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ABSTRACT 

Introduction  

While competency-based approaches have been developed in Health 

Promotion over the past three decades there has been limited focus on the 

evaluation of their use and impact. Five years after publication of the 

CompHP Core Competencies Framework for Health Promotion this study 

was initiated with the aim of evaluating its use and impact on Health 

Promotion practice, education and training in Europe. 

Methods  

The study incorporated a scoping review of the literature (Phase 1), and a 

two-phase mixed-methods study. In Phase 2, an online survey tool was 

employed. The purposive sample comprised health promoters who had 

contributed to the development of the competencies, augmented by 

snowball sampling across European Health Promotion practitioners. Phase 3 

comprised a single case study with two embedded units of analysis, namely 

the countries of Ireland and Italy. The sample initially involved five known 

Health Promotion experts in each country who acted as National Reference 

Groups and helped to identified additional key informants. The methods 

employed comprised a desk review of the contexts within which Health 

Promotion was practised in each country, followed by semi-structured 

interviews. Collection and thematic analysis of the data from each country 

was conducted separately, with the initial findings compared and reviewed 

by the national experts. 
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Results  

The literature review identified current Health Promotion competency 

frameworks and factors that were perceived as influencing their uptake and 

use, providing a context for the investigative phases of the study. 

 There was a total of 81 responses to the online survey. Despite 

generally positive attitudes and high levels of reported Health Promotion 

capacity just over half of respondents (54%) reported that they had used the 

competencies in their practice and 53% that they were used in their country. 

Expectations that levels of resources, support and attitudes would influence 

the use of the competencies were generally met. A reported lack of support 

for, and formal recognition of, the competencies by key stakeholders 

emerged as a potentially critical factor influencing their uptake. In Phase 3 a 

total of 13 interviews were completed in each country. The focus and rate of 

progress of implementing the competencies was found to differ across the 

two countries, reflecting their levels of Health Promotion infrastructure and 

capacity. A lack of awareness of the competencies was identified as a major 

limiting factor to implementation in both countries, of particular concern in 

relation to key stakeholders.  

Conclusions  

The findings of the study, although limited by a low response rate in 

the online survey, provide important insights into the use and impact of the 

competencies on Health Promotion practice, education and training in 

Europe, together with in-depth analysis of the factors influencing their 

implementation at individual practitioner and  country levels. Findings 

regarding a lack of awareness of the competencies at all levels, and 
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perceptions that their implementation is not supported by key stakeholders, 

highlight the importance of advocacy, dissemination and marketing to 

ensure future implementation. The findings provide useful insights for 

future implementation and begin to address the gap in empirical evidence on 

the use and impact of Health Promotion competencies, while indicating the 

need for further research. 
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OVERVIEW OF THE PAPERS  

PUBLISHED AS PART OF THE STUDY 

Details of the papers published as part of the study1 

The titles of the papers and their aims are presented in Figure 1. 

 

1 The papers as published are available in Appendix 1. 

Figure 1 Titles and aims of the papers included in the thesis. 

Competencies at a country 

level in two European countries. 
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Paper 1  

Battel-Kirk, B. and Barry, M.M. (2019). Has the development of Health 

Promotion competencies made a difference? - A scoping review of the 

literature. Health Education & Behavior, 46(5),824-842. 

doi: 10.1177/1090198119846935.  

Contribution: Devised the scoping review protocol and search methods, 

conducted searches, undertook an iterative analysis process and wrote up 

findings. 

Paper 2: 

Battel-Kirk, B. and Barry, M.M. (2019a). Evaluating progress in the uptake 

and impact of Health Promotion competencies in Europe. - Findings from 

an online survey. Health Promotion International, daz068. 

https://doi.org/10.1093/heapro/daz068.  

Contribution: Devised the research methodology, identified sample, 

developed and disseminated questionnaires, undertook data analysis and 

write-up of findings.  

Paper 3 

Battel-Kirk, B., & Barry, M. M. (2019b). Implementation of Health 

Promotion Competencies in Ireland and Italy-A Case Study. International 

Journal of Environmental Research and Public Health, 16 (24), 4992J 

doi:10.3390/ijerph16244992 

Contribution: Devised the case study methodology, managed recruitment 

of informants, undertook data collection, transcription of interviews, 

thematic analysis of data and write-up of findings.
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INTRODUCTION 

1.1 Introduction 

Competencies have been described as a critical component of 

developing and strengthening Health Promotion workforce capacity to 

improve global health in the 21st century, as a key to quality assurance of 

practice, education and training, and as a means of developing a shared 

vision of what constitutes the specific knowledge and skills required for 

effective and ethical Health Promotion practice (Allegrante, et al., 2009; 

Barry, 2008; Barry, Allegrante, Lamarre, Auld and Taub, 2009; Barry, 

Battel-Kirk and Dempsey, 2012; Battel-Kirk, Barry, Taub, and Lysoby 

2009; Dempsey, Barry, Battel-Kirk and the CompHP Project Partners, 2011, 

2011a, 2011b; International Union for Health Promotion and Education 

(IUHPE), 2009). Over the past three decades, while Health Promotion 

competencies have been developed in some countries, other countries have 

lacked the resources and capacity required to engage in their development 

(Battel-Kirk, et al., 2009; Dempsey, et al., 2011). 

While definitions of competencies differ, all refer to attributes such as 

knowledge, abilities, skills and attitudes (e.g., Australian Health Promotion 

Association (AHPA), 2009; Battel-Kirk et al., 2009; Dempsey et al., 2011, 

2011a, 2011b; Health Promotion Forum of New Zealand (HPFNZ), 2012; 

IUHPE, 2009). The Professional and Academic Standards Working Group 

of the European Masters in Health Promotion defined competencies as; ‘the 

knowledge, abilities and attitudes needed to implement specified health 

promotion actions within specified dimensions according to a specific 
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standard’ (Meresman et al., 2006). Core competencies, a term frequently 

used in the Health Promotion context, are defined as the minimum set of 

competencies that constitute a common baseline for all Health Promotion 

roles (AHPA, 2009).  

Some sources (e.g., AHPA, 2009; Dempsey et al., 2011) identify 

positive outcomes that are expected to result from implementing Health 

Promotion competencies, in addition to their critical role in developing 

Health Promotion workforce capacity, include that they may:  

• improve career planning and job mobility 

• assist with recruitment and selection 

• promote workforce and team development 

• assist employers and managers to gain a better understanding of 

Health Promotion roles  

• contribute to greater recognition and validation of Health 

Promotion and the work done by Health Promotion practitioners 

• underpin future developments in Health Promotion training and 

course and systems of accreditation and development of 

professional standards 

• provide accountability to the public for the standards of Health 

Promotion practice. 

However, there is also reference to potentially negative consequences 

of using competencies in Health Promotion (Howat, Lower, James and 

Shilton, 2001; Hyndman and O’Neill, 2012; Meresman, et al., 2006), which 

can be summarised as that they may be restricting/reductionist/mechanistic, 
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limit innovation and the dynamic nature of Health Promotion and tend to 

undervalue professional judgement and experience. 

It has also been suggested that, as no methodology has been identified 

which links the development of competencies to the evidence base, what 

they reflect is not necessarily ‘best’ or evidence-based practice. Other 

concerns include that developing and implementing competencies may be 

time consuming, complex and costly (Battel-Kirk et al., 2009; Dempsey et 

al., 2011).   

Despite these conflicting views, little evidence has been gathered on 

the use of Health Promotion competencies, or to support claims on their 

positive impact. While recommendations have been made for their review 

and revision (AHPA, 2009; Battel-Kirk et al., 2009; Dempsey et al., 2011, 

2011a; Barry, Battel-Kirk and Dempsey, 2012; HPFNZ, 2012; Meresman et 

al., 2006) there is little or no reference to the need to evaluate if, and how 

competencies are used, the impact that they have on Health Promotion 

practice, education and training or whether they achieve the beneficial 

outcomes generally attributed to their implementation. 

It was in this context that, five years after the publication of the 

CompHP Core Competencies Framework for Health Promotion (Dempsey 

et al., 2011b) it seemed timely to initiate an evaluation of their use and 

impact on practice, education and training in Europe. This thesis reports on 

the three-phase evaluation process undertaken between 2016 and 2019. 
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1.2. Competencies and competency-based approaches  

The use of competency-based approaches can be traced to the early 

1970s, when McClelland (1973) argued that that intelligence tests alone 

were not sufficient to evaluate individual performance. Popularisation of the 

term ‘competencies’ is credited to Boyatzis, who defined competency as ‘an 

underlying characteristic of an individual which is causally-related to 

effective or superior performance’ (Boyatzis, 1982, p. 20). Over the 

intervening decades the competency approach has expanded from its use 

mainly in the human resources context to being widely used in education 

and employment across a range of organisational and professional settings. 

There has been ongoing debate on the terminology associated with the 

approach, with reference to ‘competencies’ and ‘competences’. Some 

commentators have placed great emphasis on the differences between these 

terms while others claim that they are often used synonymously (Battel-Kirk 

et al., 2009). There is also little agreement on the precise definition of the 

term ‘competencies’ (e.g., Blömeke, Gustafsson, and Shavelson, 2015). 

However, Stevens (2012, p. 103) suggested that ‘an analysis of competency 

definitions across the literature revealed a substantial degree of 

solidification around those knowledge, skills, abilities, behaviours, and 

other characteristics, at the individual or group level of analysis, that 

contribute to high performance aligned with an organisation’s strategy.’  

Core competencies, a term often used in the Health Promotion 

competencies, were characterised by Prahalad and Hamel (1990) as 

providing a set of unifying principles, being pervasive in all strategies and 

being rare and/or difficult to imitate.  
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In the context of Health Promotion competencies, Meresman et al. 

(2006), suggested that there are some common features amongst the many 

definitions and uses of competencies, including that: 

• competence is not only knowledge, but also the skills and attitudes 

needed to produce a performance  

• competence is doing and acting so that a competent person not only 

knows something but also knows how to do something with what 

they know 

• competence has to do with the capacity to face new contexts and 

respond to new challenges. 

Drawing on wide ranging experience across differing professional 

settings, competency models have been increasingly used in Health 

Promotion over the past last three decades in the context of workforce 

capacity development and quality assurance of practice, education and 

training. 

 

  



Chapter 1 Introduction  

11 

 

1.3. Health Promotion Competencies 

1.3.1 Contextual dimensions 

Based on literature review findings from Battel-Kirk et al. (2009) and 

Dempsey et al. (2011) and comments by others (e.g., Taub, Allegrante, 

Barry and Sakagmi, 2009), it can be argued that all aspects of Health 

Promotion competencies are influenced by wider social, political, cultural 

and organisational factors within which they are developed and 

implemented. Taub et al. (2009), for example, discussed how the different 

cultural, social, economic, and political contexts in which Health Promotion 

is practiced at the national level globally, together with ‘diverse and 

dynamic local contexts’, influence the specific competencies and standards 

required for the Health Promotion workforce in different countries. The 

different rates of development of Health Promotion infrastructure and 

capacity across countries and regions were also highlighted as factors that 

need to be considered when contemplating the implementation of 

competency-based frameworks (e.g., Battel-Kirk, et al., 2009; Dempsey et 

al., 2011; Taub et al., 2009). It can be concluded that these factors influence 

if and why Health Promotion competencies are developed, by whom, what 

constitutes their target audience, if and how they will be recognised and 

supported, and ultimately, their use and impact.  

