advocating the implementation of an integrated community-wide intervention approach (ICIA), in
which both personal as well as environmental determinants are targeted. Such an approach should
include a mix of interventions working in conjunction with each other in the settings where children
live, learn, and play (early care and education, home, school, community, health care), should be
directed towards multiple target groups in the community, and should share a long-term health related
goal. Subsequently, it should be implemented by sectors within and outside the health domain [16-20].

A successful example of an ICIA is the EPODE approach (EPODE stands for “Ensemble Prévenons
I’Obésité Des Enfants” or “Together Let’s Prevent Childhood Obesity”), which was implemented in
15 countries including the Netherlands, where it was named “Youth on Healthy Weight” (In Dutch:
“Jongeren op Gezond Gewicht” or the JOGG-approach) [21-24]. The strength of this originally
French approach lies in five critical elements: (1) broad political commitment (i.e., from health and
non-health sectors) and integrated (public health) policies; (2) commitment of and collaboration
between public and private stakeholders; (3) use of social marketing techniques in intervention design;
(4) scientific evaluation and (5) integrated pathways of prevention and care. Between 2009 and 2014,
75 municipalities adopted this approach in the Netherlands, and this number continues to rise. To assist
local professionals involved in the JOGG-approach with designing, implementing, evaluating and
the advocacy of the approach towards stakeholders a logic model was developed, based upon the
EPODE logic model [25] (see Figure 1). Other instruments offered by the National Coordination Office
of the JOGG-approach (JOGG-office) to support professionals in the evaluation of their ICIA were
(1) an evaluation training for programme managers and epidemiologists; (2) an evaluation manual
including multiple instruments and tools to support the evaluation process and data collection and
(3) the possibility of involving an evaluation expert.

Unfortunately, early experiences with the JOGG-approach show that the critical element “scientific
evaluation” is often neglected within the JOGG-approaches in municipalities, despite the fact that
evaluation is recognized as being important in continuously improving the ICIA and in achieving a
sustainable and more effective programme [26,27]. Evaluation in the context of an ICIA is broader than
simply a systematic assessment of the worth or merit of something. It is “the systematic acquisition and
assessment of information to provide useful feedback about some object” [28]. Hence, it relates to the
total process of formative and summative evaluation, which already commences when an intervention
is initiated and can be used to improve the intervention during its course. In ICIAs an evaluation
process takes place within a political and organizational context, it requires group skills and capacities,
management ability, political leverage and sensitivity to the needs of multiple stakeholders. Evaluation
is therefore different from research which is grounded in experimental methods and whose goal it is to
create new scientific knowledge. A classical way to describe this difference between evaluation and
research is given by Patton: “research seeks to prove, evaluation seeks to improve ... ” [29].
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Figure 1. JOGG model.

Previous studies suggest that a possible barrier to the evaluation of complex community-wide
approaches is the difficulty in selecting an appropriate design and methodology for evaluation [30-33].
Other studies indicate that the evaluation of these initiatives is hampered because evaluation is
perceived differently by the various stakeholders involved [34,35] and performing such an evaluation
needs to compete with other priorities for scarce available resources (e.g., time, budget) [25,36,37].
A limited number of studies have explored barriers to and facilitators of evaluation. However, to
the best of the authors” knowledge no studies have involved professionals engaged in an ongoing
ICIA [38-40].

In order to improve support to those implementing ICIAs across cases, in-depth understanding
about barriers to and facilitators of evaluation of ICIAs is needed. This understanding can then
improve planning and execution of evaluation of these comprehensive approaches and hence may
inform public policy and practice on optimization of the use of ICIAs. Therefore, we explored the
perceptions of professionals involved in an ICIA with regards to barriers to and facilitators of the
evaluation of an ongoing ICIA.

2. Materials and Methods

2.1. Design

A qualitative case study design was used to collect data in two Dutch municipalities (our cases)
that implemented the JOGG-approach. Since our goal was to explore a wide range of barriers and
facilitators we chose to combine semi-structured interviews with observations and a document analysis
among a heterogeneous sample of municipalities. This design supports the explorative nature of this
study [41]. The proposal was submitted to the medical ethical committee of the VU medical centre,
which judged that a waiver of medical ethical approval was applicable for this explorative study on
perceptions of professionals about evaluation of ICIAs.

2.2. Sampling

To recruit our two cases, we emailed a study participation request to six eligible municipalities
that had implemented the JOGG-approach in February 2014. Inclusion criteria were: one large and
one small municipality; with preferably different initiators of the JOGG-approach, which began
implementation at least two years ago; affiliation with different Regional Public Health Services
(RPHS); and no participation in another external research programme. Based on these criteria, we
selected two municipalities (hereafter called Case A and Case B).
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From the two cases, we used emergent sampling to select a heterogeneous group of respondents
based on position (e.g., programme managers, RPHS epidemiologists, representatives, policy advisors)
and degree of involvement within the JOGG-approach (e.g., involved in daily operations, operating
at strategic or at tactical level). Emergent sampling implies that our study population emerged and
unfolded while the study progressed, rather than being constructed prior to the study. We started
with purposive sampling for initial response and because it requires the knowledge of insiders to
locate respondents for the study we used snowball sampling to identify other respondents. Snowball
sampling means that we asked the first purposively sampled respondents for additional relevant
contacts who would be able to provide different or confirming perspectives [42,43]. All respondents
employed by the municipality were from the Department of Health.

In Case A, no prior ICIAs had been undertaken to prevent children getting affected by
overweight and obesity. A multinational corporation that headquartered in the municipality initiated
the JOGG-approach by convincing the municipality to implement the JOGG-approach. Case A
was a medium sized urban municipality in the Netherlands of approximately 25,000 inhabitants.
The JOGG-approach was implemented in the whole municipality. In Case B the municipality initiated
the implementation of the JOGG-approach as a follow-up to an existing integrated approach to
the prevention of lifestyle problems, including overweight. Case B was a somewhat larger urban
municipality in the Netherlands with approximately 55,500 inhabitants. In this municipality, a
community approach was chosen in which two neighbourhoods were involved of approximately
7400 people in total. In contrast to Case A, no other municipality that had implemented the
JOGG-approach was affiliated with the RPHS in Case B.

2.3. Data Collection

2.3.1. Interviews

Interviews were conducted with five respondents in each case (LvA). Respondents had positions
within the municipality and within the RPHS at strategic (or administrative), tactical (or managerial),
and operational (or executive) level. The duration of the interviews ranged from 43 min to 67 min.
As presented in Table 1, the total amount of hours available for the JOGG-approach was higher in
Case B than Case A, respectively 33.20 h and 10.45 h a week.

Table 1. Individual characteristics of the respondents (1 = 10).

