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Abstract 

Background: This study presents an intervention designed to foster the implementation of health promotion 
programs within District Municipality Community Centers (DMCCs) in Jerusalem, and the creation of a peer network 
of healthy settings with a shared aspiration of collaborating and implementing health‑promoting policies at the com‑
munity level. We also present the evaluation strategy, based on the EQUIHP and RE‑AIM frameworks.

Methods: Twenty DMCCs completed our program. This evaluation research involved a comprehensive seminar dur‑
ing the first year for DMCCs coordinators, teaching them the principles of health promotion. An educational kit was 
distributed during the second year. The evaluation strategy included a process evaluation and annual evaluations 
based on the EQUIHP and RE‑AIM frameworks. The EQUIHP tool was divided into four dimensions of evaluation: 1) 
Framework of health promotion principles, 2) Project development and implementation, 3) Project management, and 
4) Sustainability; while the RE‑AIM domains included: 1)Reach, 2)Effectiveness, 3)Adoption, 4)Implementation and 5)
Maintenance.

Results: The program led to high responsiveness among DMCCs and to the implementation of diverse health pro‑
motion initiatives, with a participation of approximately 29,191 residents. The EQUIHP evaluation showed an improve‑
ment in program quality in Year 2. The final RE‑AIM evaluation presented a total median score of 0.61 for all domains, 
where 0 was non‑performance and 1.0 was full performance. The ‘Framework of health promotion principles’ and 
‘Reach’ components received the highest median score (0.83, 1.0 and 0.87), while the ‘Sustainability and ‘Maintenance’ 
components received the lowest (0.5).

Conclusions: This innovative program adapts the Healthy Cities approach (initiated by the World Health Organiza‑
tion in 1986) to the development of community center health‑promoting settings within the larger municipal frame‑
work, training local community center staff members to assess and address local health concerns and build commu‑
nity capacity. The local focus and efforts may help community actors to create health promotion programs more likely 
to be adopted, feasible in the ‘real‑world’ and able to produce public health impact in the communities where people 
live. Moreover, collaboration and cooperation among DMCCs may lead to a broader community health vision, forging 
coalitions that can advocate more powerfully for health promotion.
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Background
The Ottawa Charter encourages the use of “healthy set-
tings” in health promotion (HP), as these are natural 
environments where people spend most of their time [1]. 
Global urbanization strengthens the need for munici-
pal community action promoting health in cities. The 
Healthy Cities movement [2], initiated by the World 
Health Organization (WHO) European Office in 1986, 
has become a leading mechanism for integration of HP 
within municipalities, enabling synergistic interactions 
between governmental and non-governmental entities, 
as well as sharing of ideas and resources between munici-
palities. The cross-disciplinary collaboration among pub-
lic health workers and city planners also allows for more 
effective HP in urban contexts.

Application of the Healthy Cities model to municipal 
community centers constituted the rationale behind this 
study as this model may enhance population health, tai-
loring interventions to cultural and local needs. These 
community centers may then become an important foun-
dation for HP with the potential to directly influence 
the population. Community-based interventions at the 
municipal and neighborhood level can benefit from the 
interaction between the built environment, cultural and 
social assets as well as residents’ specific health needs and 
strengths. Despite these potential benefits, a city-wide 
evaluation of health promotion programs (HPPs) con-
ducted in Jerusalem found that municipality-sponsored 
programs received the lowest scores on program quality 
compared to non-governmental or health organizations 
[3], which justified action in the municipality sphere.

Jerusalem is the largest and most populous city in 
Israel, approaching one million residents [4]. The popu-
lation is highly heterogeneous, with marked variation 
of socio-economic status and ethnic and religious iden-
tification. This led to the creation of a unique govern-
ing structure whereby district municipal community 
centers (DMCCs) provide municipal and community 
center services “all in one”. The District Municipal Com-
munity Center (DMCC) is an independent legal entity, 
administered by the Community Centers Association 
[5] and the Jerusalem Municipality, with officials elected 
by local residents. The DMCC represents all neighbor-
hood matters to the municipality and is responsible for 
urban planning and community development within its 
geographic jurisdiction. The DMCC is responsible for 

the provision of services to the residents of that district. 
As part of its activities, the DMCC conducts cultural, 
enrichment, and leisure programs, as well as foster-
ing neighborhood coalitions and community dialogue 
between different population groups. Goals include 
maximizing self-direction for residents, promoting a 
high quality of life, and increasing residents’ involvement 
in volunteer activities for the neighborhood. The munic-
ipality determines the budget, together with the DMCC 
administration itself.

