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Introduction and Rationale

In 1986, the international; ‘The Ottawa Charter for Health Promotion’ (World Health Organisation, 1986), designed to improve and attain ‘health for all’, via targeted international organisation and local community level actions was agreed.  It identified that health was the responsibility of all, not just the health sector.    However, the definition of ‘health’ has been contested and arguments have focused upon whether health is the absence of disease or a more holistic view of wellness (Green et al., 2015).    Health inequity is prevalent among society (Exworthy, 2008) and determinants of health including age, sex, social networks, income, education, housing, living conditions and socioeconomic, cultural and environmental conditions have been associated with this inequality (Putland, Baum and Ziersch, 2011; Green et al., 2015).  Therefore, for health promotion strategies to be effective they must be targeted to address local, social, cultural and economic structures which influence human behaviour (Grabowski et al., 2017) including recognition of inequalities (Friel et al., 2015).

An assessment of local health determinants and data analysis was undertaken prior to the health promotion event in Llanelli, targeted at unemployed individuals.  Evidence indicates unemployed populations are at a higher risk of disease and mortality compared to working populations, as a direct cause of unemployment, bringing with it higher poverty levels, social deprivation (Davison et al., 2015) and psychological distress, particularly in the long-term (Brüssig, Dragone and Mümken, 2014).   These socio-economic conditions have been associated with higher rates of depression, anxiety and sleep disturbances (Funk, Drew and Knapp, 2012).  Loneliness, as consequence of social deprivation, has been linked with low self-esteem, negative mood state and associated with lowered immunity (Soler-Gonzalez et al., 2017).  Younger, unemployed people have been shown to show little value for their health and consider it being a low priority (Davison et al., 2015).  This translates to the health belief model that claims for positive health behaviour changes the individual must perceive themselves as vulnerable or susceptible to a health concern which acts as a motivator to change (Rosenstock et al. 1988).   

Data suggests, in 2010, 32% of residences in Llanelli were unemployed, the majority being under 25 years (National Assembly Wales).  More recently, 35% of households in Carmarthenshire were reported to be living in poverty (Carmarthenshire Public Board Services, 2016).   Based upon these local statistics, the rationale for the health campaign intended to support the strategy of attaining ‘a healthier wales’, as outlined in the Carmarthenshire’s Public Board Services Action Plan (2016) designed to support the Well-being of Future Generations (Wales) Act 2015, by promoting healthy eating habits and foods that can have a positive psychological impact upon mood state (Prasad, 1998).


Aims and Objectives

The aim of the health promotion event was ‘To promote how food and eating habits can affect mood’.  Healthy eating promotes brain function, mood state and memory (Quehl et al., 2017).  Serotonin produced in the gut helps to regulate appetite, how you feel, and promote sleep, therefore consumption of nutritious food and tryptophan that stimulates serotonin production can have a positive effect on mood (Ottley, 2000).  In addition, inadequate levels of vitamins and minerals and essential fatty acids have been shown to negatively affect mood state (Reynolds et al., 2014; BDA, 2017).  Figure 1. below outline the objectives of the campaign.  For these objectives to be effective they were designed around the SMART model; specific, measurable, achievable, realistic and timely (Jung, 2007; Naidoo and Wills, 2009, p. 277).  
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Figure 1. Health promotion objectives

Objectives were based upon three approaches to health promotion (Ewles and Simnett, 2003, cited in Bennett et al., 2013).  Education was used to provide individuals with knowledge to make informed choices and to encourage them to look at their own beliefs and values (Michie et al., 2011; McKinnon, Giskes and Turrell, 2013).  Objectives were designed to empower individuals with knowledge and skills to make decisions about their own health needs (Laverack, 2006).   Finally, health promotors used impactive communication and practical guidance to encourage behaviour change (Eertmans, Baeyens and Van den Bergh, 2001; Naidoo and Wills, 2016, p. 79).  This included advocacy, a key principle of the Ottawa Charter (Fry and Zask, 2017), to communicate the message in a simple format with materials that aim to motivate and trigger change.  


Data analysis and evaluation

Evaluation is necessary to not only justify decision making, but to assess the effectiveness of an approach designed to ultimately change behaviour to improve health of the target audience (Raphael, 2000).  In the absence of available long-term quantitative raw data collection, an evaluation form to gain short-term, qualitative opinions and views of the participants was designed (appendix 1).   A series of questions were designed based upon Kirkpatrick’s 1976 four-level training evaluation model (Kirkpatrick, 1998) to assess reaction, learning, behaviour and results to assess if aims and objectives have been met (Bates, 2004).  