Taub et al. (2009) referred to the influence that cultural variations in 

the roles of medicine, Public Health, Health Promotion and Health 

Education have had on concepts of professional practice, professional 

preparation, and professional authority and autonomy. Dempsey et al. 

(2011) commented on how differences in the status of Health Promotion in 
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relation to other health improvement disciplines can influence the 

development of Health Promotion competencies. For example, in some 

countries where Health Promotion was accepted as a distinct discipline, 

there were dedicated Health Promotion functions at national policy level 

and job descriptions and titles included the term Health Promotion. 

However, in other countries Health Promotion had been subsumed into the 

‘new Public Health’2 or multidisciplinary Public Health frameworks and had 

a less distinctive profile. In those countries where the traditional 

‘prevention-medical’ model of Public Health prevailed, differences in the 

ultimate aim of health improvement policy and practice were evident, with 

less acknowledgement of the role of Health Promotion. In addition, the use 

of definitions of Health Promotion that differed from that outlined in the 

Ottawa Charter (WHO, 1986) confound the situation still further when 

developing and implementing Health Promotion competencies. In relation to 

Health Promotion and Health Education it was reported that, in some cases, 

the terms are used interchangeably while others emphasise differences of 

approach, principles and effectiveness between them (Dempsey et al., 2011, 

Taub, et al., 2009). Theses complexities have relevance for the perceived 

need for Health Promotion specific competencies, their development, uptake 

and use.  

In this context, some of the initiatives aiming to develop Health 

Promotion competencies make reference to similar developments in other 

disciplines. For example, in Canada (Hyndman, 2007; Moloughney, 2006) 

 

2 See for example, Nutbeam,1998, p.3. 
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and New Zealand (HPFNZ, 2000, 2012; McCracken and Rance, 2000) the 

process of developing Health Promotion competencies was influenced by, 

and directly linked to, Public Health competency frameworks (Public Health 

Agency of Canada, 2007; Public Health Association of New Zealand,2007). 

In discussing the development of competency-based approaches in 

Europe Speller, Smith and Lysoby, (2009) and Santa-María Morales et al. 

(2009), made reference to similar developments in Public Health in the 

United Kingdom (UK) and Europe and in Health Education in the United 

States (US). Dempsey et al. (2011) referred to the fact that, contiguous with 

the development of the CompHP Competencies, a Public Health 

competency framework that included a Health Promotion domain was under 

development in Europe.3 

At global level, the relationship between Health Education and Health 

Promotion was a key focus of exploration in developing the Galway 

Consensus Statement (Taub et al., 2009) with reference made to differences 

and commonalties in terminology and professional contexts between the 

disciplines that were relevant to reaching consensus on competencies. The 

processes of developing the Galway Consensus Statement (Allegrante et al., 

2009; Barry et al., 2009) also drew on a long experience of competency 

development in Health Education in the US, dating back to the mid-1980s. 

The complexity of relations between the disciplines of Health 

Promotion and Public Health as the major players in health improvement in 

Europe, and how this may influence the use and impact of the CompHP 

 

3 The current iteration of which is Foldsprang, Birt and Otok (2018). 



Chapter 1 Introduction  

14 

 

Core Competencies formed a line of investigation in this study. Where 

available, relevant examples of the evaluation and/or revision of 

competencies in Health Education and Public Health also informed the 

study. 

The development and implementation of Health Promotion 

competencies has also been grounded in the context of workforce capacity 

development. The importance of clearly articulating the unique 

contributions of Health Promotion to population health improvement and of 

identifying the specific knowledge and competencies that underpin Health 

Promotion as a distinctive area of practice, are suggested as essential 

elements in the development and sustainability of Health Promotion 

capacity (Battel-Kirk, Barry and Dempsey, 2018).  

The influence of wider contextual factors, competency-based 

developments in related disciplines and advances in workforce capacity 

development can be traced throughout ongoing progress in developing 

Health Promotion competencies at national, regional and international levels 

over the past decades. 

1.3.2 Developing Health Promotion specific competencies  

By the late 2000s, progress in delineating Health Promotion specific 

competencies had been made in some countries (Battel-Kirk at al., 2009; 

Dempsey et al., 2011; Taub et al., 2009). For example, reference was made 

to early and ongoing developments in Australia (AHPA, 2009; James et al., 

2007; Shilton et al., 2008; 2006; Shilton, Howat, James, Hitchins and Burke, 

2005; Shilton, Howat, James and Lower, 2003, 2001); Canada (Moloughney 
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2006; Ghessemi, 2009; Hyndman, 2007; Innovative Solutions, 2008) and 

New Zealand (HPFNZ, 2000, 2004; McCracken and Rance, 2000).  

At a global level, in 2008 the Galway Consensus Conference was 

convened and built on international experience to promote exchange and 

greater collaboration on the development of core competencies in Health 

Promotion and to strengthen common approaches to capacity building and 

workforce development (Allegrante et al., 2009; Barry et al., 2009; IUHPE 

2009). There was a total of 26 conference participants from institutions of 

higher education, key governmental entities, professional societies and non-

governmental organisations (NGOs) at the national and global levels, 

including from the IUHPE, the Society for Public Health Education 

(SOPHE), the Centre for Disease Control (CDC) and the WHO. The 

conference participants were mainly from Europe and North America, as, 

while it had been intended that stakeholders throughout the world would 

participate, a lack of resources to support travel limited representation from 

other regions.  

The conference deliberations and the resulting statement were 

informed by papers on different aspects of competencies and competency 

development internationally (including, for example, Allegrante, Barry, 

Auld et al., 2009; Battel-Kirk et al., 2009; Hyndman, 2009; Onya, 2009; 

Santa-María Morales et al., 2009; Shilton, 2009; Speller et al., 2009; Taub et 

al., 2009). 

Agreement was reached at the conference on a common definition, 

core values and principles and eight domains of core competency required 

to engage in effective Health Promotion practice. Following post-conference 
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consultations globally, the final draft of the Galway Consensus Statement, 

(Allegrante et al., 2009; Barry et al., 2009; IUHPE 2009) was published, 

with the domains of core competency defined as:  

1. Catalyzing change – enabling change and empowering individuals 

and communities to improve their health  

2. Leadership – providing strategic direction and opportunities for 

participation in developing healthy public policy, mobilising and 

managing resources for Health Promotion, and building capacity  

3. Assessment – conducting assessment of needs and assets in 

communities and systems that leads to the identification and 

analysis of the behavioural, cultural, social, environmental, and 

organisational determinants that promote or compromise health  

4. Planning – Developing measurable goals and objectives in response 

to assessment of needs and assets and identifying strategies that are 

based on knowledge derived from theory, evidence, and practice  

5. Implementation – Carrying out effective and efficient, culturally 

sensitive, and ethical strategies to ensure the greatest possible 

improvements in health, including management of human and 

material resources  

6. Evaluation – determining the reach, effectiveness, and impact of 

Health Promotion programmes and policies. This includes utilising 

appropriate evaluation and research methods to support programme 

improvements, sustainability, and dissemination  

7. Advocacy – advocating with and on behalf of individuals and 

communities to improve their health and well-being and building 
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their capacity for undertaking actions that can both improve health 

and strengthen community assets  

8. Partnerships – working collaboratively across disciplines, sectors, 

and partners to enhance the impact and sustainability of Health 

Promotion programmes and policies.  

 

The Galway Consensus Statement was intended for all audiences who 

had ‘a stake and a responsibility in promoting the health of the public’ 

(IUHPE, 2009). Key actions required to further develop a global approach 

to quality and competence in Health Promotion were identified, including: 

• stimulating dialogue about the domains of core competency, 

standards and quality assurance mechanisms by engaging key 

stakeholders at regional and sub-regional meetings and through 

other consultative processes  

• moving towards global consensus regarding competencies, 

standards and quality assurance systems  

• developing a comprehensive plan for communicating the Statement 

to diverse audiences.  

It was stressed that international consensus on core competencies 

could only evolve through inclusive consultation processes that embraced 

the diversity of cultural and political contexts within which Health 

Promotion and Health Education are practised worldwide. In this context it 

was noted that the cross-cultural applicability of the Galway Consensus 

Statement domains needed to be determined as there was had limited direct 
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input from other than the European and Northern American regions in its 

development. 

In the European context Santa-María Morales et al. (2009) undertook 

an overview of developments to date in competency-based accreditation in 

Health Promotion in the region. The first step in this process was identified 

as the formation in 2005 of an IUHPE European Regional Committee, with 

a remit to make recommendations on the development of Health Promotion 

training, accreditation and professional standards. A scoping study was then 

undertaken across the European region that sought to ascertain the level of 

provision of specialist Health Promotion training and the current situation 

regarding accreditation in the context of Health Promotion (Santa-María 

Morales and Barry, 2007). This study found that only three countries had 

fully established accreditation systems, namely Estonia, the UK and the 

Netherlands , and only a small number of countries reported significant 

developments in Health Promotion competencies and professional 

standards, with different rates of progress evident.  

Despite the small number of systems identified, it was concluded that 

they provided a basis for developing competency-based Health Promotion 

accreditation and professional standards at a pan-European level. Based on 

the findings of the study, a pilot project was established with participants 

from seven countries4 that aimed to explore the feasibility of developing a 

pan-European accreditation system, with this work interlinked with that of 

convening the Galway Consensus Conference.  

 

4 Ireland, Finland, Spain, UK, Italy, the Netherlands, and Israel 
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The findings from a further scoping study (Battel-Kirk and Barry, 

2009) formed the basis for drafting an accreditation framework that 

described a voluntary devolved registration system based on an agreed set of 

competencies and professional standards to be operated by the IUHPE 

through national accrediting agencies. The participants in this project, 

together with eight other partners, were successful in obtaining funding 

from the European Union to develop the draft framework within a project 

entitled the ‘CompHP Project’.  

1.3.3 The CompHP Core Competencies  

The CompHP Project 

The CompHP Core Competencies for Health Promotion Framework  

(Dempsey et al., 2011b) was developed as the core element of the CompHP 

Project that was funded by the European Union and ran from 2009 to 2012 

(Barry et al., 2012). The Project drew on international experience in 

developing Health Promotion competencies to date, in particular the Galway 

Consensus Statement. The Project aimed to develop competency-based 

standards and an accreditation system for Health Promotion practice, 

education and training that would positively impact on workforce capacity 

to deliver health improvement in Europe.  

The Project worked in collaboration with practitioners, policymakers 

and education providers across Europe to reach consensus on a competency 

framework. The work of the Project drew on the experience of 25 partners 

from European countries with differing levels of Health Promotion 

infrastructure and capacity all of whom had experience in professional 
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development, policy, practice and academic sectors in Health Promotion. An 

international advisory group of experts with experience in Health Promotion 

and in developing Health Promotion competencies provided support to the 

work of the Project. 

The CompHP Project and its constituent frameworks5 were based on 

the core concepts and principles of Health Promotion outlined in the Ottawa 

Charter (WHO, 1986) and successive WHO charters and declarations 

(WHO, 2009, 2005, 2000,1997,1991).  

Agreement that developing competencies, standards and accreditation 

processes offered a means of developing a shared vision of what constitutes 

the specific knowledge and skills required for effective Health Promotion 

practice was central to the work of the Project. An acknowledgement that, in 

the context of capacity development, a competent workforce with the 

necessary knowledge, skills and abilities in translating policy, theory and 

research into effective action was critical to the future growth and 

development of global Health Promotion was also a central tenet (e.g., 

Allegrante et al., 2009; Barry et al., 2009; Barry, 2008; WHO, 2009).  