This study presents an intervention aimed to foster 
the establishment and expansion of HPPs conducted by 
DMCCs so as to reduce health disparities and to create 
a peer network of healthy settings with a shared aspira-
tion of collaborating and implementing health-promot-
ing policies at the community level. We also present the 
evaluation strategy, based on the EQUIHP tool [6] and 
RE-AIM framework [7].

Methods
Program overview of this evaluation research
The health-promoting community center (HPCC) pro-
gram was conducted by the “Jerusalemites Choose 
Health” (JCH) program, a joint effort of the Jerusalem 
Municipality, the Ministry of Health and the Jerusalem 
District Health Bureau. The JCH further collaborated 
with additional offices within the Jerusalem Munici-
pality, including the Jerusalem Municipality Sports 
Authority, the Jerusalem Health Education and Promo-
tion Department, and the Linda Joy Pollin Cardiovascu-
lar Wellness Center for Women at Hadassah University 
Medical Center. The Pollin Center was asked to evaluate 
the program.

Criteria for a HPCC were established by consensus and 
incorporated into an agreement signed by participating 
DMCCs (see Additional file 1, Appendix A).

It was hypothesized that DMCCs who will receive the 
intervention will have better skills at building sustainable 
participatory effective HP initiatives and will provide a 
healthy setting for the community within their jurisdic-
tion. Thus, the study questions prior to this evaluation 
research were ‘to what extend the intervention process 
and components will increase knowledge of DMCCs’ 
staff members in establishing HPPs?’ and ‘how this inter-
vention will foster the planning and implementation of 
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HPPs according to the HPCC criteria, as evaluated by the 
EQUIHP and RE-AIM frameworks?’.

DMCCs were invited to participate in this program 
via a call for proposals circulated to all 31 DMCCs in 
Jerusalem and re-issued after the first year of the pro-
gram. The invitation included four pre-requisites:1) the 
DMCC director was requested to sign a letter of intent 
to define their center as a health promoting setting and 
to act in accordance with the declaration, 2) assignment 
of a HP coordinator who will participate in a 12 session 
HP course, 3) submission of a questionnaire regarding 
HP policy and actions being done within the community 
center and the neighborhood surrounding it, 4) send-
ing an attached letter explaining the reason the DMCC 
is interested in joining the project and elaborating on 
actions currently being done by the DMCC in specific HP 
areas. These pre-requisites were the inclusion criteria for 
participating in the program. Funding was made available 
for HPPs that met criteria and included goals, objectives, 
activities, a budget and a plan for evaluation. The call for 
proposals was re-issued to all DMCCs after the comple-
tion of the first year of the program, without the require-
ment for participation in the seminar. The structure of 
the program is presented in Fig. 1.

Training seminar
During Year 1, all health coordinators, one from each 
participating DMCC, were required to attend a twelve-
session weekly training seminar. Each session lasted 5 h. 
The seminar coordinator was a community project man-
ager from the Pollin center and a trained researcher in 

the HP field. She was one of the speakers and moderator 
during panel discussions and workshop sessions. Addi-
tional professional speakers delivered presentations and 
workshops during this seminar: public health doctors, 
HP specialist from the Ministry of Health, physiothera-
pist, nutritionist, etc. The seminar taught the principles 
of HP, and trained and supervised coordinators in the 
knowledge, skills and methods for planning and imple-
menting HPPs. They learned about the standards of what 
is a HPCC. The themes delivered during this seminar 
included basic knowledge in nutrition, physical activity, 
smoking and healthy environments. They also learned 
about leadership, planning principles, writing skills, 
implementation of an annual HP program, and building 
internal and external partnerships. Participating coordi-
nators were trained and guided to perform health needs 
assessment in their community and to write an annual 
work plan. The training seminar also encouraged and 
enabled the creation of a peer-network of HPCCs. In the 
final class, each coordinator presented his/her HP pro-
gram work plan. See Supplemental Table  1  for the cur-
riculum outline.

Educational kit
In Year 2, a HP online resource kit was distributed for 
coordinators’ self-education and program planning. The 
kit included HP materials, ideas for HP evidence-based 
initiatives, and manuals for activities with various target 
populations (children, elderly, families, immigrants, etc.). 
Topics included healthy workplaces, health-promoting 
settings, HPPs developed by the ministries of education 

Fig. 1 Program Timeline and description of the preparation phase, first‑ and second‑year activities
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and health and lists of potential partners and service pro-
viders. Coordinators were encouraged to use these mate-
rials for self-education and program-planning. The new 
coordinators, who joined in Year 2, received one-on-one 
mentoring and telephone follow-up (as they had not par-
ticipated in the group seminar). During April 2019, each 
coordinator presented their HPPs work plan at a formal 
group meeting and received feedback based on HP prac-
tices by the program steering committee and leading 
advisors.