A total of 33 participants completed an evaluation form on the day, which were anonymised and conducted in private to increase the reliability of the results and feedback (Lusty, 2007).  Questions 1-2 were designed to ascertain whether participants understood what was being communicated and the health message being promoted, linked to objectives 1-2.  100% of the participants who completed the evaluation form (N = 33) said the stand was ‘easy to understand’.  Figure 2. below highlights the response from question 2.


Figure 2. Question 2 responses

79% (n = 26) of participants ‘strongly agreed’, 18% (n = 6) ‘agreed’ and 3% (n = 1) ‘neither agree or disagree’ that the content was organised and easy to understand.  Verbal and non-verbal communication methods can present as a barrier to understanding (Hubley, Copeman and Woodall, 2013, p. 101) suggesting the tone and materials were appropriate to the audience to facilitate learning. 100% (N = 33) of respondents stated materials were helpful.

Participation and use of interactive games and activities were designed to facilitate ‘active’ learning (Isãilã, 2016) and support kinaesthetic learners (Pashler et al., 2009).  Figure 3. Below highlights the response from question 4; whether participation and interaction were encouraged.
  
Figure 3. Question 4 response

79% (n = 26) ‘strongly agreed’ and 21% (n = 7) ‘agreed’ that participation and interaction was encouraged.  This does not confirm whether participants then engaged, and how they felt about this encouragement.  However, there was an opportunity for written feedback at the end.  

Based upon Bloom’s taxonomy model (Su and Osisek, 2011) questions 5 & 6 aimed to evaluate whether comprehension and application of cognitive processes learning objectives were met. 
Figure 4. below displays the response from question 5. 


Figure 4. Question 5 response

76% (n = 25) ‘strongly agreed’, 21% (n = 7) ‘agreed’ and 3% (n = 1) ‘neither agreed or disagreed’ that ‘they learned something from the stand’.  This suggests that information was provided in a manner that suited all learning styles.  To support this response, 100% (N = 33) of participants stated they would apply this knowledge in their life, therefore would put into action what they had learnt, supporting the behaviour change approach (Rütten and Gelius, 2013).  This is encouraging as evidence suggests health promotion based upon social action can be impaired by factors such as poverty (Warr, Mann and Kelaher, 2013). Therefore, advice was appropriate and achievable for participants to implement and put into action, and local inequalities and determinants of health were suitably considered.

The role and attitude of the health promotor is crucial for effective communication of the health message, however can present as a barrier (Hubley, Copeman and Woodall, 2013).  All, 100% (n = 33) of respondents confirmed they thought staff were friendly; 85% (n = 28) of respondents ‘strongly agreed’ while 15% (n = 5) ‘agreed’ staff were well prepared. 

In relation to how valuable and relevant the stand was to the individual; 85% of respondents confirmed they were ‘very likely’ while 15% were ‘likely’ to recommend the stand to a friend.
Based upon the social learning theory, behaviour and attitudes are likely to be positively influenced through peer education and learning, therefore benefits of this health promotion event may be extended to participants who did not attend (Klein and Sondag, 1994).  Figure 5. below display the results in relation to the overall rating of the stand.


Figure 5. Question 10 response
Results show that 94% (n = 31) of respondents rated the stand and staff as excellent.  The questionnaire allowed respondents to provide any free form, feedback and suggestions for improvements to implement at future events. 

Responses are highlighted in appendix 2.  Overall, the response was positive in relation to how much new knowledge they gained and how they enjoyed the interactive games and found the staff to be friendly.  Constructive feedback in relation to issues that were out of our control included environmental factors such as lack of space and time.  One response indicated a demand for more detailed information. 


Planning, partnership working and evaluation of the health promotion event

The Ewles and Simnett (2003) planning model framework was utilised to provide a logical approach to be able to prioritise tasks, attain resources and focus on what the group wanted to achieve (Naidoo and Wills, 2009).  During weekly meetings, vital for effective communication (Hubley, Copeman and Woodall, 2013, p. 289) (appendix 3) the assessment of need, aims and objectives, methods and evaluation process were developed.  Identification of appropriate methods of achieving the objectives were discussed as a group.  Time and cost constraints were identified as limitations for the group.  An action plan was informally discussed during group meetings and job roles and tasks allocated to ensure efficient group work practices (Hubley, Copeman and Woodall, 2013, p. 286). This reduced the number of potential challenges that groupwork can encounter (Lee et al., 2015).   Partnership working with other community organisations assisted with the cost implications of health promotion (Green et al., 2015). Also, presence at a job fayre assisted with footfall, and acted as an incentive for participation during the event. 