The rationale for developing the CompHP Project was also based on 

recognition that Health Promotion was an evolving field in Europe with a 

diverse and growing workforce that was drawn from a broad range of 

disciplines. Despite this diversity, it was agreed that there is a specific body 

of  skills, knowledge and expertise that represents, and is distinctive to, 

 

5 i.e., The CompHP Core Competencies Framework for Health Promotion; The CompHP 

Professional Standards for Health Promotion and the CompHP Accreditation Framework for Health 

Promotion. Available at :https://www.iuhpe.org/index.php/en/links-and-resources 
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Health Promotion practice (Barry, 2008; IUHPE and the Canadian 

Consortium for Health Promotion Research, 2007).  

A further justification for developing the Project was the fact that, 

despite international acknowledgement of the usefulness of competency-

based approaches in developing and strengthening Health Promotion 

workforce capacity, no Europe-wide competencies, standards or 

accreditation systems had been agreed to assure quality standards in 

reaching Health Promotion goals identified in European Union (EU) 

strategies. Other key drivers in developing the Project included:  

• freedom of employment policies highlighting the need for agreed 

standards to facilitate employment across the EU 

• quality assurance issues for practice, education and training 

identified within all health fields in Europe  

• clarity on the workforce capacity required for promoting health and 

addressing inequities as identified in EU strategies. 

The CompHP Project is credited with creating a new dimension in 

European Health Promotion by establishing the means and methods by 

which agreed core competencies and quality standards could be 

implemented to stimulate innovation and best practice (Barry, Battel-Kirk 

and Dempsey, 2012). 
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Developing the CompHP Core Competencies Framework 6  

The CompHP Core Competencies Framework formed the first and 

pivotal element in the Project. The development of the competencies 

employed a phased, multi-method approach to facilitate a consensus-

building process with key stakeholders in European Health Promotion. The 

development process was detailed in a report (Dempsey et al., 2011a) and a 

published article (Barry, Battel-Kirk and Dempsey, 2012) and may be 

summarised as follows: 

• a review of the international and European literature on Health 

Promotion competencies (Dempsey et al., 2011) 

• an initial draft framework of core competencies based on findings 

from the literature review and consultation with Project Partners 

• a Delphi survey on the draft core competencies undertaken with 

over 200 Health Promotion experts from across Europe to reach 

consensus 

• focus groups with Health Promotion experts and other key 

stakeholders from across Europe involving 25 participants 

• consultations with Health Promotion stakeholders across Europe 

using an online questionnaire and discussion forum with a total of 

54 responses. 

The CompHP Project Partners and an International Expert Advisory 

Group advised on each stage of the development process. The resulting 

competencies, therefore, drew on the international and European literature, 

 

6 See Appendix 2 for full details of the Framework  
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in particular on the Galway Consensus Statement (Allegrante et al., 2009; 

Barry et al., 2009; IUHPE, 2009) and were the result of a wide-ranging 

consultation process with the Health Promotion community in Europe. 

The definition of competencies agreed for use in the CompHP project 

was based on that developed by Shilton et al. (2001), i.e., ‘a combination of 

attributes such as knowledge, abilities, sills and attitudes which enable an 

individual to perform a set of tasks to an appropriate standard’. As the 

competencies were viewed as central to what was required to develop and 

maintain quality in Health Promotion workforce develop in Europe, it was 

agreed that these were ‘core competencies’, with the definition adapted from 

that of the AHPA (2009): ‘the minimum set of competencies that constitute 

a common baseline for all Health Promotion roles. They are what all Health 

Promotion practitioners are expected to be capable of doing to work 

efficiently, effectively and appropriately in the field.’ 

The competencies were primarily designed for use by Health 

Promotion practitioners whose main role and function is Health Promotion 

and who hold a graduate or post-graduate qualification in Health Promotion 

or a related discipline. However, it was indicated that the competencies 

could also be useful to those working in other professional areas whose role 

includes Health Promotion or those in the other sectors who are involved in 

partnerships to promote health. 

Based on the existing literature, it was suggested that the 

competencies would have a key role to play in developing Health Promotion 

by: 
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• underpinning future developments in Health Promotion training 

and course development 

• continuing professional development for Health Promotion  

• providing a basis for systems of accreditation and the development 

of professional standards for Health Promotion  

• consolidating Health Promotion as a specialised field of practice 

• ensuring accountability to the public for the standards of Health 

Promotion practice. 

It was also considered that implementing the competencies would 

contribute to promoting the health of the public by: 

• contributing to a more effective workforce 

• encouraging service delivery that is evidence-based, population- 

focused ethical, equitable, standardised and client-centred 

• forming the basis for accountable practice and quality assurance. 

Implementing the competencies were also expected to benefit Health 

Promotion practitioners by: 

• ensuring that there are clear guidelines for the knowledge, skills 

and values needed to practice effectively and ethically 

• informing education, training and qualification frameworks to 

ensure that they are relevant to practice and workplace needs 

• assisting in career planning and identifying professional 

development and training needs 

• facilitating movement across roles, organisations, regions and 

countries through the use of shared understandings, qualifications 
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and, where appropriate, accreditation systems based on the 

competencies 

• promoting better communication and teamwork in 

multidisciplinary and multisectoral settings by providing a common 

language and a shared understanding of the key concepts and 

practices used in health promotion 

• helping to create a more unified workforce by providing a shared 

understanding of key concepts and practices 

• contributing to greater recognition and validation of Health 

Promotion and the work done by Health Promotion practitioners. 

The benefits expected to accrue to Health Promotion organisations 

from implementing the competencies included in: 

• identifying staff development and training needs 

• providing a basis for job descriptions, recruitment and selection 

procedures and frameworks for evaluation and quality assurance 

• identifying the appropriate numbers and mix of Health Promotion 

workers required in a given setting 

• assisting employers and managers to gain a better understanding of 

Health Promotion roles in individual workplaces. 

It was acknowledged that, for some countries and regions, the 

competencies could be used as a ‘stand-alone’ document, as this might be 

all that was appropriate for their specific Health Promotion practice or 

policy context. However, within the context of the CompHP Project, the 

competencies were designed to form the basis for the development of the 
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CompHP Professional Standards and pan-European Accreditation 

Framework for Health Promotion. While the development of the 

competencies took place within a pan-European context, it also was 

recognised that they could provide the basis for the future development of 

Health Promotion competencies in other regions. 

The CompHP Core Competencies Framework for Health Promotion 7 

The CompHP Core Competencies Framework for Health Promotion 

(Dempsey et al., 2011b) comprises 11 domains of core competency (Figure 

1.1). 

Figure 1.1 The CompHP Core Competencies for Health Promotion 

 

 

 
7 See Appendix 2 for the full CompHP Core Competencies Framework for Health 

Promotion Handbook. 
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Ethical values inform the context within which all the other domains 

are practiced, while the Health Promotion knowledge domain underpins all 

Health Promotion action detailed in the other domains. The remaining nine 

domains comprise:  

• Enable Change - Enable individuals, groups, communities and 

organisations to build capacity for Health Promotion action to 

improve health and reduce health inequities 

• Advocate for Health - Advocate with, and on behalf, of 

individuals, communities and organisations to improve health and 

well-being and build capacity for Health Promotion action 

• Mediate through Partnership - Work collaboratively across 

disciplines, sectors and partners to enhance the impact and 

sustainability of Health Promotion action 

• Communication - Communicate Health Promotion action 

effectively, using appropriate techniques and technologies for 

diverse audiences 

• Leadership - Contribute to the development of a shared vision and 

strategic direction for Health Promotion action 

• Assessment - Conduct assessment of needs and assets in 

partnership with stakeholders, in the context of the political, 

economic, social, cultural, environmental, behavioural and 

biological determinants that promote or compromise health 

• Planning - Develop measurable Health Promotion goals and 

objectives based on assessment of needs and assets in partnership 

with stakeholders 
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• Implementation - Implement effective and efficient, culturally 

sensitive, and ethical Health Promotion action in partnership with 

stakeholders  

• Evaluation and Research - Use appropriate evaluation and 

research methods, in partnership with stakeholders, to determine 

the reach, impact and effectiveness of Health Promotion action. 

Each domain deals with a specific area of Health Promotion practice 

while their associated competency statements detail the skills needed for 

competent practice. It is the combined application of these nice domains, 

together with the knowledge base and ethical values, that constitute the 

CompHP Core Competencies Framework for Health Promotion. As they are 

core competencies, it is emphasised that all domains must be addressed if 

they are to be used as the basis for consistent, quality Health Promotion 

practice that can be recognised internationally and be accredited though an 

accreditation system. 

Operationalising the CompHP Competencies  

The development of the competencies in Europe was viewed by the 

IUHPE and others as establishing a model that could form the basis for 

competency-based approaches to Health Promotion globally. It was planned 

that this model would be rolled-out mainly in the context of a devolved 

Health Promotion accreditation system, with the competencies and 

associated professional standards forming its assessment criteria.  

Between 2013 and 2016 the competencies were operationalised as the  

assessment criteria of the European Health Promotion Accreditation 
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System8 (Battel-Kirk et al., 2012, 2015). In 2016, in response to interest and 

proposals from other IUHPE regions, the European system was expanded to 

the global level and was formally launched as IUHPE Health Promotion 

Accreditation System9 at the 22nd IUHPE World Conference in Curitiba, 

Brazil, in May 2016. In preparation for the expansion of the System it was 

decided to rename both the System and its constituent components (i.e., the 

competencies and professional standards) as part of a rebranding process. 

This rebranding was considered necessary as the term ‘CompHP’ was 

associated with the Europe-specific project and it was believed that this 

might undermine perceptions of the usefulness and relevance of the 

expanded System in other regions. The CompHP Core Competencies were, 

therefore, renamed the as the IUHPE Health Promotion Core Competencies.  

Following on from these developments, this thesis reports on an 

evaluation of the use and uptake of the CompHP Core Competencies on 

Health Promotion practice, education and training in Europe undertaken 

between 2016 and 2019.  

 

 

8  Applications were limited to the IUHPE European Region 

http://www.euro.who.int/en/countries 
9 https://www.iuhpe.org/index.php/en/the-accreditation-system 
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CHAPTER 2 

AIMS OF THE STUDY AND STRUCTURE OF 

THE THESIS 

2.1 Overall aims of study  

The overall aim of this study, which comprised three phases, was to 

evaluate the use and impact of the CompHP Core Competencies on Health 

Promotion practice, education and training in Europe.   

2.1.2 Aim of Phase 1  

In Phase 1, a scoping review of the literature was undertaken that 

aimed to explore the current status of Health Promotion competencies and to 

ascertain what evidence exists about their use and impact on practice, 

education and training.   

2.1.3 Aim of Phase 2  

In Phase 2, an online survey with European Health Promotion 

professionals sought to evaluate progress in the uptake and impact of the 

CompHP Core Competencies on Health Promotion practice, education and 

training in Europe, together with current attitudes and intentions regarding 

their use (Paper 2).  