Age Level of Years of Working Time
Respondent * Function Gender 8 . Organization . for JOGG
(Years) Education Service
(Hours) **
Al Programme F 23 BS Municipality 2 8.00 weekly
manager
A2 Policy advisor F 28 MS RPHS 2 1.25 weekly
A3 Epidemiologist F 43 PhD RPHS 4 0.24 weekly
Health
A4 promotion F 27 MS RPHS 4 0.96 weekly
professional
A5 Alderman M 62 - Municipality 4 -
Programme Municipality &
B1 manager F 48 BS RPHS 2&13 20.00 weekly
B2 Policy advisor F 55 MS Municipality 14 8.00 weekly
B3 Epidemiologist F 38 MS RPHS 12 4.00 weekly
Epidemiologist
B4 & Policy advisor F 37 MS RPHS 11 1.20 weekly
(RPHS-employee)
B5 Alderman M 55 - Municipality 4 -

* = Letter A represents Case A, letter B represents Case B; ** = Calculated on the basis of 208 workable days
(40-hour working week). Abbreviations used: BS = Bachelor of Science, MS = Master of Science, PhD = Doctor
of Philosophy, RPHS = Regional Public Health Service.
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Furthermore, the programme manager and policy advisor for Case B were on average ten
years older than the ones for Case A. Respondent four of Case A is indicated as “Health Promotion
Professional” and respondent four of Case B is indicated as “RPHS-employee” (see Table 1). Prior to
the interview, all respondents signed an informed consent. Interviews were conducted with a topic
list. This topic list was based on literature and the model of Preskill and Boyle [44]. Additionally,
three researchers (LvA; AdK; MvK) developed the topic list collaboratively and carried out a pilot
test. The topic list evolved over time as the interview process continued. Topics focused on the role of
a respondent in evaluation, evaluation competence (knowledge, skills, and attitude), perception of
the progress of evaluation, resources for evaluation, organizational structure of the municipality, key
persons in evaluation, and perceived collaboration.

Firstly, programme managers and policy advisors of Case A and Case B were interviewed.
In Case A, LvA also attended an introductory meeting at tactical level with a new account manager
employed by the JOGG-office. During this meeting the account manager asked questions of the
program manager and policy advisor to outline the current situation of the JOGG-approach in the
municipality. The responses from the interviews from Case A were supplemented with shared
information. Insight was gained into organisational structure and the status of the JOGG-approach in
the municipalities. Based on the results of the first four interviews, complementary interviews were
performed with other stakeholders at Case A and Case B. As the interview process progressed, the
programme managers were interviewed again to further elaborate on the evaluation of activities and
responsibility for evaluation. After each interview, LvA wrote a report to record the first impressions
and a brief description of the respondent and interview location, the course of the interview, summary,
and key words. The recordings were transcribed verbatim. Respondents received a summary of the
interview in order to check the credibility of the findings (member check) [45].

2.3.2. Observations

Observations were conducted during meetings at strategic programme level (e.g., steering
committee) and operational programme level (e.g., working groups) of both the JOGG-approaches.
In Case A, the researcher (LvA) conducted an observation at operational project level. In Case B
two observations were conducted at the strategic project level and one at the operational project
level. Notes regarding the setting, actions, mutual power relationships, mode of interaction, content,
decision-making, and non-verbal cues of all stakeholders were made, and the extent to which
stakeholders participated during the meetings. Afterwards, LvA continued informal discussions
with stakeholders where possible (e.g., during a car ride). In this way, she was able to strengthen
the relationships she had established in earlier interviews and was able to ask questions in a more
informal way. After each day of observation, LvA made comprehensive field notes of her observations
and informal discussions. These detailed notes generated insight and better understanding of the data
collected during the interviews.

2.3.3. Document Analysis

All interviewed respondents were asked to share documents outlining the project structure and
current situation of the (evaluation of the) JOGG-approach and documents containing information
about the embedding of the JOGG-approach in politics. A variety of documents were reviewed in
each case: programme plans, minutes of meetings (at strategic and operational level), overviews of
resolutions of the Municipal Board, Memorandums of Public Health, newsletters, and organization
charts. The information extracted from the documentation was used in two ways: (1) as input for
interviews or to highlight situations that needed to be observed; and (2) to cross-validate data gathered
during the interviews and observations [46].
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2.4. Data Analysis

Concepts from the multi-disciplinary model of evaluation capacity building (ECB) of Preskill
and Boyle [44] were used in the development of the coding scheme. Although our research does not
focus on ECB itself, exploring the barriers to and facilitators of performing evaluation may increase
insight into what is needed to build evaluation capacity among professionals in ICIAs. This conceptual
framework suggests multiple individual and organizational resources that should be in place in order
to build local evaluation capacity and establish a sustainable evaluation practice [44]. When these
resources are not in place a sustainable evaluation practice is not feasible.

The interview transcripts and observations were analysed by two researchers (LvA, AdK) using
thematic content analysis [47]. The transcripts were read through several times. The texts were divided
into fragments, and codes (labels) were assigned to these fragments (open coding). These codes were
all organized into a mind map. The preliminary conclusions were thoroughly discussed with MvK.
The last phase of the analysis was selective coding: the essence of what each theme was about was
identified, searched for relations through constant comparison across cases and analysed variation
within and between cases. Finally, the different themes were fitted into the broader picture of the entire
data. During the entire analytical process, memos were used to record thoughts about the results and
to distinguish between the researchers’ interpretations and respondents” own views. To ensure validity
and reliability thoughts and analysis were discussed within the research team.

3. Results

3.1. Case Description

Both cases had adopted the JOGG-approach in the same year, 2012, but with different
initiators and point of departure. In Case A, a multinational corporation that headquartered in the
municipality brought the JOGG-approach to the attention of the alderman, who in turn supported the
implementation in order to maintain a good relationship with this private company. No preparations
had been undertaken prior to the JOGG-approach: the municipality started from scratch, as reflected
by the programme manager’s perception of her function:

“Sometimes (I have) the feeling of: “where to start?” and (it feels like) droplets in the ocean” (Al).

In Case B, the initiator of the JOGG-approach was the municipality. A programme similar to the
JOGG-approach, called programme X in this study, had already been implemented. Programme X
was an integrated approach to the prevention of lifestyle problems, including overweight, and was
accompanied by financial and substantive support. Therefore, a certain knowledge and experience
base was already established. According to the programme manager the JOGG-approach was used to
amplify the previous programme.

In both cases a steering group and multiple working groups were established. At strategic level
both JOGG-approaches were coordinated by an alderman and the department head of the health sector
of the municipality. In both cases a “steering group” functioned more on the operational level than on
the strategic level. A respondent from Case A described the steering group as having a lack of:

“

. real vision, policy, and making decisions (at strategic level)” (A1).

More people were part of the project structure in Case B than in Case A. For example in Case A
eight people were part of the working group “Interventions” and in Case B there were twelve.
The steering group of Case A had seven members and in Case B eleven. Case A focused its programme
structure around “Interventions” and “Communication”. And Case B focussed its programme structure
around “Interventions”, “Care and prevention”, and “Evaluation”.

The interviewed professionals in Case A were younger and had not been in the employment of
their organisations for as long as those in Case B and were less experienced with evaluating public

health initiatives. Moreover, working time (hours) for the JOGG-approach was higher in Case B and in
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this case more professionals from in and outside the local government and at different levels (strategic,
tactical and operational) were involved.

In both cases, no evaluation team was established even though this was recommended in the
JOGG evaluation manual and in the first (of four) evaluation training session of the JOGG-office.
The programme manager and the epidemiologist in both cases attended this first training session.
The programme manager of Case B explained they did not establish a separate evaluation team, but
made evaluation part of existing working groups. It appears this was a non-formalised agreement since
all respondents of Case B were involved in evaluation and had their own strategic and operational
tasks and roles. The programme manager of Case A said they doubted the need for such a team, said a
clear mandate for such a team had not been given by the steering group, and there were no resources
for evaluation.

3.2. Evaluation Barriers and Facilitators

In the upcoming paragraphs we describe our merged results from Case A and Case B. Perceived
barriers to and facilitators of evaluation in each case are presented using direct quotations from
interviews (indicated by italic letters and enclosed in quotation marks), field notes, observations,
and documents (enclosed in quotation marks). A total of six themes derived as key-issues after
data-collection: motivating factors to evaluate, perceived feasibility of evaluation, knowledge and
attitudes of evaluation, communication and involvement with evaluation, evaluation resources, and
support from decision-makers. An overview of the results can be found in Table 2.