As identified by Michie et al. (2011) 3 essential conditions need to exist for behaviour to change; capability, opportunity and motivation.  To address capability, campaign materials were designed to promote understanding and self-efficacy.   Opportunity was provided by offering practical solutions that could improve diet, aimed to support positive mood state with cost, availability and cooking skills taken into consideration to enable the concept of ‘knowledge to action’ to occur (Rütten and Gelius, 2013).  Finally, motivation for change was encouraged by highlighting health risks, advocacy and encouragement.  Rewards were used as incentives to participate in interactive, learning games.  

Materials were designed to meet the specific needs of all individuals (Grabowski, 2017).  Fun, interactive games, quizzes, and a poster with words and pictures (Michielutte et al., 2009) (figure 6.) were produced and advice was designed to support all learning styles (Mokhtar, Majid and Foo, 2008; Pashler et al., 2009; Beagley, 2011).  The use of ‘top tips’ wallet size, prompt cards were designed to empower participants to put into action their new knowledge and act as a goal incentive to motivate according to the action stage of the trans-theoretical model (Petrocelli, 2002).  However, this model states the maintenance stage is difficult to achieve without ongoing support. This was taken into consideration, with participants provided with details of support agencies they could access following the event.  British Dietetic Association (2017) leaflets were also provided to support learners who prefer written material (Felder and Silverman, 1988) and to prolong awareness and increase knowledge after the event.

[image: ]
Figure 6. Picture of stand at the event

To motivate and trigger participants to positively change their behaviour, the health belief model was applied by highlighting the benefits of eating a healthy, mood related diet and information provided of the health disadvantages and risks of eating foods that promote negative health symptoms (Rosenstock et al., 1988; Hubley, Copeman and Woodall, 2013).  The use of fear and scare tactics were not used during the event as evidence suggests this is a high-risk method of communication which may cause more harm, especially within a socially deprived, population group (Edgar and Volkman, 2012).  To facilitate effective knowledge transfer, ‘Bloom’s taxonomy framework’ (Su and Osisek, 2011) of 6 cognitive processes of learning was applied, but in practice was difficult to achieve due to time and space constraints.   

The group recognised that knowledge alone was not enough to influence behaviour change (Rütten and Gelius, 2013).  Penn, Moffatt and White (2008) identified that behaviour change takes time to learn and become part of the individual’s new routine.  This supports the social cognitive theory that individuals require practice to develop a skill / gain knowledge to change their behaviour.  During the health promotion event, quizzes were used to reinforce knowledge transfer, and practical advice given to facilitate behaviour change.  This was combined with verbal encouragement and support (Hubley, Copeman and Woodall, 2013) in accordance with the social cognitive theory (SCT) (Bandura, 1998) designed to increase self-efficacy and enable empowerment and belief they have ability to change their behaviour and ultimately food choices.   Social determinants shown to act as a barrier for change were considered (Baum and Fisher, 2014; Robinson et al., 2006), and food swap ideas were designed to be affordable, practical and realistic, increasing the probability to change (Davison et al., 2015).  However, the efficacy of the SCT model has been questioned in relation to improving diet and a mixture of motivation models have been shown to elicit behaviour change (Bagherniya et al., 2018).  The lucky dip ‘top tips’ were used as small, achievable goals participants could adhere too and act as a reminder to prompt action (Bittner and Kulesz, 2015).

For participants who had no knowledge and in the pre-contemplation stage of change, information was provided that was designed to increase their knowledge and education about the different types of foods that affect mood and what benefits they can experience.  For participants in the contemplation stage, health benefits were promoted with simple, practical examples of food swaps, as well as games and quizzes that increased their food knowledge.  The action stage was addressed by verbal support, while in depth written material was provided to support the maintenance stage of change (Prochaska and Velicer, 1997).