2.1.4 Aim of Phase 3  

A case study was undertaken in Phase 3, which aimed to explore and 

compare the broader contextual factors influencing the implementation of 

the CompHP Competencies at a country level in Ireland and Italy between 

2011 and 2018 (Paper 3).  
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2.2 Structure of the thesis 

The remaining chapters of the thesis consist of a scoping review of the 

literature (Paper 1) that the informed and contextualised the two-stage 

evaluation process and a summary of the methods used in, and the findings 

of, the online survey (Paper 2) and case study (Paper 3).The implications of 

the overall findings of the study for the future implementation of the 

CompHP Core Competencies and ongoing research on their uptake, use and 

impact internationally are also presented.  

The review of the relevant literature (Phase 1) is presented in Chapter 

3, together with the implications of its findings for the development of the 

present study and interpretation of findings from both its investigative 

phases. 

In Chapter 4 the methods used in Phase 2 and 3 are discussed.  

Chapter 5 provides an overview of the main findings from the online 

study employed in Phase 2 and the case study undertaken in Phase 3 of the 

study.  

In Chapter 6 the findings of both the investigative phases are 

discussed in the context of the existing literature, with reference to the 

strengths and weaknesses of the study overall, including the methods 

employed and their limitations.  

Chapter 7 presents the final conclusions and offers recommendations, 

based on the overall findings, to inform future research on Health Promotion 

competencies and their sustainable implementation in the future. 
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CHAPTER 3 

LITERATURE REVIEW 

3.1 Overview of chapter  

In this chapter, the literature review undertaken to inform and 

contextualise the study is outlined as reported in Paper 1, together with  

additional material not included in the published paper (e.g., Tables 3.2; 3.3; 

3.4 and section 3.3.3). The implications of the findings from the review in 

designing and implementing the study are also discussed. 

3.2 Introduction  

As discussed in Chapter 1,while an international literature exists on 

the development of health promotion competencies, to date, there has been a 

paucity of research on the evaluation of their use and impact. It was in this 

context that, as a first step in designing the present study, a scoping review 

of the literature was undertaken to explore the current status of Health 

Promotion competencies, in particular in Europe, and to ascertain what 

evidence exists about their use in, and impact on, practice, education, and 

training. 

The scoping review built on two earlier literature reviews including a 

review of the international literature on Health Promotion competencies 

(Battel-Kirk et al., 2009) that was one of a series of papers that informed the 

deliberations of the Galway Consensus Conference and the resulting 

Statement (Allegrante et al., 2009; Barry et al., 2009; IUHPE 2009). That 

review examined the Health Promotion and Health Education competencies 

that had been developed up to 2008 and identified the methods used in their 
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development. The advantages and disadvantages of employing a 

competency approach and how experiences to date could inform the 

development of international core competencies were also discussed. 

The other extensive literature review (Dempsey et al., 2011) was 

undertaken to inform the development of the CompHP Core Competencies 

Framework for Health Promotion (Barry, Battel-Kirk and Dempsey, 2012; 

Dempsey et al., 2011a, 2011b). This review updated and further 

contextualised the information on Health Promotion competency 

frameworks that had been presented by Battel-Kirk et al. (2009). 

As indicated in Chapter 1, the findings from these reviews included 

that significant, but uneven, progress had been made in delineating 

competencies for Health Promotion practice globally, with many countries 

lacking the necessary resources to undertake their development. The 

findings also highlighted that competencies were described as a critical 

component of developing and strengthening Health Promotion workforce 

capacity to improve global health in the 21st century, with other benefits  

expected to accrue from their implementation in terms of improved career 

planning and job mobility, workforce and team development and greater 

recognition and validation of Health Promotion. However, as discussed, 

reference was also found to ongoing debate concerning potentially negative 

outcomes that could ensue should Health Promotion competencies be 

implemented (Howat et al., 2001;Hyndamn and O’Neill, 2012; Meresman et 

al., 2006). 

These reviews identified the influence of differing levels of Health 

Promotion capacity and infrastructural development and diverse cultural, 
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social and political contexts on the  development of Health Promotion 

competencies. Specific factors identified as likely to influence the 

development and implementation of Health Promotion competencies 

included: 

• lack of a specialised Health Promotion workforce  

• lack of Health Promotion specific education and training 

• job descriptions and titles in some countries do not used the term 

Health Promotion 

• lack of delineation between Public Health, Health Education and 

Health Promotion in some countries.  

The reviews undertaken by Battel-Kirk et al. (2009) and Dempsey et 

al. (2011) thus both informed, and form part of, the current scoping review. 

The scoping review was undertaken to inform the current study and 

aimed to ascertain the current status of Health Promotion competencies and 

if any evidence existed about their use and impact on practice, education 

and training. 
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3.3 Methodology 

The approach chosen for the literature review, as described in Paper 1, was 

that of a scoping review as this approach is recommended when there is a 

need to map a body of literature with regard to the key concepts 

underpinning a research area, to identify the main sources and types of 

evidence available in an area that has not been comprehensively reviewed 

and to identify gaps in the existing evidence base (Arskey and O’Malley, 

2005; Colquhoun et al., 2014; Daudt, van Mossel and Scott, 2013; Levac, 

Colquhoun and O’Brien, 2010) - all key considerations for this study. 

The fact that the scoping process does not necessarily include a 

quality assessment of the sources reviewed (Arskey and O’Malley 2005; 

Colquhoun et al., 2014), also made it particularly appropriate for this study, 

as many relevant sources on Health Promotion competencies are found in 

the ‘grey literature’ and there is a paucity of empirical studies.  

The review process followed the framework suggested by Arksey and 

O’Malley (2005). Based on Daudt, van Mossel and Scott (2013), two key 

questions were formulated which informed the search process: 

• What can the literature published since 2009 tell us about the 

current status of Health Promotion competencies, with a particular 

focus on developments in Europe? 

• What evidence exists about the use and impact of Health Promotion 

competencies on practice, education and training? 
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3.3.1 Searches  

As described in Paper 1, searches of the electronic databases and grey 

literature were conducted between September and December 2016 and 

updated in December 2017. The searches were initially concentrated on 

identifying sources published in English between 2009 and 2017 that 

focused on Health Promotion competencies but were extended to the global 

level given the scarcity of relevant Europe-specific sources.The databases 

searched included Scopus, Embase, Medline, PubMed, Science Direct, 

CINAHL and Cochrane. The search terms used for both the published and 

grey literature included Health Promotion, Health Education, Public Health, 

competencies combined with the terms ‘evaluation’ and ‘impact’.  

The websites of Health Promotion, Public Health and Health 

Education organisations also were trawled in order to identify competency-

based developments and key informants within the Health Promotion 

community were asked to share information on any pertinent sources.  

Criteria for inclusion of sources were that they must focus on the 

development and/or implementation /use/and/or evaluation of Health 

Promotion competencies, with sources from the related disciplines of Health 

Education and Public Health included if they contained specific references 

to Health Promotion competencies.   

Using this search strategy, all titles and abstracts that were retrieved 

were scanned for relevance, duplicates and sources which did not meet the 

inclusion/exclusion criteria were removed (Figure 1, Paper 1), and the 

remaining full texts were analysed.  
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3.3.2 Analysis 

The analysis process comprised an iterative process of review and 

discussion involving the researcher and supervisor. The included papers 

were tabulated (see Tables 1-4 in Paper 1) together with a descriptive 

review of their focus and/or findings. These papers were grouped in Paper 1 

under the headings of ‘empirical’ (i.e., those papers that presented primary 

data and reported on the processes by which this was obtained) and 

‘theoretical’ (comprised those papers which were descriptive of, or 

contextual to, the development, use and evaluation of Health Promotion 

competencies). The core competency domains were also mapped across the 

current frameworks (Table 2 in Paper 1). 

In addition to tables presented in paper 1, the papers included in the 

review were also tabulated to present the current Health Promotion 

frameworks (Table 3.1), information by country and region in relation to the 

development of Health Promotion competencies (Table 3.2) and the factors 

identified as likely to influence the development and implementation of 

Health Promotion competencies (Table 3.3).  

3.3.3 Extended searches  

At this point in the review process, as only two examples of the 

evaluation of Health Promotion competencies had been identified, it was 

decided to widen the scope of the review. The searches were therefore re-

run to focus firstly on relevant sources in Public Health and Health 

Education contexts and  sources in other professional contexts that reported 

on the evaluation or review of the use and impact of competencies, 

professional standards or other related quality frameworks. The extended 
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searches resulted in the addition of a total of 15 papers to the review (i.e., 

Public Health n = 1; Health Education n = 12; other professional contexts n 

= 2). Further details of these searches are available in Appendix 3. 
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3.4 Findings  

3.4.1 Health Promotion competencies  

The 39 sources included in the review comprised 26 theoretical papers 

(see Table 3 in Paper 1), including six competency frameworks and 20 

discussion papers, together with 13 papers reporting on empirical studies     

(Table 4 in Paper 1). A total of 16 of the sources were published in the ‘grey 

literature’ comprising six Health Promotion specific competency 

frameworks (Table 3.1) and ten reports on their development. The Health 

Promotion competency frameworks reviewed had been developed at global, 

regional and national levels, with all but one (i.e., WHO SEARO, 2010) 

developed by Health Promotion professional associations.  

The theoretical papers reviewed (Table 3 in Paper 1) focused on 

Health Promotion competencies and related competency-based 

developments at global, regional and national levels, with three having a 

dual focus. In some sources, developing Health Promotion competencies 

was reported as forming the first step in establishing professional standards. 

However, it was recognised that, for some countries with less well-

developed levels of Health Promotion capacity, the competencies could be 

used as the ‘standalone’ basis for quality assurance (Barry, Battel-Kirk and 

Dempsey 2012; Barry et al., 2012; Dempsey et al., 2011a, 2011b).   
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Table 3.1 Overview of current Health Promotion specific competency frameworks  

Country/region  Title Author/source   

Global Galway Conference Consensus Statement  International Union for Health Promotion and Education (1UHPE) 

(2009) 

World Health Organization South East 

Asian Region 

Health Promotion Competencies and Standards WHO SEARO (2010) 

Europe later expanded to Global  CompHP/ Core Competencies for Health Promotion 

IUHPE Core Competencies for Health Promotion  

Dempsey et al. (2011a) 

Battel-Kirk and the IUHPE Health Promotion Accreditation System 

Global Board, (2016)  

Australia Core Competencies for Health Promotion Practitioners  Australian Health Promotion Association (AHPA, 2009) 

Canada  Pan Canadian Health Promoter Competencies Health Promotion Canada HPC (2015) 

Aotearoa New Zealand Health Promotion Competencies Health Promotion Forum of New Zealand HPFNZ (2012) 
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Table 3.2 Health Promotion sources focusing on developing and implementing competencies by region/country  
 

Focus of source 

  

 

Country/region  
 

 

Author 
 

 

Aim 
 

Developing 

Competencies  

 

Global Allegrante et al. (2009) 

 

Barry, et al. (2009) 

Introduced the Galway Consensus Conference focusing on international collaboration on credentialing in 

Health Promotion and Health Education.  

Described how international consensus on core competencies for Health Promotion and Health Education 

was achieved at the Galway Consensus Conference. 

 Global/Canada Hyndman (2009) Provided an overview of the process used to develop draft Health Promotion competencies in Canada. 

 Global/African 

Region 

Onya (2009) Discussed the potential impact of the Galway Consensus Statement on Health Promotion capacity and 

competency development in the WHO African region. 