Table 2. Barriers to and facilitators of the evaluation of the JOGG-approach.

Barriers (—)/

Th h o E 1
emes Subthemes Facilitators (+) xamples
The need for an evaluation motive
. An evaluation expert who provides expertise and support to
S Person to motivate + .
Motivating . start the evaluation process
factors to evaluation
ac - Lack of a person who stimulates performance of evaluation
evaluate
Demand for + External funder or alderman to ask for evaluation results
evaluation _ The programme manager does not give a command to start
the evaluation process
Evaluation feasibility
. Assumptions on + Existence of a realistic perception of evaluation
Perceived feasibility of - . e, :
feasibility of evaluation B Negative perceptions on feasibility of evaluation as presented
evaluation in theory and evaluation models
Capabilities of + Trust in interpretation of tasks

those involved Lack of trust in capabilities of those that should be involved in

the evaluation: programme manager and epidemiologist.

Positive attitude

towards evaluation + Evaluation is regarded as important
Kno‘fvledge and - Doubt about possibilities to show effects of ICIA
attitudes on
evaluation Availability of a person with sufficient knowledge on what the

Knowledge on

ovaluation + (process of) programme evaluation implies and how to

conduct such an evaluation

Lack of evaluation knowledge (i.e., oral informal process
evaluation has no scientific value)

Perception of own

capabilities + High self-efficacy to conduct evaluation

- Negative perception of one’s own capabilities to evaluate
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Table 2. Cont.

Barriers (—)/

Themes Subthemes Facilitators (+) Examples
Evaluation feasibility
Financial resources + Allocated financial resources for evaluation process
. - Limited resources to hire personnel, resulting in limited time
Evaluation
resources Time + Allocated hours for involvement of epidemiologist or
evaluation expert
B Lack of personnel for data collection; Lack of time for
evaluation education
Avallabll{ty of Availability of generic suitable evaluation instruments
evaluation + . . . .
. (i.e., questionnaires, logic model)
instruments
- Non-functioning or incomplete evaluation instruments
Commitment of evaluation stakeholders
L Regular and high degree of communication between
Communication on +

Communication Juati programme manager and epidemiologist on evaluation
. evaluation

and involvement

with evaluation

Low degree of communication on evaluation between
— programme manager and epidemiologist; Low degree of
communication between programme manager and alderman

Active involvement of stakeholders helps to see the added

i + .
Involvem.ent m value of evaluation
evaluation
_ Involvement of members of the programme structure at
strategic as well as tactical and operational level
. Evaluation is considered important by alderman
Political support + . .
. and city council
Support form (tactical)
PP Competing themes that reduce attention and make fewer
decision-makers . e . -
. - resources available; Politicians only interested in long-term
at multiple levels A -
goals and not in mid-term or process evaluations
A pro-active attitude of department management to generate
Managerial + resources and support; a clear policy vision of RPHS
support (strategic) supportive to the approach and evaluation
B A time consuming policy process to generate
extra financial resources
Support from + Stakeholders have a common goal
implementers . . .
prems Limited interest in evaluation from those who
(operational) —

implement the ICIA

3.2.1. Motivating Factors to Evaluate

Analysis of data showed that a trigger or motivating reason could give rise to an evaluation
(Case B). On the other hand, the lack of it could impede evaluation (Case A). All interviewees asked
said a specific person was needed to motivate evaluation. In particular the programme manager was
seen as having an ideal position to mobilise and motivate professionals:

“The programme manager is an enthusiastic person who can transfer her energy properly. So that
works very well” (B4).

The programme manager mentioned (Case B) also seemed to understand her role to trigger
evaluation processes since she asked for evaluation-related activities:

“My role (as programme manager) is to question (..) them (the stakeholders) about the benefit of
their activities. So in that way we try to collect data (about evaluation)” (B1).

In Case B, the alderman also provided such a trigger by asking for an effect evaluation. Moreover,
the programme manager and policy advisor in Case B said an external public funder of programme X
provided an additional trigger by requesting a process evaluation in a final report for accountability
reasons. Also the evaluation expert who was made available to municipalities by the JOGG-office



Int. J. Environ. Res. Public Health 2016, 13, 390 9 of 19

was a catalyst in the design and execution of evaluation and helped others to understand the
evaluation process.

“(... )it was good to have the evaluation expert from the JOGG-office visit us and discuss the
evaluation possibilities and effects to be shown at local level (...), this works better than the training
sessions alone, which are more general” (B1).

However, this programme manager would have liked more directives on evaluation from the
JOGG-office. In contrast, interviewees in Case A said no-one triggered evaluation. To stimulate
evaluation, the policy advisor and health promotion professional from Case A therefore suggested that
an epidemiologist from the RPHS, the JOGG-office, a programme manager or the alderman should ask
for evaluation. The evaluation training sessions were not perceived as stimulating the programme
manager of Case A to commence evaluation planning:

“(... ) the training sessions were too formal, extensive, detail oriented and exaggerated” (Al).

The given information was too overwhelming for her and did not increase her motivation to

study the process of evaluation let alone stimulate her to design and perform the evaluation of the
JOGG-approach.

3.2.2. Perceived Feasibility of Evaluation

Interviewees in both cases perceived evaluation of the JOGG-approach as unfeasible.
They assumed that a sound and proper evaluation could not be performed with their limited budget,
time and capabilities. For example, the programme manager of Case A and policy advisor of
Case B said:

“There is so much to it (evaluation) if you want to do it well. A lot of time, money (..), and
expertise” (Al).

“If you want to do it (evaluation) properly, you have to make a big investment” (B2).

Most interviewees added that the evaluation as presented in the evaluation training and in the
evaluation manual of the JOGG-office represented an “ideal” evaluation which was not encountered in
practice or was even incompatible with practice. Some interviewees struggled with the translation of
the evaluation manual for use in their own situation. Both the epidemiologist and the RPHS-employee
of Case B explained that evaluation of the JOGG-approach was not systematic, but “emerged”
during implementation:

“I do notice that practice is more stubborn (than the ideal situation), so then you'll have to look
further and search for your own pathway” (B3).

“You want to write things down as specifically as possible in such an (evaluation) plan. However,
JOGG is also characterized by (..) a bottom-up approach and setting goals together. And sometimes
I perceive that as quite a tension” (B4).

3.2.3. Knowledge of and Attitudes to Evaluation

In both cases the programme managers indicated they lacked sufficient knowledge of evaluation.
The epidemiologists were believed to be sufficiently equipped to design and perform evaluation.
However, the policy advisor in Case A said that some epidemiologists who were believed to be capable
of designing and conducting an evaluation were in reality not able to do so. This might be explained
by the fact that most interviewees, including the epidemiologists, did not understand the difference
between evaluation and research, they used the terms interchangeably, hence making evaluation bigger
and more difficult than necessary. For instance, the programme manager and policy advisor of Case A
frequently used the terms evaluation and research interchangeably and referred to the working group
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“Research” when the interviewer asked about evaluation. Asking about her competences in evaluation,
the programme manager of Case A replied:

“I did some research during my study but not like a youth monitor or something. I would not know
what questions to ask or when such a research is representative or reliable (... )” (Al).

Moreover, interviewees in Case A did not perceive a process evaluation in the form of an oral
communication of an activity to discuss the progress and possible areas of improvement, as part of
the programme evaluation, because it was not formal enough. In Case B, the programme manager,
epidemiologist, and RPHS-employee knew that process evaluation was important to optimize the
approach, but their attitudes to the process evaluation were less positive:

“it has no scientific value” (B2) and “it is not something official” (B4).

