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The purpose of this article is to describe the development of an academic linkage to a community health
partnership and a state and local health department
that occurred in the context of a newly-instituted health
improvement plan for the state of Pennsylvania. This
collaborative project came about because there was
agreement on the part of the entities involved that all
would benefit from the arrangement. The project was
initiated by the Center for Public Health Practice
(CPHP) at the University of Pittsburgh’s Graduate
School of Public Health (GSPH), whose mission is to
enhance the linkage between the academic and practice arenas of public health, in part by assisting with
field placements for public health students.
The Director of the CPHP facilitated discussions
between the Director of the Southwest District of the
Pennsylvania Department of Health (PA DOH) and
faculty in the Department of Behavioral and Community Health Sciences at GSPH. The Southwest District
Office of the PA DOH along with personnel from the
Allegheny County Health Department (ACHD) were
interested in establishing a mechanism by which graduate students and faculty could provide direct, technical support to a community health partnership to address their self-defined health needs. The GSPH faculty,
in turn, were interested in identifying practice-based
learning experiences for their graduate students. And,
finally, the Braddock Community Partnership (BCP)
was interested in building relationships with GSPH,
ACHD, and PA DOH to develop programs that would

help them meet the health needs of the community
they serve.
As a result of this collaboration, the needs of all of
the participants were met. First, the Braddock Community Partnership was able to address one of its top
health priorities—that is, providing healthy lifestyle
programs to the community—which had been established in concert with the PA DOH as part of the State
Health Improvement Plan (SHIP) process. The graduate students gained practical experience developing,
implementing, and evaluating an intervention designed
to improve nutritional status and physical activity levels, decrease blood pressure and cholesterol, and facilitate smoking cessation in a predominately African
American population in a medically underserved community. And, as a result, the members of the community were afforded access to an intervention to assist
them with reduction of health-risk behaviors that would
not otherwise have been available to them. At an institutional level, the GSPH faculty gained experience in
communicating and negotiating with the BCP and
learned how to deal with practical logistical concerns.
The PA DOH and ACHD agency staff gained a better
understanding of the interests and needs of their academic and community partnership colleagues. Collectively, these efforts resulted in the establishment of
relationships among colleagues, institutions, and the
community to improve local public health.
BACKGROUND
In 1997, the Commonwealth of Pennsylvania had an
opportunity to rethink how it fulfilled its responsibility
for health planning when the existing mechanism,
known as “certificate of need,” was not reauthorized.
The certificate of need approach to health planning
focused on the allocation of financial resources to
communities via state approval of provider requests
for facilities or equipment. At that time, the Secretary
of Health recognized the need to address more fully
the health status of Pennsylvanians, and committed
the PA DOH to a new, community-based, data-driven
health planning process called the “State Health Improvement Plan.” The transition from a certificate of
need to the SHIP approach to planning represented a
fundamental shift in thinking with regard to health
planning.
A state health improvement plan is a long-term,
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systematic effort to address the health problems of a
community based on the results of a community needs
assessment. Such a plan can be used by health agencies, in collaboration with community partners, to set
priorities and to target and coordinate scarce resources.
A health improvement plan is critical for developing
policies and programs that promote health. Healthy
People 2010 has established as one of its Public Health
Infrastructure Goals, “[To] increase the proportion of
Tribes, States, and the District of Columbia that have a
health improvement plan and increase the proportion of local jurisdictions that have a health improvement plan linked with their State plan” (Goal 23–
12b).1 By establishing a state health improvement plan
and linking local health plans to it, Pennsylvania has
become a national leader in the achievement of the
Healthy People 2010 goals relating to public health
infrastructure.
The development of the Pennsylvania SHIP program occurred over a two-year period as details of how
the local and state public health systems would operate were established (e.g., definition of roles and re-