 Europe Barry, Battel-Kirk and 

Dempsey (2012); 

Dempsey et al. (2011b) 

Santa-María Morales et al. 

(2009) 

Reported on the development of the CompHP Competencies for Health Promotion Framework. 

 
 

 Provided an overview of developments in Europe in the context of developing a pan-European accreditation 

system. 

 Canada Hyndman and O’Neill 

(2012)  

Moloughney (2016)  

Ghasssemi (2009) 

Considered the development of competencies and related debate on professionalisation of Health Promotion 

in Canada. 

Described the development and validation of the Pan Canadian Health Promoter Competencies( HPC, 2015). 

Summarised development of Pan-Canadian discipline-specific Competencies for Health Promoters 

 
 

Nigeria 
 

Ekenedo and Ezedum 

(2013) 

Examined the need to develop competencies for Health Promotion practice in Nigeria. 
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Table 3.2 Health Promotion sources focusing on developing and implementing competencies by region/country (continued)  
 

Focus of source 
 

Region  
 

Author 
 

Aim 

Informing 

development of  

competencies   
 

 

Global Battel-Kirk et al. (2009)  

 

Dempsey et al. (2011) 

Reviewed the international literature on competencies in Health Promotion and related disciplines to inform 

the Galway Consensus Conference. 
 

Reviewed the international literature on Health Promotion competencies to inform the development of the 

CompHP Competencies. 
 

Potential to 

develop 

competencies  
 

 

Global Barry et al. (2013)  

 
 

 

Shilton (2009) 

Reviewed the development of competency- based workforce capacity and the use of Health Promotion 

competencies to inform the implementation of effective action to address non-communicable diseases 

(NCDs) globally. 
 

Discussed how the Galway Consensus Statement (IUHPE, 2009) could inform the development of 

competencies globally. 
 

 
Brazil 

 

Pinheiro et al. (2015) 
 

Explored the possibilities of using the CompHP Competencies in professional training in Brazil. 

 South East Asia Putten,van der, Makone 

and Chiristi (2012) 

Detailed how paradigm shifts in Health Promotion education in South East Asia can be fostered with 

reference to international  competencies. 
 

Use of 

competencies  

Professional 

standards/ 

accreditation  

 

 

Europe 
 

Battel-Kirk et al. (2012); 

Battel-Kirk and Barry 

(2013) Battel-Kirk et al. 

(2015); Zanden, van der, 

et al. (2012)  

Contu et al. (2012)  
 

Gallardo et al. (2012) 
 

 

Described the development, operationalisation and piloting of the European Health Promotion Accreditation 

System.  
 

 

 

Reported on  mapping of the CompHP Competencies to academic curricula /accreditation in Europe. 

Reported on the testing of a draft competency-based accreditation framework in practice settings across 

Europe. 

 
 

Global/Nordic 

Region Europe 

 

Hauge and Hem (2011)  
 

Shared an analysis of the Galway Consensus Statement generated by participants at Nordic Health Promotion 

Research Conference. 

  

North America / 

Global  

 

 

Burke et al. (2009)  

 

 

Presented comments from the field on the Galway Consensus Statement. 

 
 

Global  
  

Allegrante et al. (2012)  

 

 

Reported on global progress in core competencies and quality assurance for Health Education and Health 

Promotion since the Galway Consensus Conference. 
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Table 3.2 Health Promotion sources focusing on developing and implementing competencies by region/country (continued) 
 

 

Focus of source   

 

 

Country/region  

 

 

Author 

 

 

Aim 
 

Context 

competencies  

 

Europe Mereu et al. (2015) 

 

Investigated the European debate on, and perspectives for, professional development in the context of 

professional competencies in Health Promotion and Public Health. 

  

Global 

 

Hall (2014) 

 

Reviewed the development of a competent global Health Promotion workforce, with reference to Health 

Promotion competencies. 

 

Evaluation of 

competencies  

 

New Zealand 

 

Hicks (2013) 
 

HPFNZ (2004) 

 

Reported on an evaluation of the implementation of Health Promotion competencies in New Zealand.  

 

Reported on a review of the current and future use, of Health Promotion competencies in New Zealand 
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As discussed in Chapter 1, much of the literature on Health Promotion 

competencies makes reference to the potential benefits or outcomes that 

may result from their implementation (AHPA 2009; Battel-Kirk et al., 2009; 

Dempsey et al., 2011, 2011a, 2011b) including in developing and 

strengthening Health Promotion workforce capacity, quality assurance of 

practice, education and training and a shared vision of the specific 

knowledge and skills required for effective and ethical Health Promotion 

practice (e.g., Allegrante, et al., 2009; Barry et al., 2012; Barry, 2008; 

Barry, Battel-Kirk and Dempsey, 2012; Battel-Kirk et al., 2009; Dempsey et 

al., 2011, 2011a, 2011b; IUHPE, 2009). Other key benefits identified 

included improved career planning and job mobility, workforce and team 

development, and greater recognition and validation of Health Promotion 

(Barry, Battel-Kirk and Dempsey 2012; Dempsey et al., 2011, 2011b). 

However, reference was found ongoing debate about potentially negative 

outcomes resulting in their use in Health Promotion practice, education and 

training (Battel-Kirk et al., 2009; Dempsey et al., 2011a).  

As noted, reference was found in the literature reviewed to the need to 

revise and update competencies regularly (Battel-Kirk et al., (2009); 

Dempsey et al. (2011a). In this context, Barry, Battel-Kirk and Dempsey 

(2012) acknowledged that, while the CompHP Core Competencies 

Framework had been ratified by a wide-ranging consultation, it would need 

to be periodically reviewed and revised as experience with the competencies 

accumulates and the field of Health Promotion evolves. The Australian 

Health Promotion Association (AHPA, 2009) also stated that the 

competency framework they had developed would be subjected to a regular 
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review process and updated in response to changes in contemporary 

practice. However, no specific reference to the need to evaluate the use and 

impact of competencies was identified in the sources reviewed.  

Factors identified as likely to influence the implementation of Health 

Promotion competencies  

Many of the sources included in the review made reference to 

contextual factors considered to have influenced, or be likely to influence, 

the development and implementation of Health Promotion competencies 

(Table 3.3) that included Health Promotion capacity and infrastructure, 

cultural, political and socioeconomic factors. 
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  Table 3.3 Factors influencing the development and implementation of Health Promotion competencies 
 

Factor 
  

Sub-factor 
 

Country/Region 
 

Source 
 

Examples  
 

Capacity/ 

Infrastructure  

 

Status of Health 

Promotion, 

existence of 

practitioners 

/specialised 

workforce  

 

 

Global  

 

 

Europe   

 

 

 

 

 

 

 

 
 

 

Canada 

 

 
 

New Zealand  

 

Taub, Allegrante, Barry and Sakagami 

(2009) 
 
 

Battel-Kirk et al. (2012;2015) 

Contu et al. (2012); Dempsey et al. 

(2011, 2011a); Gallardo et al. 2012; 

Mereu et al. (2015); Santa-María 

Morales et al. (2009); Zanden, van der, 

et al. (2012) 

 

 

 

 
Hyndman (2009); Moloughney (2016) 

 

 
 

HPNZ (2004) 

 

• Workforce in many countries drawn from diverse range of disciplines / 

backgrounds. 
 

• Relationship of Health Promotion /Public Health unclear/potential for 

conflict. 

• Health Promotion not considered a separate function/ discipline in some 

countries/ often incorporated into other functions, mainly Public Health. 

• Professionals working exclusively on Health Promotion extremely rare.  

• Professional status of those working in Public Health/Health Promotion 

diverse. 

• Few examples of a specialised Health Promotion workforce in Europe 

Practitioners working to promote health existed in most countries but not as 

main role. 

• Health Promotion is not a recognised/ licensed profession in many countries. 

• Job titles vary e.g., Public Health, prevention, improvement, education. 
 

• Concern about potential marginalisation of Health Promotion as a driver for 

developing. competencies with reference to differences on the 

professionalisation of Health promotion. 
 

• Limited workforce capacity. 

 
 

Health 

Promotion 

education, 

leadership   

 

Europe 

 

Contu et al. (2012); Gallardo et al. 

(2012); Mereu et al. (2015); 

Speller et al. (2012) Speller, Parish, 

Davidson and Zilnyk (2012); Zanden, 

van der, et al. (2012) 

 

• Health Promotion education/training often embedded in Public Health/other 

courses. 

• Differing systems, titles, awards in Health Promotion education.  

 
 

Professional 

Associations 

 

Europe 
 

 

Canada  

 

Battel-Kirk at al. (2012, 2015); 

Gallardo et al. (2012)  
 

Moloughney (2016)  

 

• Very few Health Promotion professional associations in Europe. 
 
 

• The fact that no Canadian province had an association or network of health 

promoters had impacted on competency development process. 
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Table 3 3 Factors influencing the development and implementation of Health Promotion competencies (continued) 
 

Factors 
  

 

Country/Region 
 

Source 
 

Details  
 

Capacity/ 

infrastructure  

continued 

 

Resources 
 

Global 

 
 

Europe  

 

 

 
African Region 
 

South East Asia  
 
 

Brazil 
  
 

Nigeria  

 

Battel-Kirk et al. (2009); Dempsey et al. 

(2011a) 
 

Battel-Kirk et al. (2012, 2 015); Contu et 

al. (2012); Gallardo et al. (201)2; Merue 

et al. (2015); Santa-María Morales et al. 

(2009) Zanden, van der, et al. (2012) 
 

Onya (2009) 
 

WHO SEARO (2010) 
 

Pinheiro et al. (2015);Tavares et al. (2016) 
 

Ekenendo and Ezedum (2013) 

 

• Significant but uneven, progress in developing Health Promotion 

competencies, some countries lack resources.  
 

• Reservations about availability of resources, capacity infrastructure, to support 

implementation of competency-based framework. 

 

 

• Lack of capacity in particular Health Promotion education.  

 

                                                       “ 
 

                                                       “ 
 

                                                       “ 

  

‘Buy -in’ key 

stakeholders  

 

Europe 
 

Speller et al. (2012); Speller, Parish, 

Davidson and Zilnyk, (2012); Cotter 

2015; Gallardo et al. (2015) 

 

• Need ‘buy-in’ from employers, policy makers, other key stakeholders. 

 

Cultural 
   

Global 

 
 

Global/ 

New Zealand 
 

Canada 
 

Europe  

 

Allegrante et al. (2009); Barry et al. 

(2009); IUHPE (2009) 
 

Hall (2014) 

HPFNZ (2000, 2004, 2012) 
 

Hyndman (2009); Moloughney (2016)   
 

Battel-Kirk et al. (2009, 2012, 2015); 

Contu et al. (2012); Gallardo et al.  

(2012); Speller et al. (2012) Speller, 

Parish, Davidson and Zilnyk (2012); 

Zanden, van der, et al. (2012)  

 

• Cross-cultural applicability of the GCS domains needs to be determined. 
 

 

• New Zealand framework identified as highlighting cultural competence  

• References to indigenous cultures/peoples.  
 

• Reference to cultural issues, indigenous peoples, translation.  
 
 

• Language barriers, translation issues.  
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Table 3.3 Factors influencing the development and implementation of Health Promotion competencies (continued) 
 

Factor 
 

 Sub-factor 

 

Country 

/Region 

 

Source 
 

Examples  

 

Cultural/political/socio-

economic  

 
 

Global 

 

 
 

 

 
 

 

 
New 

Zealand  

 
 

Europe 

 

 

 
 

 

Canada  

  

 

 

Battel-Kirk et al. (2009) 

Taub et al. (2009) 

 

 

Allegrante et al. (2009); Barry et al. 