Peer group and mentoring
To facilitate the creation of an ongoing peer network, a 
social media portal group discussion was created includ-
ing the research team. This provided a platform wherein 
coordinators could discuss challenges, problem-solve and 
share successes. Trained researchers mentored coordina-
tors via monthly phone calls. They discussed programs 
implemented, challenges and issues that required guid-
ance or assistance.

Evaluation
Baseline and training seminar
Questionnaires were filled out by each DMCC, assessing 
the baseline characteristics of the community center and 
coordinators.

Furthermore, at the end of the course, seminar attend-
ees filled out an anonymous questionnaire addressing 
participants’ knowledge, skills and health behaviors.

Educational kit, peer group and mentoring
A process evaluation for assessing kit use and the social 
media portal group participation was performed at the 
end of year 2. Participants were asked the following ques-
tions: “Have you used this kit? What materials were the 
most useful for you? What would you suggest adding to 
this kit?”

The research team recorded details on HP initiatives, 
new partnerships, challenges and mentoring concerns 
through the monthly mentoring phone calls.

EQUIHP evaluation
At the end of Year 1 and during Year 2, coordina-
tors assessed each HP activity using an online 28-item 
tool, adapted from the European Quality Instrument 
for Health Promotion (EQUIHP) [8] that was cultur-
ally adapted and translated. The EQUIHP tool is usually 
used to assess HPPs, for quality improvement or as a 
checklist for self-evaluation [6]. The tool is divided into 
four dimensions, considering the important factors for 
effective HP: 1) Framework of HP principles, 2) Project 

development and implementation, 3) Project manage-
ment, and 4) Sustainability.

Final RE‑AIM evaluation
For a more complete and detailed assessment, the final 
evaluation at the end of Year 2 was based on the RE-AIM 
framework [7], an accepted and robust model in the pub-
lic health domain, used for planning, implementing, and 
evaluating several types of HP interventions. Dimen-
sions include reach(R), effectiveness(E), adoption(A), 
implementation(I) and maintenance(M) [9]. The RE-
AIM framework has been used for reporting internal 
and external validity [10, 11]. The different measures for 
evaluating and measuring inclusion of RE-AIM compo-
nents are presented in Table 1. Relevant elements of the 
EQUIHP tool [8] were also incorporated to the final-
ized RE-AIM tool by an expert committee, resulting in a 
final 29-item tool. Our RE-AIM evaluation investigated 
each DMCC and evaluated adherence to HP principles 
and practices in the proposed work plans and projects 
implementation.

Data analysis
For summarizing and describing our results, the char-
acteristics of the data were analyzed using descriptive 
statistics. Descriptive coefficients regarding the fre-
quency distribution, central tendency, and variability  of 
the dataset were assessed. For ordinal data, median and 
interquartile range (IQR) were used [12]. The data is pre-
sented in a graphical way, providing a useful visual sum-
mary of the results. The box plots enabled the researchers 
to quickly identify and compare the dispersion of the data 
set. The evaluation data were analyzed using IBM SPSS 
statistics 25 (Chicago, IL, USA).

For baseline and training seminar evaluation, frequen-
cies were calculated to describe and quantify the ques-
tionnaire variables.

For evaluation of the educational kit, peer group and 
mentoring, a researcher organized and summarized the 
data by frequencies calculation and qualitative analysis. 
The content of the social media portal discussions was 
assessed by thematic analysis.

For EQUIHP evaluation, each item of the adapted 
tool was coded online by the coordinators, according 
to three options of replies: not relevant or absent, par-
tially present, or present, adhering to EQUIHP instruc-
tions. Assistance in reporting and coding was provided 
by the research team to coordinators as necessary. Two 
items regarding the planned and actual number of par-
ticipants were open questions and were categorized by 
a researcher. Then, to obtain a comparative index and 
based on a previous study [13], each item was recoded on 
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a 0–1 scale and according to the following rules: (0 = not 
done), (0.5 = partially complete), (1 = complete). The 
sum of valid scores was divided by the number of valid 
answers. Absolute and median scores on a 0–1 scale were 
calculated for each EQUIHP dimension of the reported 
HP initiatives.