Communication strategies were an integral part of the effectiveness of the health promotion event and considered during the planning stage.  To attract attention and encourage engagement, the stand was decorated in colourful, inviting, novel materials such as bunting, balloons, posters, stickers and games, which supports the activation model of communication (Edgar and Volkman, 2012).   Literacy among other barriers such as language, age, culture and physiological factors can prevent effective health promotion delivery and engagement (Beagley, 2011).  To address this, resources and materials were provided in both written and picture format to assist understanding, reduce barriers to learning and support visual learners.  To enable an increase in knowledge, kinaesthetic learners were provided with interactive games to encourage participation (Amir and Subramaniam, 2014; Grabowski et al., 2017).  Informal discussions with participants enabled auditory learners to ask questions and learn through verbal communication (Sethi, Lomte and Shinde, 2017).   ‘Human connection’ was used, with an emphasis on the skill of empathy, and being able to relate and understand issues that support their current dietary practices (Soler-Gonzalez et al., 2017). 


Main findings

Overall, evaluation results indicate that the health campaign was a success, as outcomes were measured and achieved through education, empowerment and behaviour change.  Participants stated they learnt something knew and felt that they could implement this knowledge in their lives to improve their diet aimed at promoting a healthy mood state.  Participants rated the look of the stand and found the methods of communication fun, engaging and would recommend to a friend.  The group worked well as a team, which facilitated participant engagement, communication and planning.  


Learning experience

It was recognised that available resources need to suit learners of all abilities and stages of change.  Not all participants will want to actively engage with events and it is the role of the health promotor to be approachable and engaging, enabling them to effectively facilitate knowledge transfer, using a communication style according to need.  Communication strategies need to consider barriers to enable learning and increase self-efficacy to facilitate change.  The attitude and knowledge of the health promotor is vital for participants to value the health message.  Planning is key, with an emphasis on establishing target audience and determinants of health, to ensure objectives are measurable, appropriate and achievable, whilst remaining cost effective.  To improve the stand, more detailed information could be available for participants who want to build upon existing knowledge. To enable conducive learning, the group may benefit from occupying a larger area due to the number of health promotors involved in the stand. 
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Appendix 2 – Written feedback
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Appendix 3 – Minutes of meetings

Minutes of Health Promotion Group Work 
(Food and Mood)

Date: 		Tuesday 6th February 2018		Time: 11am – 12noon

Attendees:	Louise Griffiths (LG)
		Sarah Howells (SH)
		Pat Kordalska (PK)
		Corey Prescott (CP)
		Dan Reynolds (DR)
		Rachel Evans (RE)


A discussion took place as to the different topics we could promote for our health promotion campaign and it was agreed by all to do ‘Food and Mood’.

LG was appointed the group leader and a ‘Watsapp’ group was set up to aid communication throughout the week.

Each team member was allocated a topic to research and feedback to the group the following week:

LG (Caffeine and Omega 3), SH (Probiotics and gut health), PK (Hydration), CP (5 a day), DR (Protein) and RE (Tryptophan).

It was agreed for each member to produce 5 food swaps based upon their topic.  

A discussion took place as to what we wanted to wear on the day and it was decided we would look at t-shirts.

……………………………………………………………………………………………………………


Minutes of Health Promotion Group Work 
(Food and Mood)

Date: 		Tuesday 13th February 2018		Time: 11am – 12noon

Attendees:	Louise Griffiths (LG)
		Sarah Howells (SH)
		Corey Prescott (CP)
		Dan Reynolds (DR)
		Rachel Evans (RE)

  
Team members confirmed they had gathered information on their topic and provided LG with 5 simple swaps.

The rationale, aim and objectives were established as a group.

LG confirmed she would use the swaps to create visual picture and word clouds to be laminated and stuck around the board.

The team decided to have a brain storming session to come up with interactive game ideas to attract people to the stand and use it as ice breakers.  

The following ideas were discussed and confirmed would be used on the day; top-tip lucky dip, food pong and bad and good mood food guessing game.

Roles were allocated: 

LG – make the cloud food swaps, design, print and laminate top tip cards, find leaflets and send to Sian for printing and start a skeleton PowerPoint and A3 poster.

SH – make box for lucky dip, look for relevant leaflets and promotional materials for stand

RE – make happy and sad smiling game

PK – evaluation form

DR & CP – design t-shirt and establish an online printing company


……………………………………………………………………………………………………………

Minutes of Health Promotion Group Work 
(Food and Mood)

Date: 		Tuesday 20th February 2018		Time: 11am – 12noon

Attendees:	Louise Griffiths (LG)
		Sarah Howells (SH)
		Corey Prescott (CP)
		Dan Reynolds (DR)
Pat Kordalska (PK)


The t-shirt design was agreed by the group and monies provided to DR for him to order.

LG presented the draft A3 poster for the stand, the team agreed that pictures as well as words needed adding and PT agreed to provide pictures and email them to LG to add.