(2009); IUHPE (2009) 

 

 
 

Hall (2014) 

 
Battel-Kirk et al. (2012; 2015); 

Contu et al. (2012); Gallardo et al. 

(2012); Santa-María Morales et al. 

(2009); Zanden, van der, et al. 

(2012)  
 

Hyndman (2009) 

 

• Awareness of differing levels of Health Promotion development and of diverse 

cultural, social and political contexts required in developing international 

competencies. 
 

• International consensus on competencies will evolve based on an inclusive 

consultation process that embraces the diversity of cultural and political 

contexts within which Health Promotion and education are practised 

worldwide. 
 

• Experience with competency development illustrates the ways in which Health 

Promotion practice is shaped by broader social and political contexts. 
 

• Levels of Health Promotion capacity reflect socio-economic, cultural and 

political contexts in EU. Differences in educational, practice, political and 

resource situations reflect the complexity of developing a pan-European 

competency-based accreditation system. 
 
 

• Canadian experience with Health Promotion competency development 

illustrated the ways in which Health Promotion practice was shaped by broader 

social and political contexts. 
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Evaluation of Health Promotion Competencies  

Only two specific examples of evaluation studies focusing on the use 

and impact of Health Promotion competencies were identified in the review 

(Hicks 2013; HPFNZ, 2004). The latter was included in the review, despite 

having been published before the agreed review timescales, as few examples 

of relevant evaluations were found. 

As discussed in Paper 1, Hicks (2013) presented findings from an 

online survey that collated baseline data on the current knowledge and 

implementation of the Health Promotion Competencies for Aotearoa New 

Zealand (HPFNZ 2012). Findings indicated that a majority of respondents 

(88% n = 105) knew about the competencies and that they were being used 

in a variety of contexts. Evidence that implementing the competencies had 

changed practice (i.e., had impact) was also reported. The competencies 

were described by respondents as providing a shared understanding and a 

common language for Health Promotion. However, most respondents were 

unsure if their organisation had any plans for future implementation of the 

competencies. 

A review by HPFNZ (2004) of an earlier version of the New Zealand 

competencies (HPFNZ, 2000) used multiple methods, including 

questionnaires, interviews and focus groups, to collect data from the Health 

Promotion workforce. Feedback from participants indicated that the  

competencies had been used in multiple ways including in staff 

development and training, recruitment, selection and retention, strategic and 

programme development and quality assurance. The competencies were 

considered to provided concrete evidence of the substance and breadth of 
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Health Promotion, to be a useful and informative tool and to provide a good 

benchmark of the knowledge and skills required in Health Promotion.  

3.4.2 Evaluation of competency-based approaches in other professional 

contexts (extended review) 

Health Education  

A total of 12 papers that included reference to the use and/or revision 

of  Health Education competencies in the US was included in the extended 

review. For example, some information on the scope of use of Health 

Education competencies in the US was gleaned from data collected in an 

‘Experience Documentation Opportunity (EDO)’10 (Chaney et al., 2012; 

Gambescia, Lysoby, Perko and Sheu, 2016; Gambescia et al., 2013; Wilson, 

Dennis, Gambesci, Chen and Lysoby, 2012). Findings from the EDO data 

indicated that professionals were applying the agreed competency areas in 

designing, implementing, and evaluating theory-based Health Education 

programmes across many settings and populations.  

Reference was also found to ongoing reviews of Health Education 

competencies frameworks (e.g., American Association for Health Education 

and SOPHE., 2010; Doyle et al., 2012; McKenzie, Dennis, Auld, Lysoby 

and Kusorgbor-Narh, 2016; SOPHE and the National Commission for 

Health Education Credentialing (NCHEC), 2015; Shelton, 2016; Taub, 

Gilmore, Olsen and Connell, 2015; Taub, Birch, Auld, Lysoby and Rasar 

King, 2009; Taub, Gilmore and Olsen, 2011). For example, McKenzie, et al. 

 
10 The Experience Documentation Opportunity (EDO) comprised a one-time, 6-month 

process that was created to validate whether active Certified Health Education Specialists 

(CHES) were practicing Health Education at an advanced level with reference to Health 

Education competencie. 
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(2016) reported that the ‘Specialist Practice Analysis 2015’ was conducted 

to update and validate the Areas of Responsibilities, Competencies, and 

Sub-competencies for Entry-and Advanced-Level Health Education 

Specialists. Data was collected via an online survey with a total of 3,152 

responses received from Health Education practitioners. The findings 

resulted in the validation of multiple elements of the competencies and were 

compared with the results of an earlier Health Education Job Analysis 

completed in 2010. The findings of these analyses were suggested as being 

useful to those involved in the professional preparation, continuing 

education, and employment of Health Education specialists. Doyle, et al. 

(2012) in reporting on the earlier Health Educator Job Analysis concluded 

that periodic analysis of the role of the Health Educator/Health Education 

specialist was helpful in further defining and promoting the profession of 

Health Education. Taub, et al. (2011) offered guidance on key aspects of 

role delineation research, including specific recommendations and 

examples, as a means of assisting others undertaking such research. The role 

of delineation research for the verification of professional competencies was 

argued as being essential in promoting quality assurance and supporting 

capacity building and workforce development.  

Public Health  

In the context of Public Health, Cotter, (2015) reported on a review of 

Public Health Skills and Knowledge Framework (Public Health England,  

2016) which comprised an on-line survey and workshops undertaken across 

the UK. The survey, which was made available to Public Health workers 

across the UK, explored their current awareness of, and views on, the use 
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and application of the Framework and had 520 responses. The findings 

indicated that while the majority of Public Health workers had heard of the 

Framework, two thirds had never used it and only 16% had used it to 

support career development. Overall, the framework was perceived as being 

valuable to those working in Public Health. However, concerns were 

expressed in relation to its continued implementation with reference to the 

uncertain political/policy context, ongoing organisational change, the budget 

available to implement it and the security of Public Health budgets 

generally. The lack of ‘buy-in’, from employers was reported as a major 

concern as it was considered that, if employers find the framework 

sufficiently relevant and valuable to use it regularly, then individual workers 

would see its value and relevance in their workplace, but that their lack of 

support could limit uptake. It was recommended that a tool-kit be developed 

to support employers’ use of the framework and that funding be identified 

for marketing it. Overall, it was considered that, with ‘traction in the system 

and the right guidelines and tools to support its application’, the framework 

could be used to support workforce planning, professional development and 

recruitment processes.   

Other professional contexts  

Two sources that reported on the evaluation of professional standards 

in the context of school teaching (Clinton et al., 2016; Turner et al., 2013) 

were identified that provided information that was relevant to the current 

study, in particular regarding the research methods employed.  

Turner et al. (2013) reported on a study that explored the impact of 

professional standards on the attitudes and practices of teaching staff in the 
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UK. The study used a mixed-methods approach comprising three stages (i) a 

survey of key institutional representatives, (ii) a wider survey involving a 

sample of teaching staff and (iii) case studies and individual vodcasts to 

gain a more in-depth understanding of attitudes, obstacles, challenges to, 

and opportunities for, implementing the framework. In developing the 

study, it was argued that assumptions that implementing the framework 

would simply ‘cause’ change were an over-simplification, and that it was 

therefore important to ascertain if evidence of changes attributed to its 

implementation were available. To this end, a scale describing levels of 

impact was developed that ranged from ‘no impact’, through ‘perceived 

impact with no available evidence’ to ‘impact with evidence available’. The 

importance of recording details of the evidence of impact (where available) 

in order to establish a baseline for future research was emphasised.  

The findings indicated that the framework had been influential in 

changing institutional practice. A large majority of respondents (84%  n = 

68) claimed that they had evidence that implementation of the framework 

had led to changes in practice and/or the student experience. However, it 

was also noted that just over half (57%) of respondents were aware of the 

framework and that only a third had engaged with it.  

Clinton et al. (2016) reported on an evaluation conducted between 

2013 and 2015 in Australia that aimed to collect information to understand 

and develop a baseline on the implementation of professional standards for 

teachers. It was emphasised that the focus of the evaluation was on 

assessing the usefulness, effectiveness and impact of implementing the 

standards and not their content. A mixed-methods design was employed in a 
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three-stage process that comprised (i) qualitative research with key 

stakeholders that focussed on developing and refining the evaluation design, 

in particular with reference to the factors associated with  successful 

implementation, (ii) a national survey, supported by documentary analysis 

and interviews with stakeholders involved in implementing the standards 

and (iii) a follow-up national survey also supported by documentary 

analysis and interviews. 

A causal behaviour change model was developed that described the 

processes associated with successful implementation of the standards. This 

model was informed by the literature on behaviour change, in particular by 

the Theory of Planned Behaviour (Ajzen, 1991) and by findings from the 

first stage of the evaluation. The model suggested that there was a causal 

relationship between four main factors underpinning successful 

implementation of the standards at individual practitioner level: 

• knowledge of the standards 

• prior use of teaching standards 

• positive attitude towards implementing the standards 

• intentions to implement the standards in the next six months. 

It was also emphasised that the influence of wider contextual factors, 

such as educational policies and political structures, on implementing 

professional standards must be factored into any evaluation process. The 

key influencers of effective implementation identified at an organisational 

level included: 

• readiness to implement  
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• supportive organisational systems 

• structures and environments 

• champions and leaders of change 

• adequate resourcing 

• addressing and managing change fatigue. 

Overall, the findings indicated that the standards were being used for 

professional growth, were contributing to the further development of 

professionalism and that there was a growing sense of ownership towards 

them among educators. Other positive outcomes included that they were 

viewed as offering a common language and providing a framework for self-

reflection and receiving constructive feedback to improve practice. The 

standards were reported as being embedded in practices and policies in the 

areas of performance and development, professional learning and self-

reflection. The evaluation was considered to have been successful in 

developing a baseline regarding the implementation of the standards. 

However, the need for ongoing monitoring and evaluation was emphasised 

as critical in ensuring ongoing and sustainable implementation and 

continued measurement of their impact.  
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3.5 Implications for present study 

The scoping review findings regarding the current status of Health 

Promotion competencies provided a context and rationale for the current 

study and guided the focus of the investigative stages. By mapping the 

relevant body of literature, the key concepts and methods underpinning the 

development of competency-based approaches were identified and 

integrated into the study. The main sources and types of evidence available 

on Health Promotion competencies and the evaluation of their use and 

impact were also documented and served to inform the design of the two-

phase evaluation process. 

 

From the review of the literature, it was clear that workforce capacity 

development and assuring the quality of Health Promotion practice, 

education and training emerged as core themes in the rationales offered for 

the development of current Health Promotion and Health Education 

competency frameworks and were the basis for their key aims. Whether 

these aims are achieved forms the ultimate measure of the success of 

implementing competency frameworks and some questions in the online 

survey attempted direct measurement of progress towards these aims. 

Questions on the potential benefits of the use of the competencies, as 

detailed in some of the frameworks (AHPA, 2009; Dempsey et al., 2011), 

were also used as indicators of progress towards overall aims, mainly in the 

online survey.   