For the final RE-AIM evaluation, to improve the accu-
racy of data collection, data was collected via in-depth 
telephone interviews (rather than online) at the end of 
Year 2, coded and interpreted by the research team. The 
in-depth interviews were intended to avoid possible bias 
from the online reports and subjective self-coding by 
coordinators. After transcription of all interviews by a 
trained researcher, the data were coded and interpreted 
by the research team only. First, by one researcher sepa-
rately, then to ensure accuracy and reduce bias, two addi-
tional independent researchers reviewed and discussed 
coding and conclusions. Each item was coded on a 0–1 
scale (0 = not relevant or absent, 0.5 = partially present, 
1 = present). Absolute and median scores were calculated 
for each DMCC and RE-AIM components.

Results
In Year 1 (2018), 16 DMCCs applied (completed the 
application and questionnaire) and 15 fulfilled the 
requirements for inclusion. One DMCC was excluded 

due to the fact that staffing changes led to the inability to 
appoint a coordinator to participate in the training semi-
nar and administer the program. In Year 2 (2019), 7 more 
DMCCs joined, for a total of 22 DMCCs out of a possible 
31, but two subsequently dropped out, also due to inabil-
ity to identify a coordinator. Twenty DMCCs completed 
the program at the end of 2019. A written annual work 
plan of the planned HP activities was provided by 84% of 
DMCCs. All the participating DMCCs reported on their 
health initiatives and activities during the evaluation 
phase.

Baseline and training seminar
The characteristics of participating DMCCs and coordi-
nators are presented in Table 2. The DMCCs most often 
served mid-sized populations (15,000–30,000 residents). 
Fifteen DMCCs participated in both the first and second 
year of the program. Of the fifteen, 8 DMCCs had a dif-
ferent coordinator responsible for the program in the 
second year. The targeted populations of the programs 
were designated as men and women, families, children 
and teenagers, older individuals or DMCC employees.

The training seminar’s post questionnaire results are 
presented in Table  3. All the coordinators indicated 
that the seminar increased their knowledge about HP 
(84.6% strongly agreed and 15.4% somewhat agreed) 

Table 1 Evaluation within RE‑AIM dimensions

RE-AIM dimensions and original definitions (Glaskow, 1999) Related Items and pragmatic use of RE-AIM evaluation in the current 
study

REACH
Number, proportion and representativeness of the target population

Inclusion of various target populations

Reach of the DMCCs employees

EFFECTIVENESS
The impact of an intervention on outcomes/ success rates

Use of best practice strategies and evidence‑based practice

Inclusion of needs assessment in planning process

SMART objectives

Adaptation to the environmental context

Monitoring, process and outcome evaluation

Defined goal

ADOPTION
Proportion of settings, practices, and plans that will adopt this interven‑
tion

Steering committee for the program

Representation of community members and DMCC director in the steering 
committee

Involvement and support of the DMCC director for integrating the program 
into practice

Financial assistance

IMPLEMENTATION
Extent to which the intervention is implemented as intended in the real 
world

Extent to which the program is implemented according to plan

Description of the implementation strategy

Type of intervention and intensity

Coping efforts in face of challenges

Creation of a peer‑network

MAINTENANCE
Extent to which a program is sustained over time

Policy and/or practice changes regarding health promotion

Duration and sustainability of programs

Meeting criteria for HPCC
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and health-promoting settings (76.9% strongly agreed, 
23.1% somewhat agreed). They all reported receiv-
ing support from their municipality director through-
out their participation in the seminar (92.3% strongly 
agreed, 7.7% somewhat agreed) and were interested 
in new collaborations and networking with the local 
Health Maintenance Organizations (that provide health 
insurance and medical services to Israeli citizens), 
(91.7% strongly agreed, 8.3% somewhat agreed). At the 
end of the seminar, all the coordinators declared inter-
est in initiating health policy changes in their commu-
nity center (83.3% strongly agreed, 16.7% somewhat 
agreed) and most of them reported that they acquired 
practical tools for this purpose (76.9% strongly agreed, 
15.4% somewhat agreed and 7.7% somewhat disagreed).

The training seminar was less likely to affect personal 
health habits, such as physical activity (only 23.1% 

strongly agreed) or diet (15.4% strongly agreed, 15.4% 
somewhat agreed).

Educational kit, mentoring and peer group support
Reactions varied concerning the use of the kit: some 
coordinators reported that the kit was beneficial for 
planning activities and programs or provided useful 
material for distribution. For others, the kit was less 
helpful, mainly due to lack of time for material review 
or finding the content to be less relevant to their tar-
geted population’s needs. Of those surveyed, 53% of 
coordinators reported frequent use of the kit, 20% 
reported occasional use of the kit and 27% did not use 
the kit at all.