The epidemiologist felt that she and the other professionals were not fully equipped to conduct a
process evaluation. Additionally, the programme manager and RPHS-employee of Case B showed
they were aware of differences in evaluation between different initiatives, they said evaluation could
either be extensive or superficial depending on needs and funding.

In contrast to the different purposes of evaluation and research as discussed in the introduction
to this paper the programme manager, policy advisor, and health promotion professional of Case A
all mentioned that evaluation findings could be used to “prove” something. These perceptions on
evaluation can limit the use of evaluation for programme optimization and diminish the value of
evaluation at strategic and tactical levels.

Regarding respondents’ attitudes towards evaluation, some respondents questioned whether the
effects observed could be allocated to the JOGG-approach. The policy advisor and epidemiologist of
Case B, for example, explained it would be difficult to produce “hard” data about the relationship
between the JOGG-approach and effects. Furthermore, several respondents cited that evaluation
required a lot of investment of resources. One respondent commented:

“And it is the question whether it (the evaluation) is worth the investment” (B2).
Evaluation in general was considered important by the majority of the respondents:

“When you evaluate, you know what works and what does not (..). And you can keep partners on
board, show results, (create) a positive atmosphere, and attract other parties” (Al).

“It is important to see whether what you do achieves effects” (B2).

3.2.4. Evaluation Resources

Data revealed that lack of time and allocated financial resources prohibits the evaluation of the
JOGG-approach (Case A). On multiple occasions the programme manager of Case A stated that limited
financial resources were available to administer questionnaires, to hire personnel for data collection
and analysis, and to set up a proper evaluation. In this municipality a budget for evaluation of the
JOGG-approach was not generated. Since the RPHS monitors health and behaviour of children in the
municipality it was decided to use this data to show results, despite the limitations of this data. In
Case B, on the other hand, allocated time and financial resources were believed to have stimulated the
evaluation process:

“Within the entire process we have allocated time and money in order to conduct a proper
evaluation” (B2).

Interviewees in Case A reported that the annual fee of the JOGG-approach was paid by the
multinational headquartered in the municipality, while in Case B, the annual fee was funded by the
subsidy for programme X and reserved resources from local health policy. Concerning time (personnel
resources), hours were allocated for an epidemiologist in Case B, whereas no additional hours for
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evaluation were made available in Case A. The programme manager of Case A believed evaluation
could be stimulated by the involvement of someone with substantive knowledge of research who
could lead the workgroup Research. Regarding material resources, the JOGG-office provided various
materials to support evaluation: an evaluation manual, the JOGG-model, process guidelines, an activity
monitor (a digital monitor to register all activities), and a parental questionnaire on children’s health
and behaviour. Although the parental questionnaire was used in both cases, the remaining materials
were not (frequently) used by the respondents. The programme managers and epidemiologists
described some issues that discouraged them from using the activity monitor:

“The development process of the activity monitor by the JOGG-office took a long time and it still is
not finalized” (B3),

“It is not really a useful tool” (B1;Al).
“The activity-monitor has limitations in space to insert all retrieved data” (B3).

and

“(... ) other JOGG-municipalities do not use it” (A3).
“It is not easy to use and needs an update in lay-out” (A3).

3.2.5. Communication and Involvement with Evaluation

Communication was considered key in the evaluation of an ICIA. When there is no communication
on evaluation professionals seem less committed to the evaluation process. Communication between
the programme manager and epidemiologist was facilitative for evaluation, since it enhanced the
involvement of both in the evaluation (see Figures 2 and 3):

“If you are really involved then it is easier to see where evaluation can do something or add
something” (A3).

In Case A, the programme manager and epidemiologist admitted that they communicated very
little, whereas a high degree of communication took place in Case B. In the programme plan of Case B,
it was stated that the programme manager had to be the one that connected the municipality and the
RPHS. She should communicate with all members of the programme structure, at strategic, tactical
and operational levels, inside and outside the municipality structure:

“The programme manager acts as a spider in the web, both inside and outside the municipality”
(text fragment drawn from action plan).

3.2.6. Support from Decision Makers

Support from decision makers at multiple levels was important for evaluation since it affected the
availability of resources. One epidemiologist explained:

“One cannot do everything, it is really quite broad. So at a certain point, choices need to be
made” (B3).

Decision makers who were best able to create a support-base for the JOGG-approach were
situated at tactical and operational levels inside and outside the municipality. Alderman and city
council members were especially important in stimulating the allocation of evaluation resources.
In both cases competing priorities amongst politicians and policy makers could reduce attention
for the JOGG-approach and subsequently resulted in fewer resources being available for evaluation.
Although the approach itself was supported by politicians and other policy makers in Case B, the
policy advisor and epidemiologist of Case B cited that evaluation was not always considered important
by politicians, although:
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“Sometimes they do think (evaluation) is important and then they say: ‘make money available’. So,
that is always a little between the devil and the deep blue sea” (B2).

To create political support, the programme manager, policy advisor, and alderman of Case B
reported that they linked the JOGG-approach to the Social Support Act and drew up a collective policy
plan. This was conducive to cooperation with other policy sectors according to the policy advisor.

Municipality

<4— = high degree of communication

<----> =|ow degree of communication

Explanation of communication lines between stakeholders (see associated numbers in above figure):

1. Programme manager (A1) and alderman (A5): Low degree of communication.

The alderman mentioned that he had a lot of confidence in the programme manager. The
programme manager perceived no guidance from him: “He leaves everything to me. On the one
hand, it is pleasant, but on the other hand | miss guidance” [A1]. It seemed that the alderman
was not well informed about the present state of the JOGG-approach as shown in this field note:
“During the interview he often flipped through papers to search for something”. The following
quote confirms this: “Let me see, what do we have more. Let me see what the research has done
further” [AS5].

2. Programme manager (A1) and policy advisor (A2): High degree of communication.

The policy advisor was the most active partner in the perception of the programme manager,
however: “I do not involve her all the time, because that takes a lot of time” [A1].

3. Programme manager (A1) and epidemiologist (A3): Low degree of communication.

They were both aware of present degree of communication, however, it appeared that they do
not communicate at the moment: “It is a bit quite, in recent times” [A3] and “I’'m not really
involved in what is happening” [A3]. Al explicates the need for an expert to measure achieved
results but does not come up with the name of A3.

4. Programme manager (A1) and Health Promotion Professional (A4): Average degree of
communication. They reported that they inform each other and made agreements. As the health
promotion professional put it: “/ usually have contact with her when | do things for JOGG” [A4].

5. Policy advisor (A2) and health promotion professional (A4): High degree of communication.
They seemed to have good contact with each other. The following field note is an example of
this: “They make jokes and laugh with each other. It seems that they are friends”. Furthermore,
the health promotion professional mentioned that: “We are colleagues, so in between we can
always have a little discussion with each other” [A4].

6. Policy advisor (A2) and epidemiologist (A3): Low degree of communication.

Similar to communication line 3, it seemed that they did not use their communication line: “We
have a policy advisor at this RPHS. So, occasionally | hear something from her or | might be kept
informed [..]. But we do not have a specific consultation moment [for this municipality]” [A3].

Figure 2. Communication flow of Case A.
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<4—> = high degree of communication

<----> =low degree of communication

Explanation of communication lines between stakeholders (see associated numbers in above figure):
1.

Programme manager (B1) and policy advisor (B2): Very high degree of communication.

They both perceived their relationship like a “job share”: “We can almost guess what the other is
thinking” [B2].