The on-going debate about the overall usefulness and appropriateness 

of competencies to Health Promotion practice, education and training (e.g.,  
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Battel-Kirk et al., 2009: Dempsey et al., 2011, 2011a) highlighted the need 

to develop methods that could capture evidence on both their positive and 

negative impacts in the study. This advice was followed throughout the 

study, in particular in the online survey where questions on attitudes to the 

competencies included examples of both their benefits and potential 

drawbacks.  

The findings from all the sources reviewed underscored the 

importance of examining the key drivers and barriers to the uptake and 

implementation of competencies and the wider contextual factors which 

may influence their use and impact. For example, levels of Health 

Promotion infrastructure and capacity were highlighted as major factors in 

the development and implementation of Health Promotion competencies in 

many sources and this finding informed both investigative phases of the 

study. In the case study, for example, a desk review was undertaken to 

ascertain the levels of Health Promotion capacity and infrastructure in  

Ireland and Italy in order to understand the contexts within which Health 

Promotion was actioned. 

The influence of the wider social, political, cultural and organisational 

context on the implementation of competencies and other quality 

frameworks, as identified in the literature, was explored in depth in the case 

study. These findings pointed to the need to use an established 

implementation research framework (e.g., Damschroder et al., 2009) in 

designing the case study in order to explore the elements of successful 

implementation within these wider contexts at a country level. 
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The importance of securing resources, support and recognition from 

key decision-makers at organisational and national level in developing and  

implementing competencies was emphasised in the literature. For example,  

Speller et al. (2012) referred to the importance of political’ buy in’ and 

Cotter (2015) to the importance of ‘buy-in’ by employers when 

implementing quality frameworks while Gallardo et al. (2012) and 

Moloughney (2016) referred to the need to engage influential stakeholders 

in implementing Health Promotion competencies. Opinions on the level of 

recognition of, and support for, implementing the competencies across key 

decision-makers were, therefore, explored in the context of individual 

decision-making on using the competencies in the online survey (Paper 2), 

and in greater depth at country level in the case study (Paper 3). 

The methods used in all stages of this study took cognisance of the 

fact that that the European Health Promotion workforce is drawn from a 

diverse range of disciplines and backgrounds and that in some countries job 

descriptions and job titles do not include the term Health Promotion. This 

finding prompted the inclusion of the definition of Health Promotion 

practice and Health Promotion practitioners as delineated in the CompHP 

Project (Barry et al., 2012), as a reference point in the online survey to 

encourage responses from Health Promotion professionals, whatever their 

job title. 

The perceived relevance of Health Promotion specific competencies to 

those with differing backgrounds and job titles was also explored in both 

phases of the study. For example, the online survey included a question 

relating to the need for standalone Health Promotion competencies. In 
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inviting experts to participate in the case study attention was paid to their 

roles and functions rather than their job title (i.e., if it included the term  

Health Promotion). The relevance of the competencies to those from 

different disciplines and/or with different job titles was also explored at a 

country level in the case study.  

Related issues of professional identity and boundaries, and on-going 

debates about the professionalisation of Health Promotion (Hyndman and 

O’Neill, 2012; Moloughney, 2016; Speller et al., 2012; Speller, Parish, 

Davidson and Zilnyk, 2012; Mereu et al., 2015; Taub et al., 2009) suggested 

the need for sensitive exploration of how inter-professional tensions may 

influence the use of Health Promotion competencies, in particular in the 

case study.  

While references to the possibility that language could be a barrier to 

the uptake of the competencies (e.g., Contu et al., 2012; Gallardo et al., 

2012) were noted, both the online survey and interviews in the case study 

were undertaken in English only. This decision was mainly influenced by  

resource limitations, but the potential impact of the English only approach 

was, it was hoped, somewhat mitigated by the fact that the original 

consultations on developing the competencies (Dempsey et al., 2011a; 

Barry, Battel-Kirk and Dempsey, 2012) and the associated accreditation 

system (Battel-Kirk et al., 2012, 2015) were conducted in English only.  

The very few examples of relevant empirical studies meant that there 

were few exemplars that could inform the current study. However, the two 

studies undertaken in New Zealand (HPFNZ, 2004; Hicks, 2013) 

demonstrated that evaluation of Health Promotion competencies was 
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feasible and could produce data that is useful for future implementation. The 

study by Hicks (2013) also established that respondents could identify 

changes that they attributed to the implementation of competencies within a 

year of their publication. In practical terms, some of the questions in the 

online survey drew on the wording used in Hicks’ study.  

The evaluation studies undertaken on the implementation of 

competencies and professional standards in other professional contexts 

informed different aspects of the study. For example, the research 

undertaken in the US on Health Education competencies, while focused on 

their review rather than evaluation of their use and impact, reinforced the 

value of ongoing investigation into their use in promoting quality assurance  

The studies by Clinton et al. (2016) and Turner et al. (2013) proved 

very useful to the current study, for example, in the decision to use a mixed-

method approach. The emphasis placed by Clinton et al. (2016) on the fact 

that their focus was to assess the  usefulness, effectiveness and impact of the  

implementation of the standards on professional practice and not to re-

evaluate their content was useful in focusing the current study, for example, 

in defining criteria for searches in the literature review.  

The studies undertaken by Clinton et al. (2016) and Turner et al. 

(2013) also informed the design of the online survey and the development of 

the survey questionnaires. The theoretical framework developed by Clinton 

et al. (2016), that drew on the Theory of Planned Behaviour, formed the 

basis for many of the questions posed in the online survey (Paper 2). The 

fact that Clinton et al. (2016) drew on established theories of behaviour 
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change helped overcome any apprehension about the relevance of using an 

exemplar from a different professional context to inform the current study.  

The discussion on measuring the impact of implementation presented 

by Turner et al. (2013), also proved very useful, with the scale they 

developed to measure impact being adapted to form a question in the online 

survey. The finding from both these studies also reinforced the need to 

explore factors in the broader context that can influence effective 

implementation.  

Finally, the review findings confirmed a paucity of empirical studies 

that examine how competencies are implemented and if they have resulted 

in changes in practice, education and training, both in Health Promotion 

specifically and professional contexts in general. In identifying this gap in 

the current knowledge base, the findings emphasised the importance of 

undertaking an empirical study to explore whether, and how, Health 

Promotion competencies are being used in Europe and what impact they 

have had to date in the context of their future expansion to the global level.  

 



Chapter 4 Methods 

62 

 

CHAPTER 4 

METHODS 

This chapter details the methods mixed-methods approach used in the 

study overall and the methods utilised in its constituent quantitative and 

qualitative phases.  

4.1 Methods overview 

The study employed a two-phased mixed-methods design (Table 4.1) 

that was informed by findings of the scoping review of the literature 

conducted in Phase 1.  

Table 4.1 Design of the mixed-methods study 
Phase  Methods Aim  

2 Quantitative 

online 

survey 

To evaluate progress in the uptake and impact of the 

CompHP Core Competencies on Health Promotion practice, 

education and training in Europe, together with respondents’ 

attitudes and intentions regarding their use. 

3 Qualitative  

case study 

To explore and compare the broader contextual factors 

influencing the implementation of the CompHP Core 

Competencies at a country level in Ireland and Italy between 

2011 and 2018.  

 

4.1.1 Mixed-methods  

The central premise of mixed-methods studies, as defined by Creswell 

and Plano Clark (2007), is that the use of quantitative and qualitative 

approaches in combination may provide a better understanding of research 

problems and complex phenomena than either approach alone. Other 

potentially positive outcomes of using the mixed-methods approach are also 

well documented. For example, the approach is reported as overcoming the 
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limitations of  ‘mono-method research’ (Kelle, 2006), as adding insights 

and understanding that might be missed when only a single method is used 

and as being especially powerful when addressing complex, multifaceted 

issues (Tariq and Woodman, 2013). It has also been suggested that in a 

study where the quantitative and qualitative components are reported 

together the insights produced may be more than the sum of the two parts 

(Molina-Azorίn, 2011). As the literature review showed that implementing 

competencies is a complex area and that there are few examples of 

evaluation in this context, these were important considerations in designing 

this study.  

The mixed-methods approach has also been credited with being likely 

to produce more complete knowledge to inform theory and practice 

(Johnson and Onwuegbuzie, 2004; O’Cathain, Murphy and Nichol, 2007, 

2008), again of relevance to an under-researched area where findings will be 

important in further developing both theoretical and practical competency-

based approaches in Health Promotion.  

Therefore the potential challenges posed by conducting mixed-

methods studies, including that they require more work and time and 

necessitate that researchers have skills in both quantitative and qualitative 

methods (Creswell, Tashakkori, Jensen and Shapley, 2003; Tashakkori and 

Teddlie, 2003), were considered to be outweighed in the context of this 

study by the potentially positive outcomes.  

The decision to use a two-phased mixed-methods approach was also 

validated by the fact that previous studies by Clinton et al. (2016) and 

Turner et al. (2013) had used mixed-methods approaches in evaluating the 
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implementation of professional standards, thus providing exemplars for this 

study.  

4.1.2 Mixed-methods design 

In planning the mixed-methods elements of the study, attention was paid to 

the optimum timing and sequencing of the quantitative and qualitative 

components, the weighting of the methods used and how they should be 

mixed in this study, with the decisions made on these issues illustrated in 

Figure 4.1. 

Figure 4.1 Decisions regarding timing, sequencing, weighting and mixing of 

methods for this study (based on Creswell and Plano Clark, 2009).  
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With regard to timing it was decided to undertake the research in 

two distinct phases (i.e., collecting and analysing one type of data before 

using the other data type). In terms of sequencing, it was decided to first 

collect and analysis quantitative data, followed by the collection and 

analysis of data in the second phase that build on the results of the initial 

data, with the two forms of data being separate but connected, constituting 

what Creswell and Plano Clark (2009) define as a ‘sequential explanatory 

strategy’. The rationale for using this sequencing strategy was that, as there 

was little evidence available on the use and impact of Health Promotion 

competencies and few examples of similar evaluative studies, it was 

considered more useful to first establish baseline data on the current 

situation regarding Health Promotion competencies in Europe, followed by 

in-depth qualitative exploration of their implementation at a country level. 

Thus ,the aim of Phase 1, in addition to collating information on the use and 

impact of the competencies, was to explore the current attitudes and 

perceptions of individual health promoters across Europe in relation to the 

perceived usefulness of the competencies and their up-take and use in 

practice. In the second phase the focus was on the wider contextual factors 

identified in the literature as also playing a part in influencing the uptake 

and use of the competencies at a country level, including whether there are 

dedicated Health Promotion posts and courses and if the competencies are 

perceived as being important and are supported at an organisational level. In 

order to gain understanding of these wider contextual factors it was 

necessary to explore country level experiences in implementing the 
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competencies, with the method considered as being best suited to this 

exploration that of a qualitative case study.   

Strengths and limitations have been described for this sequential 

strategy, for example, the two-phase structure is considered a strength as it 

is clear and relatively easy to implement. This strategy also allows for the 

findings of the quantitative and qualitative phases to be reported separately, 

which may be useful in disseminating findings to different audiences  

(Creswell and Plano Clark 2009). However, a major limitation is that more 

time is required for implementing the two phases.  