The social media portal consultation group led to many 
discussions. The main topics included recommendations 
for publicizing activities, requests for assistance, recom-
mendations for suppliers, feedback after collaboration 
with suppliers and advice from the research team. Par-
ticipants reported that the social media portal was an 
effective platform for peer consultation. The participat-
ing DMCCs planned and implemented multifaceted HP 
initiatives throughout the intervention, presented in Sup-
plemental Table 2.

EQUIHP evaluation
The results of the EQUIHP evaluation of HP initiatives 
during years 1 and 2 are presented in Fig.  2a and b. A 
total of 38 HP initiatives were reported in year 1 and 66 
in year 2, with a participation of approximately 29,191 
residents.

Our findings show an improvement in all domains dur-
ing the second year, with a total median score of 0.76 
in year 2 compared to 0.66 in year 1. The ‘Framework 
of HP principles’ domain received the highest median 
score in both years (0.83 and 1.0, respectively). The ‘Pro-
ject development and implementation’ received median 
scores of 0.62 and 0.70, with a broader range in year 2 
(IQR year1 = [0.20] and  IQRyear2 = [0.38]). The ‘Project 
management’ domain presents a high concentration 
of scores observed in the upper level in the two years 
(median scores of 0.71 and 0.83) with a more marked 
lack of symmetry in Year 2. The ‘Sustainability’ domain 
presents the lowest scores in both years. It remains sta-
ble (median score of 0.5), without improvement in Year 
2 but with a lower extent of dispersion (IQR year1 = [0.31], 
 IQRyear2 = [0.25]).

Final RE-AIM evaluation
The results of the RE-AIM evaluation and overall scores 
of each DMCC are presented in Table 4. The scores are 

Table 2 Characteristics of participating DMCCs and coordinators

DMCC’s (n = 20) variables

Community size

 <15,000 17%

 15,000−30,000 44%

 >30,000 39%

Target populations of programs

 Women only 12%

 Men only 4%

 Parents 9%

 Children and preschoolers 15%

 Teenagers 10%

 Elderly 6%

 Staff 9%

 ’Open to all’ event 30%

 Population of special needs 5%

Health promotion program written annual work plan

 Yes 84%

 No 16%

Participation in the Network/program

 DMCC 2 years 75%

 DMCC only in year 2 25%

 Coordinator turnover after year 1 53%

Health promotion

 Comprehensive health promotion activity 26%

 Nutrition only 20%

 Physical activity only 37%

 Other 16%

Coordinators Variables

 Education

  Nonacademic level 32%

  BA level 50%

  MA and higher level 18%
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varied and range from 0.24 to 0.97. Six DMCCs (30%) 
were high performers, with a score in the [0.66–1] range. 
Most DMCCs (n = 13, 65%) were mid-range performers 
(within the [0.33–0.66] range), and only one (5%) was a 
low performer ([0–0.33] range).

Median scores are presented in Fig.  3. Our findings 
show a total median score of 0.61, for all domains and 
DMCCs. The Reach component received the highest 
median score (0.87), with high scores for most DMCCs 
(17 DMCCs with a score above 0.66). The Effectiveness 
component ranged broadly, with a median score of 0.53. 
The Adoption component distribution range presents 
a high concentration of scores in the upper level, and a 
median score of 0.62. The Implementation component 
presents a median score of 0.65, with a concentration of 
scores in the mid-high level and low extent of distribu-
tion. The Maintenance component received the low-
est median score (0.5), with a relatively large extent of 
distribution.

Discussion
This program aimed to increase and expand DMCCs’ 
HPPs as well as to establish a peer network between 
DMCCs, at the community level. The EQUIHP and 

RE-AIM evaluation found that in the setting of this 
intervention, most DMCCs planned and implemented 
HP initiatives that demonstrated at least partial adher-
ence to HP principles and practices in both work plans 
and implementation. The DMCCs were interested in 
participating in the program, likely due to the pro-
gramming budget available for those who participated. 
Throughout the two years of activity, the DMCCs devel-
oped many initiatives in HP, and efforts were made to 
reduce health gaps and communicate HP messages to 
residents and employees. HP activities within the com-
munity ranged from a one-time “health event” or lec-
ture to integrated and long lasting programs for various 
target populations and with diverse health contents. 
Some DMCCs even generated policy changes within 
the DMCC (healthier refreshments, enabling physical 
activity time for employees, strengthening the com-
munication with residents). The training seminar in the 
first year offered an opportunity for collaborations and 
interactions, and enabled the creation of a peer net-
work of DMCCs to promote health in the urban setting. 
Participants in the training seminar reported that the 
seminar shifted their perception of other DMCCs from 
competitors to potential collaborators. In the second 