Programme manager (B1), policy advisor (B2), and alderman (B5): High degree of
communication. Together with the department head community affairs, they had a monthly
consultation to monitor the progress of the JOGG-approach. The alderman cited that he gave
them a lot of freedom and worked on the basis of trust: “You provide guidance as director by
giving trust” [B5]. The programme manager and policy advisor informed the alderman in an
informal way. According to the alderman that was called ‘accountability’, however, he did not
perceive it like that.

Programme manager (B1) and epidemiologist (B3): High degree of communication.

The programme manager appreciated it to perform the evaluation together with the
epidemiologist: “Because it seems to me very difficult to do it alone as programme manager”
[B1]. The programme manager kept the epidemiologist well informed about further
developments of the JOGG-approach and acted as an intermediary: “She is a short line here [at
the RPHS] and is directly connected with the municipality” [B3].

Epidemiologist (B3) and RPHS-employee (B4): High degree of communication.

The RPHS-employee reported that she provided support and advice to the epidemiologist. They
were colleagues and appeared to have good contact: “That [contact] goes very properly, it is a
one-to-one relationship” [B3]. Furthermore, the following field note pointed out that: “The
epidemiologist’s desk was across from the desk of the RPHS-employee”.

Programme manager (B1) and RPHS-employee (B4): High degree of communication. They did not
have much consultation regarding evaluation, according to the RPHS-employee. However, for
other JOGG-related activities they did have regular consultation and coordination.

Figure 3. Communication flow of Case B.

13 0of 19

In Case B the JOGG-approach was mentioned several times in the list of resolutions of the Board
of Mayor and Aldermen which shows political support. In addition, the programme manager of
Case B appeared to be very pro-active, as illustrated by the following field note:

“The programme manager went to the financial department on the day it became clear that additional
money was needed for a JOGG-approach related activity”.

In Case A the JOGG-approach was not linked to other formalised initiatives in the municipality
and the JOGG-approach itself was only referred to a single time in the resolutions of the city
council. Support from politicians for evaluation in Case A was considered low by respondents, the

epidemiologist of Case A even believes that municipalities in general are only interested in long-term

goals and not in mid-term effects or process evaluations.
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The administrative and policy process to generate extra funding for the evaluation for the
JOGG-approach would, according to the programme manager, absorb all personnel hours:

“If you really need money, then you can (write) entire plans and (go) to the Municipal Council.
However, then my eight hours a week (for the JOGG-program) are lost due to that” (Al).

Besides support from policymakers, obtaining support for the evaluation from those who
implement the JOGG-approach was considered key to evaluation. However, in both cases obtaining
such support was often limited due to different interests, backgrounds, identities, cultures, and origin
of implementers. Therefore, having a common goal was seen as facilitative for evaluation in Case B.
However, in Case A having a common goal did not emerge from the data. In Case B interviewees
actively brought evaluation to the attention of stakeholders, while this did not happen in Case A:

“We have actually never discussed evaluation (in the working group Interventions)” (A4).

The RPHS-employee in Case B added that evaluation was not a natural step for stakeholders and
not many stakeholders asked for it. To overcome this barrier, the RPHS-employee explained that the
importance of evaluation could be made clearer to them. However, the programme manager of Case A
did not have the intention to invest in such a process:

“I'm not going to make a whole action plan to create a support base for research among politicians
and private partners. Then it is better to invest my energy in performing those activities and setting
up and organizing working group meetings. Because at least something happens then” (Al).

Besides politicians and implementers, the RPHS was often discussed as important to support
evaluation in both cases.

“I really liked working with the RPHS epidemiologist ( ... ). I think that this is also an advice
to other municipalities, ensure that employable hours are made available within the RPHS or for
another researcher who can work with you” (B1).

However, in Case A this imposed a barrier since the budget for the evaluation of the
JOGG-approach had not been allocated. According to the policy advisor and epidemiologist it could
be possible to increase employable hours of RPHS personnel for the JOGG-approach when it was
considered important by the RPHS. Unfortunately, they noted that since the RPHS is a non-profit
organisation, support for evaluation would depend on allocation of municipal resources.

“Employable hours just cost money, ( ... ) so the RPHS cannot just donate employable hours to the
municipality” (Al).

To overcome this evaluation barrier, the epidemiologist suggested creating a clear policy or vision
statement at the RPHS about how important support of the JOGG-approach is and how many hours
they would like to invest.

4. Discussion

In this study we explored the barriers to and facilitators of the evaluation of ICIAs. We believe that
these barriers and facilitators can be encapsulated in three themes: the need for an evaluation motive,
evaluation feasibility and commitment to evaluation from stakeholders (see Table 2 in result section).

Firstly, the absence of a clear evaluation motive can hamper evaluation. Evaluation requires a
personal or environmental factor that triggers evaluation. For example, when professionals believe
an evaluation has no benefits and people around them (e.g., aldermen) do not provide incentives to
evaluate, there is no urge to spend scarce resources on evaluation. Other studies refer to this as the
“demand side” of evaluation [48] or “readiness for evaluation” [49]. This readiness for evaluation
could also be a function of involved professionals with more experience.
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Secondly, perceived feasibility may hamper evaluation. Two main factors determined feasibility:
evaluation skills and opportunities. ICIA evaluation requires continuous realigning of “theory”
and “practice” of evaluation since an ICIA emerges during implementation, requires a focus on the
process (besides the effect), and is often “bottom-up”. Professionals might be capable of conducting
a “top-down” evaluation which is planned in a more linear way. However, for ICIA evaluation,
professionals need to empower the community (i.e., stakeholders) to evaluate [50,51] and make
adaptations during the evaluation process. Therefore, skills are required that enable the professional
to design, plan and conduct both an effect and process evaluation and work within an emerging
environment. Besides such a broad set of evaluation skills, time and financial resources need to be
sufficient to make the evaluation feasible. Lack of time and financial resources are a commonly found
evaluation barrier and particularly pervasive when it concerns the evaluation of ICIAs (compared to a
less comprehensive evaluation) [25,37,40,52,53]. Professionals therefore need to act as “jugglers”:
to prioritize evaluation in a context with multiple competing priorities and limited evaluation
capacity [48]. In order to take upon the roles involved professionals need to be highly experienced in
Public Health.

Thirdly, the (lack of) commitment to evaluation from stakeholders can hamper evaluation. Such
commitment is necessary to enhance the evaluation capacity and is primarily created through
communication and trust: “many of the problems encountered by evaluators, much of the resistance to
evaluation, and many failures of use occur because of misunderstandings and communication problems” [42,44].
Therefore, communication that is specifically focused on building trust and relationships [38] between
the programme manager and a person with expertise in evaluation is required. Professionals also
need to communicate effectively with the community and decision makers to keep them involved
in the evaluation process and to understand the importance of evaluation. Such communications
skills are even more important since obtaining evaluation support from decision makers at strategic
(politics), tactical (managerial) and at operational level (in municipality and the RPHS) was found
to be extremely difficult, but is also an essential element for ICIAs (i.e., “political commitment” and
“public private partnership”) [23].

Furthermore, in the Netherlands the Regional Public Health Services have long since provided
municipalities with epidemiological data on public health. This makes the RPHSs and health sectors
of municipalities very outcome driven with public health initiatives with pre and post-measurements
on sickness and health. Within the Dutch Public Health there is no tradition of seeing evaluation as a
continuous process that should be aligned with the design and implementation of specific programmes,
let alone in comprehensive community-wide interventions approach. Therefore it seems logical that
epidemiologists, that are used to show effects (hard, quantitative data) of a public health intervention,
indicate they have a lack of trust in their capabilities to use evaluation in emerging practice. However,
we do feel that this study showed multiple factors that hamper the very necessary evaluation for ICIAs
and therefore we advise strengthening epidemiologists and the managers of these programmes with
knowledge and skills in programme evaluation and evaluation support from managerial level and
funders to enhance the successes of these comprehensive programmes.