sponsibilities, definition of data needs, establishment
of priorities, and mechanisms for communication). A
number of actors participated in the creation of the
SHIP process, including seven existing community
health partnerships, the Institute for Healthy Communities, the Pennsylvania Medical Society, and a number of academic institutions, including the CPHP at
the University of Pittsburgh.
The goals of SHIP are: (a) to facilitate community empowerment by providing an opportunity for
community-based planning based on local needs; (b)
to link community-based health plans with the allocation of Commonwealth resources; (c) to establish partnerships among local government, state government,
and local partners to foster coordination of health
resources along the continuum of prevention, acute
care, and long-term care; and (d) to shift the mode of
community health planning from a prescriptive model
to a shared-responsibility model.
Although SHIP is a mechanism for planning rather
than funding health programs, the PA DOH does make
non-categorical “mini-grants” available to SHIP part-
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nerships. The mini-grants must address priorities that
have been mutually agreed upon by the partnership
and PA DOH through a review of locally generated
community health needs assessment data. The minigrants also require a match—either cash, or cash plus
an in-kind contribution from the SHIP partner.
As of the summer of 2002, there were a total of fifty
SHIP community health partnerships in Pennsylvania.
The Braddock Community Partnership is one of twelve
SHIP partnerships in Southwest Pennsylvania.
The establishment of the SHIP process created opportunities for academic linkages to the practice setting through its emphasis on local planning, implementation, and evaluation of programs that target the
root causes of diseases and issues related to the health
care delivery system. It also spurred increased linkages
between the Southwest District PA DOH and the
ACHD.
SETTING
In 1995, the Braddock Community Partnership hired
a health consultant to conduct a needs assessment.
The results revealed that Braddock, Pennsylvania, an
area devastated by the decline of the steel industry,
exhibited high rates of poverty and unemployment
that disproportionately affected the African American
population. The health assessment also indicated high
rates of chronic diseases such as cardiovascular disease, cancer, stroke, and diabetes. Braddock is also
designated as “a medically underserved and primary
medical care health professional shortage area.”
As a result of this assessment, the BCP decided to
work with the ACHD and adapt an existing initiative,
known as Healthy 4 Life, and offer it to community
residents. Healthy 4 Life is a two-year cardiovascular
risk-reduction intervention jointly sponsored by WTAE
Channel 4 Television and ACHD. The goal of this
program is to improve nutritional status, decrease
blood pressure and cholesterol, increase physical activity, and decrease smoking within Pittsburgh communities. The BCP obtained a $20,000 mini-grant from
the PA DOH to implement the Healthy 4 Life program.
This amount was matched by in-kind contributions
from UPMC Braddock, which, as one of the members
of the BCP, assumed the leadership for the field portion of this project under the direction of the Outreach Director for UPMC Braddock.
The GSPH at the University of Pittsburgh provided
four graduate students to assist in the design, implementation, and evaluation of the education classes as
part of their academic requirements. The initial planning meeting between the BCP members (i.e., the
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hospital CEO and the Outreach Director) and the
four students occurred in January 2001. Subsequent
meetings, which occurred on a monthly basis, included
the students’ advisors, UPMC Braddock staff, and a
representative from the ACHD. Tasks were divided
into four components: needs assessment, design
and implementation of the weight loss classes, design
and implementation of the smoking cessation classes,
and program evaluation. Each of the four students
had responsibility for one of these tasks. Finally, each
of the students received a stipend of $3,000 for their
work, which was paid in equal parts by the three collaborators: CPHP, PA DOH, and UPMC Braddock.
INTERVENTION: NUTRITION AND EXERCISE
Nutrition classes were offered twice a week—on Tuesday afternoons by a dietician at UPMC Braddock Hospital (primarily for older individuals), and on Wednesday evenings by one of the graduate students and
tailored to middle-aged females (the other three graduate students also provided assistance). A total of 33
participants enrolled in the Wednesday classes; approximately one-third of the participants were African
American and three were male. The program took
place over eight weeks, due to limitations in the availability of personnel and equipment. The length of the
classes, an hour and a half, was set based on the results
of focus groups conducted with the target audience
prior to the design of the intervention.
The design of the nutrition and exercise component of the intervention was informed by the Transtheoretical Model.2 In particular, the Processes of
Change component of the Model was used to emphasize behavioral strategies to improve dietary habits and
increase physical activity. In addition, the instructor
geared the lessons to participants’ “stage of readiness”
to change their exercise and nutrition behavior. For
example, consciousness-raising techniques were used
to increase awareness of the importance of weight
loss. Other behavioral strategies included: self monitoring, goal setting, stimulus control, problem solving,
and relapse prevention (see Figure 1). A 20- to 30minute exercise session, led by an exercise physiology
graduate student from the University of Pittsburgh,
was included in most of the classes.
INTERVENTION: SMOKING CESSATION
“Knowing When to Quit” is a community-based smoking cessation workshop that was offered to residents of
Braddock, PA. in conjunction with the ACHD Healthy
4 Life program. The one-hour, eight-session program
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Figure 1. Nutrition and exercise curriculum