Table 3 Training seminar process evaluation results

Items Strongly 
Agree 
(%)

Somewhat 
Agree (%)

Somewhat 
Disagree (%)

Strongly 
Disagree 
(%)

The seminar added to my knowledge‑ nutrition 46.2 7.7 38.5 7.7

The seminar added to my knowledge‑ physical activity 30.8 15.4 46.2 7.7

The seminar added to my knowledge‑ smoking 53.8 23.1 15.4 7.7

The seminar added to my knowledge‑ the elderly population 30.8 61.5 7.7 0.0

The seminar added to my knowledge‑ the special needs population 7.7 46.2 46.2 0.0

The seminar added to my knowledge‑ the infant and toddler population 25.0 25.0 41.7 8.3

The seminar added to my knowledge‑ health promotion 84.6 15.4 0.0 0.0

The seminar added to my knowledge‑ health‑promoting settings 76.9 23.1 0.0 0.0

The seminar added to my knowledge‑ programs evaluation 41.7 25.0 33.0 0.0

The seminar added to my knowledge‑ community work 16.7 25.0 41.7 16.7

I developed in the seminar new connections that will help me in my current work in the com‑
munity center

58.3 33.3 8.3 0.0

I would love to participate to an additional seminar in the future 53.8 15.4 15.4 15.4

I had the support of my director throughout the seminar 92.3 7.7 0.0 0.0

Thanks to the seminar, I am interested in creating new collaborations 91.7 8.3 0.0 0.0

Thanks to the seminar, I am interested in working with the health maintenance organizations’ 
representatives

91.7 8.3 0.0 0.0

Thanks to the seminar, I eat a more balanced diet 15.4 15.4 38.5 30.8

Thanks to the seminar, I am more active 23.1 0.0 23.1 53.8

Thanks to the seminar, I am more aware of the physical environment in my community center 46.2 7.7 38.5 7.7

Thanks to the seminar, I am interested in initiating health policy changes in my community 
center

83.3 16.7 0.0 0.0

Thanks to the seminar, I acquired tools for health promotion in my community center 76.9 15.4 7.7 0.0
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Fig. 2 a Results from EQUIHP evaluation of health initiatives in years 1 and 2. b Spider chart comparison of the 2 years EQUIHP evaluation. Legend: 
Median scores per domain and distribution [0–1 range]
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year, the creation of a social media portal group engen-
dered sharing of successes and offered an effective 
platform for consultation regarding challenges, dilem-
mas or even suppliers’ details. Similarly, group meet-
ings during the year enabled further connections. This 

peer network led to mutual assistance and facilitated 
exchange of information and documentation of experi-
ences. The coordinators met colleagues and partners, 
operating in similar domains and with common goals.

Table 4 Results from RE‑AIM evaluation of participating DMCCs at the end of year 2

Legend: Absolute scores per domain [0‑1 range]

District Community 
Municipal Center ID

Reach Effectiveness Adoption Implementation Maintenance Overall score

1 0.75 1 0.75 0.93 0.5 0.81

2 1 0.57 0.66 0.68 0.91 0.72

3 1 0.85 0.25 0.62 0.08 0.52

4 0.75 0.28 1 0.87 0.58 0.69

5 0 0.28 0.33 0.31 0.08 0.24

6 0.75 0.5 1 0.5 0.5 0.62

7 1 0.71 0.75 0.68 0.91 0.79

8 1 0.42 0.66 0.68 0.66 0.64

9 1 0.28 0.33 0.68 0.58 0.52

10 1 0.64 0.83 0.68 0.83 0.76

11 0.75 0.78 0.33 0.56 0.08 0.48

12 1 0.78 0.41 0.62 0.41 0.60

13 0.75 0.35 0.5 0.62 0.5 0.52

14 0.75 0.28 0.41 0.62 0.41 0.47

15 1 0.92 0.75 0.87 0.33 0.74

16 0.75 0.5 0.58 0.62 0.33 0.52

17 0.25 0.42 0.33 0.18 0.5 0.34

18 1 0.71 0.5 0.68 0.75 0.66

19 1 1 1 0.87 1 0.97

20 0.5 0.28 0.75 0.56 0.5 0.51

Fig. 3 Results from RE‑AIM evaluation of DMCCs at the end of year 2. Legend: Median scores per domain and distribution [0–1 range]
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EQUIHP and RE-AIM domains
The evaluation findings emphasized the need to continue 
strengthening best practice interventions for health, 
based on HP knowledge and skills. Similarly, our findings 
emphasize the need to develop interventions that pro-
mote the sustainability of the HPPs.