SH confirmed she would get some balloons and bunting to attract people to the stand.


Minutes of Health Promotion Group Work 
(Food and Mood)

Date: 		Tuesday 27th February 2018		Time: 11am – 12noon

Attendees:	Louise Griffiths (LG)
		Sarah Howells (SH)
		Rachel Evans (RE)
Pat Kordalska (PK)


Each team member was allocated a slide to complete and send back to LG to collate into the master PowerPoint.

PK had designed the evaluation form, and this was agreed by all the team.

LG laminated the A3 poster and presented it to the team.

It was agreed that other resources i.e. Eatwell guide, BDA leaflets needed laminating for the stand, LG agreed to this.

LG emailed Sian to print off 50 of each leaflets.


Minutes of Health Promotion Group Work 
(Food and Mood)

Date: 		Tuesday 6th March 2018		Time: 11am – 12noon

Attendees:	Louise Griffiths (LG)
		Sarah Howells (SH)
		Rachel Evans (RE)
Pat Kordalska (PK)
Corey Prescott (CP)
Dan Reynolds (DR)

DR presented team members with t-shirts that had arrived.  

RE collected UWTSD lanyards for each team member to hold ID cards.  

PK agreed to email Chris to print off 100 copies of the evaluation form.  

SH agreed to make an appropriate box for the evaluation forms to be collected.  

RE agreed to bring clipboards, pens and other stationery to the event.

LG emailed Sian to print out food and mood words for top of stand.
All team members had emailed LG with their slide which was put into the master and agreement made for a team meeting to go through the presentation be set for Monday 12th March 9-12pm to finalise PowerPoint and ensure all materials are ready for the event.

Travel arrangements to get the materials and staff to the venue.

Online communication also took place between the group each day.

 Participation and interaction was encouraged?

79%
21%

Strongly agree	Agree	Neither	Disagree	Strongly disagree	79	21	0	0	0	Response


% 



 Have you learned something from this stand?

76%
21%
3%

Strongly agree	Agree	Neither	Disagree	Strongly disagree	76	21	3	0	0	Response


%



Overall, how would you rate the stand and the staff?

6%
94%

1 (poor)	2	3	4	5 (excellent)	0	0	0	6	94	Response 


%



You found the content was organised and easy to understand?

79%
18%
3%

Strongly agree	Agree	Neither	Disagree	Strongly disagree	79	18	3	0	0	Response 


%
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Food and Mood

[Evaluation Form

Instructions: Please circle your opinion.

1. Was the stand easy to understand? Yes/No

2. You found the content was organized and easy to understand?

Strongly Agree / Agree / Neither / Disagree / Strongly Disagree
3. The materials distributed were helpful? Yes/No
4. Participation and interaction were encouraged?

Strongly Agree / Agree / Neither / Disagree / Strongly Disagree
5. You have learned something from this stand?

Strongly Agree / Agree / Neither / Disagree / Strongly Disagree
6. Would you apply this knowledge fo your life?  Yes/No
7. How friendly were thestatl? =~ © O @

8. The staff were well prepared?
Strongly Agree / Agree / Neither / Disagree / Strongly Disagree
9. How likely are you to recommend this stand to a friend?
Very likely / Likely / Not sure / Not likely
10. Overall, how would you rate the stand and the staf? 1 2 3 4 5

(1= poor, 5 = excellent)

‘We value your feedback and are continuously trying to improve. Can you please write down y

suggestions below?

‘Thank you for your time ©
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‘Written feedback comments - positive
"The games made me want to come over to the stand. 1 loved getting a sticker, thank you."
"I didn’t know about onions and mushrooms are prebiotics”

"Learnt more than | expected, excellent stand and knowledge”

"Great people, very good information”

"Very good, don't need extras very well presented”

"Good job! Thanks"

"Big signs are good"

“Colourful, balloons, stands out the best, smiley faces"

“Informative and simple information for everyday people”

"Its good to have good knowledge about different foods and how they affect your mood”
"Fun lucky dip, | learnt about caffeine and bananas"

"I found staff very friendly and helpful”

"I suggest all doctors become nutritionists and stop dishing out a quick fix of toxic pills”
“Try and eat more fish and less alcohol, gave a lot of information”

‘Written feedback comments - constructi
"Bigger space”

"I've already been in a food and mood with the mind centre ;)"

"Would like more information and time to find out more"

"I knew a lot of information so maybe try and find some more interesting facts"

and areas to improve
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