retical Model.2 The goal of the program is to prompt
those who are at the contemplation stage (i.e., those
who are thinking about quitting smoking within the
next six months) to actually stop smoking.
The first week of the program involved a two-hour
presentation on the consequences of smoking and the
best way to quit. This session was designed to: (a)
provide smokers with up-to-date information about
smoking consequences; (b) help smokers explore
compelling reasons to quit; (c) dispel some of the
myths that have kept smokers hooked; and, (d) discuss methods of quitting, coping skills, and smoking
cessation medications. The remaining topics discussed
are described in Figure 2.

Week
•
•
•
•
•

1: September 5, 2001
Introduction to the program
Pros and cons of weight loss
Goal setting
What factors contribute to your weight
Baseline assessments

Week
•
•
•
•

2: September 12, 2001
Weigh-ins
Calorie levels
Self monitoring: food diaries
Health screening

Week
•
•
•
•

3: September 19, 2001
Carbohydrates, proteins, and fats
Calorie counting
Exchange method
Review of food diaries

Week
•
•
•
•

4: September 26, 2001
Feeding the family
Reading food labels
Stimulus control: portion control
Pros and cons of weight loss/ review food diaries

PROGRAM EVALUATION

Week 5: October 3, 2001
• Grocery store trip
Week
•
•
•
•
•

6: October 10, 2001
Revising recipes
Problem solving: how to deal with food “triggers”
Stress management
Eating on a budget
Fad diets

Week
•
•
•

7: October 17, 2001
Adding activity to your daily life
Exercise and safety
Extended exercise session

Week
•
•
•
•

8: October 24, 2001
Healthy food festival
Relapse prevention and encouragement
One-on-one meetings with dietician
Health screenings

A program evaluation was conducted to monitor and
assess the quality of the services provided to the community by the nutrition and weight loss component of
the intervention. A pre-test/post-test design was used
to collect information obtained through this intervention. This method of evaluation was used because it is
the most effective way to answer such questions as: Did
the participants’ health improve? And, did the system
meet a specific criterion or target? Baseline health
information was collected at the first session, cholesterol was tested twice, weight was recorded weekly, and
a participant satisfaction survey was obtained during
the last group meeting. Baseline information was compared to post-test data to determine the effectiveness
of the intervention.
Three types of data were collected for this evaluation: demographic, process, and outcome data. The
demographic information included name, age, race,
address, phone number, height, and smoking status. A
brief medical history was also obtained regarding heart
disease, blood pressure, diabetes, high cholesterol,
cancer, and arthritis.
Complete information was collected on 25 of the
33 participants. Of these, 22 were females and three