One of the strengths of this study is its design: a case study research is useful in order to gain a
rich, detailed understanding of evaluation within a real life context [54]. Although we explored two
cases the views of the respondents might not be reflective of the perceptions of stakeholders in other
JOGG-municipalities. However, we feel the examination of the topic at hand within a real life context
increases the reliability and ecological validity of the results [55]. In addition, the explorative and
qualitative nature of this study can provide a deeper insight into evaluation of the integrated approach
compared to a quantitative study. Finally, it appeared afterwards that some stakeholders might not
have fully understood the difference between evaluation and research. This may put the perceptions
of these respondents in a different perspective. At least the present study provides insight into the
existence of this lack of understanding.
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5. Conclusions

Evaluation remains an important component of ICIAs but in practice it is often neglected.
Professionals such as programme managers and epidemiologists appear to have no motive to evaluate,
and lack knowledge, skills and resources to evaluate an ICIA resulting in poor evaluation feasibility
and lack of commitment to evaluation from stakeholders. As such, evaluation capacity is insufficient
and needs to be enhanced. This could be achieved by providing an incentive for evaluation, supporting
programme managers to generate and allocate sufficient time and financial resources to programme
evaluation, communicating to them the difference between evaluation and research, and through
teaching or supporting programme managers and epidemiologists to invest in commitment of
stakeholders at multiple levels inside and outside local government.

The incentive for evaluation of an ICIA can be provided by programme funders (i.e., demanding
10%-15% evaluation budget in programme plans) and by central or national programme coordinators
(i.e., compulsory training in program evaluation for programme management; the provision of an
evaluation coach to stimulate evaluation planning, communication on evaluation and assist in the
appointment of a responsible evaluation manager). The incentive can also be part of organizational
policy with regard to evaluation within local government and RPHS, or through support from the
tactical and strategic level for programme evaluation within these organisations. We also urge
central coordinated programmes such as JOGG that are known to persuade and support municipal
governments to develop and disseminate local ICIAs to discuss the importance of programme
evaluation for the success of the ICIA with municipalities to increase evaluation budget and motives
for evaluation of the ICIA beforehand. By investing in commitment from stakeholders and incentives
for evaluation, the quantity and quality of evaluation of these comprehensive approaches may improve
the design and the implementation of the ICIA, the sustainability of the approach and strengthen the
evidence base of effective prevention strategies for childhood obesity.

Further insight is needed to establish a sustainable evaluation practice within organisations
involved in designing and implementing ICIAs, and to understand which interventions and policies
are here for needed. Future studies should examine different strategies to increase engagement
of programme managers, epidemiologists and stakeholders at tactical and strategic level in the
programme evaluation of an ICIA.

The ICIA we studied in two municipalities in The Netherlands is based upon the EPODE approach.
Although EPODE advocates a community-wide approach to prevent children getting affected by
overweight and obesity it is not a one-size-fits-all approach, it still needs to be adapted to the local
situation. A programme evaluation can support this adaptation. Due to the specific evaluation culture
in the Netherlands we cannot automatically apply the results of this study to other EPODE approaches.
We do think that since the EPODE approach is expanding internationally it is important for current and
future EPODE approaches but also for other ICIAs, to pay sufficient attention to programme evaluation
and its advantages for programme optimization, to evaluation capacity building for programme
management and to evaluation funding and evaluation support at tactical and strategic level.
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Abbreviations

The following abbreviations are used in this manuscript:

ICIA Integrated Community-wide Intervention Approach
EPODE Ensemble Prévenons 1'Obésité Des Enfants (French) or “Together Let’s Prevent Childhood

Obesity” (English)

JOGG Jongeren op Gezond Gewicht (Dutch) or Youth on Health Weight (English)
JOGG-office National Coordination Office of the JOGG-approach
RPHS Regional Public Health Service

References

1.

10.

11.

12.

13.

14.

15.

16.

Bleich, S.N.; Segal, J.; Wu, Y.; Wilson, R.; Wang, Y. Systematic review of community-based childhood obesity
prevention studies. Pediatrics 2013, 132, e201-e210. [CrossRef] [PubMed]

Mitchell, N.S.; Catenacci, V.A.; Wyatt, H.R.; Hill, ].O. Obesity: Overview of an epidemic. Psychiatr. Clin.
N. Am. 2011, 34, 717-732. [CrossRef] [PubMed]

Ng, M.; Fleming, T.; Robinson, M.; Thomson, B.; Graetz, N.; Margono, C.; Mullany, E.C.; Biryukov, S.;
Abbeafati, C.; Abera, S.F; et al. Global, regional, and national prevalence of overweight and obesity in children
and adults during 1980-2013: A systematic analysis for the global burden of disease study 2013. Lancet 2014,
384, 766-781. [CrossRef]

Olds, T.; Maher, C.; Zumin, S.; Peneau, S.; Lioret, S.; Castetbon, K.; Bellisle; de Wilde, J.; Hohepa, M.;
Maddison, R.; et al. Evidence that the prevalence of childhood overweight is plateauing: Data from nine
countries. Int. J. Pediatr. Obes. 2011, 6, 342-360. [CrossRef] [PubMed]

Rokholm, B.; Baker, J.L.; Sorensen, T.I. The levelling off of the obesity epidemic since the year 1999—A review
of evidence and perspectives. Obes. Rev. 2010, 11, 835-846. [CrossRef] [PubMed]

Swinburn, B.A.; Sacks, G.; Hall, K.D.; McPherson, K.; Finegood, D.T.; Moodie, M.L.; Gortmaker, S.L.
The global obesity pandemic: Shaped by global drivers and local environments. Lancet 2011, 378, 804-814.
[CrossRef]

Wake, M.; Clifford, S.A.; Patton, G.C.; Waters, E.; Williams, ].; Canterford, L.; Carlin, J.B. Morbidity patterns
among the underweight, overweight and obese between 2 and 18 years: Population-based cross-sectional
analyses. Int. . Obes. 2013, 37, 86-93. [CrossRef] [PubMed]

French, S.A.; Story, M.,; Perry, C.L. Self-esteem and obesity in children and adolescents: A literature review.
Obes. Res. 1995, 3, 479-490. [CrossRef] [PubMed]

Daniels, S.R. The consequences of childhood overweight and obesity. Future Child. 2006, 16, 47-67. [CrossRef]
[PubMed]

Guo, S.S.; Wu, W,; Chumlea, W.C.; Roche, A.F. Predicting overweight and obesity in adulthood from body
mass index values in childhood and adolescence. Am. J. Clin. Nutr. 2002, 76, 653—-658. [PubMed]

Roberto, C.A.; Swinburn, B.; Hawkes, C.; Huang, T.T.K,; Costa, S.A.; Ashe, M.; Zwicker, L.; Cawley, ]. H.;
Brownell, K.D. Patchy progress on obesity prevention: Emerging examples, entrenched barriers, and new
thinking. Lancet 2015, 385, 2400-2409. [CrossRef]

Flynn, M.A.; McNeil, D.A.; Maloff, B.; Mutasingwa, D.; Wu, M.; Ford, C.; Tough, S.C. Reducing obesity
and related chronic disease risk in children and youth: A synthesis of evidence with “best practice”
recommendations. Obes. Rev. 2006, 7 (Suppl. 1), 7-66. [CrossRef] [PubMed]