The EQUIHP and RE-AIM based evaluations assessed 
all the DMCCs’ HP initiatives that evolved from program 
participation. These tools have been commonly applied to 
assess the impact of HP interventions in multiple domains 
[3, 14–18] and to enhance their quality, making possible 
the identification of best practice plans and strategies.

The ‘Framework of HP principles’ (EQUIHP) and ‘Reach’ 
(RE-AIM) domains received the highest median scores, 
whereas the ‘Sustainability’ (EQUIHP) and ‘Maintenance’ 
(RE-AIM) scores received the lowest. Most DMCCs had 
high scores in the ‘Reach’ domain, likely reflecting their use 
of existing communication infrastructures, which allowed 
for low cost, easy contact with residents. The high scores 
in the EQUIHP’s ‘Framework of HP principles’ domain, 
which measures inclusion, empowerment, and equity, 
indicated that the DMCCs effectively incorporated these 
HP principles into their health initiatives.

 Performance in other domains was more variable. 
DMCCs demonstrated a broad range of scores in the RE-
AIM’s ‘Effectiveness’ domain, which assessed the use of 
best practices in problem definition (identifying health 
issues) and solution generation (developing a plan with 
defined objectives and strategies). These strategic plan-
ning components are essential for effective HP, as they 
provide practical tools for identifying priorities and 
designing relevant interventions [19–22]. Fawcett et  al. 
found that assistance is often required for community 
initiatives in assessing needs and interpreting epidemio-
logical data [23], suggesting that researchers should assist 
in identifying community health concerns and strategic 
planning.

The ‘adoption’ RE-AIM component was related to the 
degree of support that coordinators received from their 
director. The level of support accorded to HP programs 
within the setting, is one of the components of “Readi-
ness to change”. Edwards and colleagues suggest that the 
effective implementation of a local program and sup-
port will be principally determined by this readiness for 
change [24].

In our study, the ‘Implementation’ RE-AIM domain 
assessed capacity building, as well as the ‘Project man-
agement’ EQUIHP domain. The mentoring, telephone 
calls and consultation group provided continuous feed-
back, possibly explaining these domains’ middle to 
high-level scores. This ‘open system’ of communication 
allowed for sharing of ’real world’ solutions in vivo, likely 
improving implementation [25]. Other community-based 

programming studies [26] suggest that assistance from 
external consultants can facilitate the use of evidence-
based practices, policy and systems change, as well 
as regional and cross-jurisdiction collaboration. Fur-
thermore, several participants felt that direct technical 
assistance could play a key role in supporting regions to 
develop sustainability plans and secure long-term fund-
ing [26].

In the current study, the RE-AIM ‘Maintenance’ and 
EQUIHP ‘Sustainability’ domains obtained the lowest 
median scores. This is not surprising, as there is limited 
evidence that community interventions translate into 
sustained programs. One review found that approxi-
mately 40% of community-based organizations’ pro-
grams stop in their initial years of implementation, often 
following discontinuation of funding [27]. The current 
study’s HPCC program sought to pre-empt this com-
mon challenge by empowering local organizations to 
solve problems locally. Their efforts in planning and 
implementing HPPs in their community are likely to 
have the most sustainable impact in setting local norms 
and policy. As “leaders for change”, the coordinators may 
understand and disseminate the concept of HP and may 
affect the allocation of more resources for HP and pub-
lic health. However, the need of internal and external 
resources, human and financial, presented many limi-
tations for adoption and maintenance of HPPs within 
DMCCs.  Additional factors influencing sustainability 
include the level of initiative acceptance within com-
munities, long-term availability of resources including 
volunteers and funding, organizational stability, and the 
fluctuating political climate [27]. Longer term collabo-
ration between researchers and communities may also 
influence sustainability of HPPs, involving mutual under-
standing and commitment [28]. High staff turnover in 
DMCCs, as was the case in the current study, may have 
compromised sustainability since the history of working 
together and building trust and capacity was less relevant 
for the program continuation.