met weekly on Mondays in October and November
2001 from 6:00–7:00 pm. The co-facilitators of the
workshop were the Director of Respiratory Care of
UPMC Braddock and one of the graduate students,
who is also a Registered Dental Hygienist. This eightweek program was also informed by the TranstheoPHOTO: EARL DOTTER
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Figure 2. Smoking cessation curriculum
Session One—October 15, 2001: Orientation
• Group process
• Quit day
• Coping
• Smoking cessation medications
Session Two—October 22, 2001: Preparation
• Getting ready to quit—cleaning house
• Barriers to quitting
• Coping in-depth
• Ambivalence
• Social support
Session Three—October 29, 2001: Quit Day
• Quitting ceremony
• Coping
• Barriers
• Anticipate-Plan-Rehearse
• Medication review
Session Four—November 5, 2001: Stress management
• Dealing with slips
• Review medication use
• Review withdrawal symptoms
• Define individualized coping plan
• Stress management
Session Five—November 12, 2001: Benefits of quitting
• Deal with slips/relapse
• Review medication use
• Benefits of quitting
• Rewards
• Complacency
Session Six—November 19, 2001: Relapse prevention
• Relapse prevention strategies
Session Seven—November 26, 2001:
Maintaining the quit
• Deal with slips/relapse
• Address weight gain/dieting issues
• Role of exercise in long-term maintenance
• Changing attitudes
• Long-term support
• Continued use of medications
• UPMC follow-up procedures
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The following process evaluation data was also collected. A total of eight sessions were conducted and
each session was approximately one and one-half hours
long. Forty-five minutes were devoted to group education and discussion, and thirty minutes were devoted
to exercise. Average attendance was approximately 20
participants per week. Regular staff meetings were held
to monitor the intervention progress, and satisfaction
surveys were distributed to intervention participants
upon completion of the final session. Issues addressed
by the participant satisfaction survey included program structure, program content, and the exercise
component of the program. Space was also provided
for participants to make general comments, suggestions, and recommendations for future programs.
Finally, the outcome variables collected from the
nutrition intervention participants included weight,
blood pressure, total cholesterol levels, LDL cholesterol levels, HDL cholesterol levels, and frequency of
exercise. The data collected indicates that overall, the
participant group lost a total of 181 pounds. The average weight loss per person after completion of the
program was 5.5 pounds. The average total cholesterol readings taken during the second and eighth
weeks of the intervention did not change for the group
as a result of the intervention, and remained constant
at 219 for each reading.
In addition to the evaluation data collected on the
nutrition and physical activity components of the intervention, information was also collected on the participants in the smoking cessation class. The class began with eight participants; one individual dropped
out after the first session and another after the third
session/Quit Day. At the end of the program, all six
remaining participants had quit successfully, with one
member experiencing a three-day slip in the interim.
At the three-month follow-up, five participants reported
that they were still abstinent; one had fully relapsed
and re-entered another cessation program. Pre-tests
and post-tests were distributed at each session to evaluate knowledge retention. Pulmonary function tests were
conducted at the third session/Quit Day and at the
final meeting.
DISCUSSION

were males, 15 were white and 10 were African American. All participants lived in Allegheny County, specifically in the UPMC Braddock service area. The average
age of the participants was 49 years, and 23 of the 25
participants were non-smokers.

The intervention project described here occurred in a
community that is faced with many challenges. The
project provided a much-needed service to the residents of the Braddock community, most of whom are
African Americans with low income—a group that, as
national statistics indicate, is afflicted by diabetes and

Public Health Reports / March–April 2003 / Volume 118

174 䉫

From the Schools of Public Health

heart disease. The project described here focused on
providing participants with information and skills to
improve their diet and their level of physical activity as
well as to stop smoking. The program was successful in
changing individual participant’s behavior and there
is a continued demand for this type of program in the
community, but to have a long-term, sustained impact
on eliminating health disparities, health promotion
programs of this sort need to be part of a larger effort.
The Braddock Community Partnership, as a SHIPaffiliated site, is in a position to collaborate with other
organizations to achieve their health priorities. One
new initiative that could potentially have a major impact on the health of Braddock residents is the Count
Down to 2010 program. This initiative, which is a joint
endeavor of the Center for Minority Health at the
University of Pittsburgh, the Urban League, the Pittsburgh Theological Seminary, and the Pittsburgh Foundation, is focused on building the capacity of local
organizations to initiate health promotion and disease
prevention activities in the black community to lower
black mortality rates throughout Allegheny County.
The goals of this type of program are congruent with
the goals of the SHIP program and should be explored to improve the health of local communities.
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