Huang, T.T.; Glass, T.A. Transforming research strategies for understanding and preventing obesity. JAMA
2008, 300, 1811-1813. [CrossRef] [PubMed]

Stice, E.; Shaw, H.; Marti, C.N. A meta-analytic review of obesity prevention programs for children and
adolescents: The skinny on interventions that work. Psychol. Bull. 2006, 132, 667-691. [CrossRef] [PubMed]
Swinburn, B.; Egger, G.; Raza, F. Dissecting obesogenic environments: The development and application of
a framework for identifying and prioritizing environmental interventions for obesity. Prev. Med. 1999, 29,
563-570. [CrossRef] [PubMed]

Huang, T.; Drewnowski, A.; Kumanyika, S.; Glass, T. A systems-oriented multilevel framework for
addressing obesity in the 21st century. Prev. Chronic Dis. 2009, 6, A82. [PubMed]


http://dx.doi.org/10.1542/peds.2013-0886
http://www.ncbi.nlm.nih.gov/pubmed/23753099
http://dx.doi.org/10.1016/j.psc.2011.08.005
http://www.ncbi.nlm.nih.gov/pubmed/22098799
http://dx.doi.org/10.1016/S0140-6736(14)60460-8
http://dx.doi.org/10.3109/17477166.2011.605895
http://www.ncbi.nlm.nih.gov/pubmed/21838570
http://dx.doi.org/10.1111/j.1467-789X.2010.00810.x
http://www.ncbi.nlm.nih.gov/pubmed/20973911
http://dx.doi.org/10.1016/S0140-6736(11)60813-1
http://dx.doi.org/10.1038/ijo.2012.86
http://www.ncbi.nlm.nih.gov/pubmed/22689070
http://dx.doi.org/10.1002/j.1550-8528.1995.tb00179.x
http://www.ncbi.nlm.nih.gov/pubmed/8521169
http://dx.doi.org/10.1353/foc.2006.0004
http://www.ncbi.nlm.nih.gov/pubmed/16532658
http://www.ncbi.nlm.nih.gov/pubmed/12198014
http://dx.doi.org/10.1016/S0140-6736(14)61744-X
http://dx.doi.org/10.1111/j.1467-789X.2006.00242.x
http://www.ncbi.nlm.nih.gov/pubmed/16371076
http://dx.doi.org/10.1001/jama.300.15.1811
http://www.ncbi.nlm.nih.gov/pubmed/18854544
http://dx.doi.org/10.1037/0033-2909.132.5.667
http://www.ncbi.nlm.nih.gov/pubmed/16910747
http://dx.doi.org/10.1006/pmed.1999.0585
http://www.ncbi.nlm.nih.gov/pubmed/10600438
http://www.ncbi.nlm.nih.gov/pubmed/19527584

Int. J. Environ. Res. Public Health 2016, 13, 390 18 of 19

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.
30.

31.

32.

33.

34.

35.

36.

37.

Johnston, L.M.; Matteson, C.L.; Finegood, D.T. Systems science and obesity policy: A novel framework for
analyzing and rethinking population-level planning. Am. J. Public Health 2014, 104, 1270-1278. [CrossRef]
[PubMed]

Bemelmans, W.; Verschuuren, M.; Savelkoul, M.; Wendel-Vos, G. An Eu-Wide Overview of Community-Based
Initiatives to Reduce Childhood Obesity; Dutch Institute for Public Health and the Environment (RIVM):
Bilthoven, The Netherlands, 2011.

Dietz, W.H.; Gortmaker, S.L. Preventing obesity in children and adolescents 1. Annu. Rev. Public Health 2001,
22,337-353. [CrossRef] [PubMed]

Foltz, J.L.; May, A.L.; Belay, B.; Nihiser, A.J.; Dooyema, C.A.; Blanck, H.M. Population-level intervention
strategies and examples for obesity prevention in children. Annu. Rev. Nutr. 2012, 32, 391-415. [CrossRef]
[PubMed]

Hendriks, A.M.; Gubbels, J.S.; De Vries, N.K.; Seidell, J.C.; Kremers, S.P.; Jansen, M.W. Interventions to
promote an integrated approach to public health problems: An application to childhood obesity. J. Environ.
Public Health 2012, 2012, 913236. [CrossRef] [PubMed]

Ministerie VWS. Landelijke Nota Gezondheidsbeleid: Gezondheid Dichtbij (National Health Policy); Rijksoverheid:
The Hague, The Netherlands, 2011.

Allender, S.; Nichols, M.; Foulkes, C.; Reynolds, R.; Waters, E.; King, L.; Gill, T.; Armstrong, R.; Swinburn, B.
The development of a network for community-based obesity prevention: The co-ops collaboration.
BMC Public Health 2011, 11, 132. [CrossRef] [PubMed]

Borys, ].M.; Le Bodo, Y.; Jebb, S.A; Seidell, ].C.; Summerbell, C.; Richard, D.; De Henauw, S.; Moreno, L.A.;
Romon, M.; Visscher, T.L.; et al. Epode approach for childhood obesity prevention: Methods, progress and
international development. Obes. Rev. 2012, 13, 299-315. [CrossRef] [PubMed]

Van Koperen, T.M.; Jebb, S.A.; Summerbell, C.D.; Visscher, T.L.; Romon, M.; Borys, ].M.; Seidell, J.C.
Characterizing the EPODE logic model: Unravelling the past and informing the future. Obes. Rev. 2013, 14,
162-170. [CrossRef] [PubMed]

Van Koperen, T.M.; van der Kleij, M.].].; Renders, C.M.; Crone, M.R.; Hendriks, A.M.; Jansen, M.; van de
Gaar, VM,; Raat, ].H.; Ruiter, E.L.M.; Molleman, G.R.M.; et al. Design of ciao, a research program to support
the development of an integrated approach to prevent overweight and obesity in the netherlands. BMC Obes.
2014, 1, 1-12. [CrossRef] [PubMed]

King, L.; Gill, T.; Allender, S.; Swinburn, B. Best practice principles for community-based obesity prevention:
Development, content and application. Obes. Rev. 2011, 12, 329-338. [CrossRef] [PubMed]

Trochim, W.M.K. Introduction to Evaluation. Available online: http://www.socialresearchmethods.net/
kb/intreval.htm (accessed on 13 October 2015).

Patton, M.Q. Qualitative Evaluation and Research Methods, 2 ed.; Sage: Newbury Park, CA, USA, 1990; p. 532.
Atienza, A.A.; King, A.C. Community-based health intervention trials: An overview of methodological
issues. Epidemiol. Rev. 2002, 24, 72-79. [CrossRef] [PubMed]

Summerbell, C.; Hillier, F. Community interventions and initiatives to prevent obesity. In Obesity Epidemiology:
From Aetiology to Public Health; Crawford, D., Jeffery, R W., Ball, K., Brug, J., Eds.; Oxford University Press:
Oxford, UK, 2010; pp. 395-408.

Sanson-Fisher, R.W.; Bonevski, B.; Green, L.W.; D’Este, C. Limitations of the randomized controlled trial in
evaluating population-based health interventions. Am. J. Prev. Med. 2007, 33, 155-161. [CrossRef] [PubMed]
Yin, RK,; Kaftarian, S.J. Introduction: Challenges of community-based program outcome evaluations.
Ewval. Program Plan. 1997, 20, 293-297. [CrossRef]

Goodman, R.M. Principals and tools for evaluating community-based prevention and health promotion
programs. J. Public Health Manag. Pract. 1998, 4, 37-47. [CrossRef] [PubMed]

Nastasi, B.K.; Hitchcock, J. Challenges of evaluating multilevel interventions. Am. J. Community Psychol.
2009, 43, 360-376. [CrossRef] [PubMed]

Storm, I.; Savelkoul, M.; Busch, M.C.M.; Maas, J.; Schuit, A.J. Intersectoral Collaboration in Addressing Health
Inequalities: A Survey of 16 Municipalities in The Netherlands; Dutch Institute for Public Health and the
Environment (RIVM): Bilthoven, The Netherlands, 2010.