Innovative study components
The current study applied the healthy cities model to 
community centers, so as to facilitate locally-adapted 
HP programming.  The Healthy Cities Model is used to 
promote city-wide health globally; however, it has not 
to our knowledge been applied on a smaller scale, within 
community centers. The current program integrated the 
Healthy Cities model into its HPCC training, encourag-
ing coordinators to identify and address local health con-
cerns, utilize local resources, and create a network both 
within and between communities. It presents an oppor-
tunity to establish healthy public policies at the local sub-
municipal levels. Our program may provide a framework 
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that supports and maintains health initiatives at the local 
level, enabling DMCCs to become health-promoting set-
tings that lead to healthier communities and reduced 
health disparities. The collaboration and cooperation 
among DMCCs fostered by this program may lead to a 
broader community health vision, forging coalitions 
that can advocate more powerfully for HP. This new net-
work helped focus on a common HP purpose, increased 
involvement and sharing, provided information about 
one another’s initiatives, and allowed participants to 
express and resolve doubts about planned activities. 
Indeed, the development of coalitions of community 
organizations to combat chronic health conditions can be 
seen as an intervention strategy [29–32].

This study also presents a pragmatic use of the EQUIHP 
and RE-AIM frameworks, as recommended in a 20-year 
review on RE-AIM framework application and evolution 
[33], and assessed factors described in the Stage Theory 
of Organizational Change model [34], including com-
munity empowerment and organizational change factors. 
Our evaluation included the essential factors for com-
munity empowerment and organizational change and 
presents how EQUIHP and RE-AIM frameworks can be 
used to address them. This emphasis on organizational-
level and contextual factors for HP as best-practice stra-
tegic planning and resource identification, is also seen as 
an emerging area for RE-AIM [33]. Moreover, the prag-
matic use of the EQUIHP and RE-AIM frameworks in 
this study can help identify specific factors essential for 
success in community settings.

The current program included training and mentoring 
as well as an educational kit, which allowed for increased 
assimilation of skills and access to HP materials. These 
aspects of the program presented a practical tool for 
effective HP [35, 36]. The effective implementation and 
maintenance of health initiatives among DMCCs not 
only requires motivated and involved coordinators, but 
also appropriate skills and HP capacity in order to oper-
ate an effective partnership and to be perceived as legiti-
mate [37].

Comparison with similar programs worldwide
While our HPCC program uniquely integrates the 
Healthy Cities model, training, and mentoring, there 
are several other community-based HP programs that 
had similar components. The Community Transforma-
tion Grants (CTG) program of the Center for Disease 
control (CDC), supported national networks of commu-
nity-based organizations to implement evidence-based 
community preventive health programs targeting reduc-
tion in chronic disease and lessening of health dispari-
ties. In this program, they provided awardees with a list 
of recommended evidence and practice-based strategies 

that could be implemented, rather than the performance 
of a local needs-assessment and development of a local 
program based on needs. The YMCA community centers 
which participated in this program implemented several 
established programs [38–40]. CTG programs imple-
mented at the state level enabled community-based tai-
loring of these interventions [26, 41]. This program was 
unfortunately terminated early, and outcomes data is 
limited. The CDC has similar programs targeting health 
disparities such as the REACH program [42], which 
provides funding and expert assistance to community-
based organizations, academic centers and state and 
local health departments, but not to community cent-
ers. Several of their programs were evaluated, but the 
training and mentoring aspects of the program to our 
knowledge have not been assessed. Other studies have 
explored partnerships between health organizations and 
individual community centers so as to implement specific 
programs [43], and partnerships with community cent-
ers so as to recruit participants for interventions [44]. 
Compared with these studies, the current evaluation was 
more detailed and included all program components.

Limitations
The current study was limited in that it was adapted 
to the unique structure of the Jerusalem municipality, 
wherein DMCCs do not solely provide classes and activi-
ties, but are actively involved in urban planning and cre-
ating neighborhood policy. The evaluation was based 
on self-report of the coordinators, and the reliability of 
reporting may have varied. The final evaluation relied 
on the interpretation of the investigators, with peer con-
sultation when necessary. Additionally, health outcomes 
and behavior changes were not measured, as community-
wide assessment was not feasible in this study.

Conclusions
The program presented in this paper reached a majority 
of DMCCs and led to the implementation of multifac-
eted HPPs with high participation rates in diverse tar-
get populations, and the creation of a new HP network 
within community centers. DMCCs varied in their 
fulfillment of HP requirements, with highest scores in 
empowerment, equity, and reach and lowest scores in 
sustainability. Training local community center staff 
members to assess and address local health concerns 
and build community HP capacity led to the develop-
ment of HPCCs within the larger municipal framework. 
The optimization of HPCCs is a logical extension of 
the Healthy Cities framework and presents an oppor-
tunity to establish healthy public policies at the local 
sub-municipal levels. The local focus and efforts may 
help community actors to create HPPs more likely to be 
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adopted, feasible in the ‘real-world’ and able to impact 
public health in the communities where people live.
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