Moore, L.; Gibbs, L. Evaluation of community-based obesity interventions. In Preventing Childhood Obesity:
Evidence Policy and Practice; Waters, E., Swinburn, B., Seidell, J., Uauy, R., Eds.; John Wiley & Sons: Chichester,
UK, 2010; pp. 157-166.


http://dx.doi.org/10.2105/AJPH.2014.301884
http://www.ncbi.nlm.nih.gov/pubmed/24832406
http://dx.doi.org/10.1146/annurev.publhealth.22.1.337
http://www.ncbi.nlm.nih.gov/pubmed/11274525
http://dx.doi.org/10.1146/annurev-nutr-071811-150646
http://www.ncbi.nlm.nih.gov/pubmed/22540254
http://dx.doi.org/10.1155/2012/913236
http://www.ncbi.nlm.nih.gov/pubmed/22792120
http://dx.doi.org/10.1186/1471-2458-11-132
http://www.ncbi.nlm.nih.gov/pubmed/21349185
http://dx.doi.org/10.1111/j.1467-789X.2011.00950.x
http://www.ncbi.nlm.nih.gov/pubmed/22106871
http://dx.doi.org/10.1111/j.1467-789X.2012.01057.x
http://www.ncbi.nlm.nih.gov/pubmed/23114167
http://dx.doi.org/10.1186/2052-9538-1-5
http://www.ncbi.nlm.nih.gov/pubmed/26217497
http://dx.doi.org/10.1111/j.1467-789X.2010.00798.x
http://www.ncbi.nlm.nih.gov/pubmed/20880111
http://dx.doi.org/10.1093/epirev/24.1.72
http://www.ncbi.nlm.nih.gov/pubmed/12119859
http://dx.doi.org/10.1016/j.amepre.2007.04.007
http://www.ncbi.nlm.nih.gov/pubmed/17673104
http://dx.doi.org/10.1016/S0149-7189(97)00008-6
http://dx.doi.org/10.1097/00124784-199803000-00006
http://www.ncbi.nlm.nih.gov/pubmed/10186732
http://dx.doi.org/10.1007/s10464-009-9239-7
http://www.ncbi.nlm.nih.gov/pubmed/19353264

Int. J. Environ. Res. Public Health 2016, 13, 390 19 of 19

38. Napp, D.; Gibbs, D.; Jolly, D.; Westover, B.; Uhl, G. Evaluation barriers and facilitators among
community-based hiv prevention programs. AIDS Educ. Prev. 2002, 14, 38-48. [CrossRef] [PubMed]

39. Huckel Schneider, C.; Milat, A.; Moore, G. Barriers and facilitators to evaluation of health policies.
In Proceedings of the International Conference on Public Policy, Grenoble, France, 26-28 June 2013; p. 19.

40. Taut, S.M.; Alkin, M.C. Program staffs perceptions of barriers to evaluation implementation. Am. J. Eval.
2003, 24, 213-226. [CrossRef]

41. Saunders, M.; Lewis, P.; Thornhill, A. Research Methods for Business Students; Pearson Education: Harlow, UK,
2009; p. 614.

42. Gray, D.E. Doing Research in the Real World, 3rd ed.; Sage: London, UK, 2014.

43. Patton, M.Q. Qualitative Evaluation and Research Methods, 4 ed.; Sage: Newbury Park, CA, USA, 2015; p. 270.

44. Preskill, H.; Boyle, S. A multidisciplinary model of evaluation capacity building. Am. ]. Eval. 2008, 29,
443-459. [CrossRef]

45. Holloway, 1.; Wheeler, S. Qualitative Research in Nursing and Healthcare; John Wiley & Sons: Chichester, UK,
2013; p. 368.

46. Noor, K.B.M. Case study: A strategic research methodology. Am. J. Appl. Sci. 2008, 5, 1602-1604. [CrossRef]

47.  Green, J.; Thorogood, N. Qualitative Methods for Health Research, 3rd ed.; Sage: London, UK, 2014.

48. Taylor-Powell, E.; Boyd, H.H. Evaluation capacity building in complex organizations. In Program Evaluation
in a Complex Organisational System: Lessons from Cooperative Extension. New Directions for Evaluation, 120th ed.;
Braverman, M.T., Negle, M., Arnold, M.E., Rennekamp, R.A., Eds.; Jossey-Bass: San Fransisco, CA, USA,
2008; Volume 120, pp. 55-69.

49. Patton, M.Q. Utilization-Focused Evaluation, 4th ed.; Guilford: New York, NY, USA, 2008.

50. Laverack, G.; Labonte, R. A planning framework for community empowerment goals within health
promotion. Health Policy Plan. 2000, 15, 255-262. [CrossRef] [PubMed]

51. Jacobs, G. Participatie en empowerment in de gezondheidsbevordering: Professionals in de knel tussen
ideaal en praktijk? J. Soc. Interv. Theory Pract. 2005, 14, 29-39. [CrossRef]

52. Robinson, K.L.; Driedger, M.S.; Elliott, S.J.; Eyles, J. Understanding facilitators of and barriers to health
promotion practice. Health Promot. Pract. 2006, 7, 467-476. [CrossRef] [PubMed]

53. Bamberger, M.; Rugh, J.; Mabry, L. Real World Evaluation. Working under Budget, Time, Data and Political
Constraints, 2nd ed.; Sage: Thousand Oakes, CA, USA, 2012; p. 666.

54.  Yin, RK. Case Study Research: Design and Methods; SAGE Publications: Thousand Oaks, CA, USA, 2009;
p- 219.

55. Baarda, D.B.; De Goede, M.P.M.; Teunissen, J. Basisboek Kwalitatief Onderzoek; Stenfert Kroese: Groningen,
The Netherlands, 2005; p. 369.

@ © 2016 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access
@ article distributed under the terms and conditions of the Creative Commons by Attribution

(CC-BY) license (http:/ /creativecommons.org/licenses/by/4.0/).


http://dx.doi.org/10.1521/aeap.14.4.38.23884
http://www.ncbi.nlm.nih.gov/pubmed/12092935
http://dx.doi.org/10.1177/109821400302400205
http://dx.doi.org/10.1177/1098214008324182
http://dx.doi.org/10.3844/ajassp.2008.1602.1604
http://dx.doi.org/10.1093/heapol/15.3.255
http://www.ncbi.nlm.nih.gov/pubmed/11012399
http://dx.doi.org/10.18352/jsi.11
http://dx.doi.org/10.1177/1524839905278955
http://www.ncbi.nlm.nih.gov/pubmed/16885509
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/

	Introduction 
	Materials and Methods 
	Design 
	Sampling 
	Data Collection 
	Interviews 
	Observations 
	Document Analysis 

	Data Analysis 

	Results 
	Case Description 
	Evaluation Barriers and Facilitators 
	Motivating Factors to Evaluate 
	Perceived Feasibility of Evaluation 
	Knowledge of and Attitudes to Evaluation 
	Evaluation Resources 
	Communication and Involvement with Evaluation 
	Support from Decision Makers 


	Discussion 
	Conclusions 