Weighting in the mixed-methods context refers to the relative 

importance or priority given to the quantitative and qualitative methods in 

the research. In this study, both methods were regarded as playing an 

equally important role as it was considered that both were equally required 

to fully address the study’s aim and in addressing the gap in the knowledge 

base regarding the use and impact of Health Promotion competencies as 

identified in the literature. Also, the decision-making processes on the use of 

competencies at individual and country levels were known to be complex 

and interrelated and therefore findings from both the qualitative and 

qualitative phases were viewed as being of equal importance in 

understanding these complexities. This decision was also influenced by the 

fact that the research was undertaken in part to inform both future research 

on, and implementation of, the competencies and that placing equal 

emphasis on both methods could potentially make the findings and 

recommendations appealing to both academic/scientific audiences and those 

more concerned with the practical aspects of implementation.   
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Creswell and Plano Clark (2009) state that the methods are 

‘connected’ in the sequential explanatory approach. In planning this study 

‘connected’ meant that the quantitative results would lead to, and inform, 

the subsequent collection and analysis of qualitative data and the selection 

of participants in the second, qualitative phase . 

4.1.3 Setting 

The overall setting chosen for the study, and for Phase 2 specifically, 

was that of the European region, as defined by international organisations 

including the IUHPE and WHO,11 as the competencies were developed and 

operationalised in this region before their use was expanded to the global 

level (Battel-Kirk et al., 2016).  

The specific settings for Phase 3 comprised the countries of Ireland 

and Italy, both of which are within the WHO European Region. The 

rationale for focusing on these counties in this phase of the study was that: 

• there was evidence of implementation of the competencies in both 

countries (Battel-Kirk et al., 2012, 2015; Gallardo et al., 2012; 

Contu et al., 2012; IUHPE Health Promotion Accreditation System 

Global Register;12 Zander, van der, et al., 2012). 

• the highest number of responses to the online survey were received 

from respondents in these countries (Battel-Kirk and Barry, 2019a) 

• there were known differences in the levels of Health Promotion 

infrastructure and capacity between the countries (e.g. Battel-Kirk 

 
11 http://www.euro.who.int/en/countries 
12 https://www.iuhpe.org/index.php/en/iuhpe-global-register 
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et al., 2012, 2015; Contu et al., 2012; Gallardo et al., 2012; Zander, 

van der, et al., 2012), allowing for a useful comparison of how 

these factors may influence the implementation of the 

competencies at a country level. 

4.1.4 Ethics 

Formal ethical approval was not required for the study as it did not 

involve or investigated any treatments, interventions or personal data as 

defined by the NUI Galway Research Ethics Committee.13 

However, the ethical dimension of consent, confidentially and 

anonymity were fully respected in both investigative phases of the study. 

For example, in the online survey respondents were reminded in the 

introduction that they could choose whether or not to give their contact 

details. Respondents were also assured that all responses were confidential, 

and that their anonymity would be protected in reporting the findings. Only 

the researcher had access to the completed questionnaires and no details that 

might allow identification of individual respondents were included in 

reports on the survey findings.  

In Phase 3, those agreeing to participate in the case study were also 

assured of confidentiality and anonymity and were asked to sign a form 

indicating that they consented to their interview being recorded. Only the 

researcher undertaking the interview had access to the interview data and, 

once this was transcribed, the recorded files were destroyed.  

 
13 http://www.nuigalway.ie/media/staffsub-sites/researchoffice/Examples-of-activities-that-

may-require-ethics-approval.pdf 
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As an additional safeguard of respondents’ anonymity in Phase 3 it 

was decided not to specify the number of informants who were interviewed 

from specific settings and roles in either country. This decision was based 

on the fact that the Health Promotion community in both countries is known 

to be relatively small, with even smaller numbers at some levels (i.e., 

policy-making) which could result in feedback from the interviews being 

attributed, either correctly or incorrectly, to specific individuals. 
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4.2 Methods Phase 2 (Paper 2) 

4.2.1 Aims and objectives 

Phase 2 of the study comprised an online survey that aimed to 

evaluate progress in the uptake and impact of  the CompHP Competencies 

on Health Promotion practice, education and training in Europe. The survey 

had the following objectives:  

• to assess the awareness, knowledge and attitudes of health 

promoters in Europe regarding the CompHP Competencies 

• to investigate the current use of the competencies and intentions for 

future use  

• to explore respondents’ perceptions of the factors that facilitate or 

limit use of the competencies  

• to determine if the competencies have had an impact on Health 

Promotion practice, education and training and what future impact 

is expected. 

4.2.2 Design 

 Building on findings from the literature review the survey was 

designed to measure respondents’ awareness, knowledge and attitudes to, 

and the levels of current and intended use of the competencies and their 

perceived impact, together with opinions on available support and resources, 

their. 

Drawing on a previous study by Clinton et al. (2016), key dimensions 

to be explored in relation to respondents’ decision-making on using the 

competencies were framed with reference to the Theory of Planned 
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Behaviour (TPB) (Ajzen, 1991). The TPB propositions that that intentions 

are the most proximal predictor of behaviour, with intentions being 

determined by three factors: attitudes, subjective norms, and perceived 

behavioural control therefore formed core dimensions in designing the 

survey questions.  

Assessment of the impact of the competencies was informed by a 

framework developed by Turner et al. (2013), including the definition of 

impact used for the purpose of the study (i.e., ‘changes attributable to the 

implementation of the competencies’). A scale based on the framework was 

also formulated to assess respondents’ perceptions of levels of impact.14   

Based on these sources, and drawing on findings from the literature in 

relation to wider contextual factors (Paper 1), it was expected that 

respondents’ use of the competencies was likely to be influenced by: 

• their attitudes to them, i.e., were the competencies viewed as 

useful, relevant and important to their practice or did they exhibit 

negative attitudes 

• perceived norms in the Health Promotion community regarding 

their use including support and approval from key stakeholders 

such as employers, professional associations, other Health 

 
14 Respondents were asked to choose one of the following options: The CompHP 

Competencies have: 

• been used but have had no impact to date 

• been used and have changed Health Promotion practice education/practice/policy 

but no evidence of this has been gathered 

• been used and have changed Health Promotion practice/education/policy and there 

is evidence of this 

• not been used 

• not sure.  
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Promotion practitioners and Health Promotion academics and their 

use at country level 

• confidence in, and control over, their ability to use the 

competencies 

• access to support and resources to facilitate their implementation, 

including adequate Health Promotion capacity in their own practice 

and at country level. 

The likelihood of future use of the competencies was assessed by 

exploring respondents’ expressed intention to use them in the next six 

months, with their future use considered to be more likely if they had 

specific plans to do so (Clinton et al., 2016).  

4.2.3 Survey design 

The survey15 comprised a total of 52 questions, comprising a variety 

of closed and open-ended questions that were used to measure awareness, 

knowledge and attitudes to, and the levels of current and intended use of the 

competencies, opinions on their impact and on available support and 

resources, Prompts to add comments that expanded on responses were 

included in most questions. Respondents were also asked about levels of 

Health Promotion capacity in their countries and were asked to supply 

details of their personal profiles.   

The definition of Health Promotion practice developed by the 

CompHP Project (Barry, Battel-Kirk and Dempsey, 2012; Dempsey et al., 

 

15 A copy of the questionnaire can be found in Appendix 4. 
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2011a, 2011b) and a link to the CompHP Competencies Framework 

(Dempsey et al., 2011b) were incorporated into the online questionnaire in 

order to assist respondents in their replies. 

4.2.4 Sampling 

A purposive sample was used in the survey comprising those who had 

been involved in the original consultations undertaken in developing the 

competencies and those known to have since engaged with them. The 

sample was also augmented by snowball sampling across the wider 

European Health Promotion community. The sample, therefore, comprised: 

• participants in the CompHP Project consultation process (n = 235) 

(Dempsey et al., 2011a; Barry, Battel-Kirk and Dempsey, 2012) 

• European applicants to the IUHPE Health Promotion Accreditation 

System16 (practitioners, n = 73; contact persons for academic 

courses, n = 17) 

• IUHPE members in the European Region (n = 137)  

• Contacts in the WHO European Region offices (n = 33). 

 

The survey was also circulated to key organisation relevant to Health 

Promotion in Europe, comprising: 

• partners and contacts of the European Training Consortium for Health 

Promotion (ETC)17  

• partners and contacts of EuroHealthNet18  

 
16 https://www.iuhpe.org/index.php/en/the-accreditation-system 
17 https://etcsummerschool.wordpress.com/ 
18 https://eurohealthnet.eu/ 
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• members of the European Public Health Association (EUPHA)19 

Health Promotion Interest Group. 

In addition, snowball sampling was used to increase the reach of 

dissemination across the WHO European Region. 

4.2.5 Procedure 

An online survey was used in order to facilitate dissemination across  

the WHO European Region. The Survey Monkey tool was utilised as it had 

proved successful in a previous evaluation of health Promotion 

competencies (Hicks, 2013) and in surveys undertaken when developing the 

CompHP competencies (Dempsey et al., 2011a; Barry, Battel-Kirk and 

Dempsey 2012) and in exploration of Health Promotion capacity 

development with reference to the CompHP competencies (Battel-Kirk and 

Barry, 2011.)  

Six members of the European Health Promotion community assisted 

in piloting the survey questionnaire and the email introducing it, resulting in 

some minor alterations. The survey was then disseminated in early July 

2017 to 495 respondents (see above) in the 43 countries in the IUHPE 

European Region where Health Promotion contacts had been identified and 

via internal correspondence and newsletters to the partners and contacts of 

the ETC, EuroHealthNet and EUPHA. The introductory email20 requested 

that recipients, in addition to completing the survey, forward it to relevant 

colleagues.   

 
19 https://eupha.org/ 

20 Appendix 4  
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The original closing date for the survey was set for August 2017 but 

this was extended to the end of September 2017 to ensure that the 

respondents had an opportunity to participate after the holiday season. Four 

reminders were sent before the closing date. One week before the closing 

date, personalised emails encouraging participation were sent to contacts in 

those countries from which there had been no response in an attempt to 

maximise the response across the European Region. 

4.2.6 Analysis  

Analysis of the quantitative data collected was mainly descriptive, 

comprising summaries of the findings using a combination of tabulated 

description and discussion of the results. The qualitative data gleaned from 

respondents’ comments underwent thematic analysis drawing on the 

framework developed by Braun and Clarke (2006). 
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4.3 Methods Phase 3  

4.3.1 Aim and objectives  

The aim of the case study was to explore and compare the broader 

contextual factors influencing the implementation of the CompHP 

Competencies at country level in Ireland and Italy between 2011 and 2018. 

The case study had the following specific objectives:  

• to describe the contexts within which Health Promotion is 

implemented in each country 

• to explore perceptions of readiness to implement the competencies 

at country level 

• to review the implementation and impact of the competencies  

• to investigate the factors that influence the implementation of the 

competencies in both countries 

• to compare the findings from both countries in the context of future 

implementation of the competencies at national and international 

level. 

4.3.2 Designing the case study  

The rationale for using a case study in this phase of the research was 

based on arguments that it is a suitable approach for investigations that aim 

to move beyond narrow definitions of a research topic, address the context 

rather than isolated variables, and incorporate multiple sources of evidence 

(e.g., Simons 2009; Thomas, 2011; Yin, 2009) -  all elements that applied in 

this study.  

The work of Simons (2009, 2014) was influential in designing the 

qualitative case study and it was underpinned by her definition:   
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‘Case study is an in-depth exploration from multiple perspectives of 

the complexity and uniqueness of a particular project, policy, 

institution or system in a “real-life” context.’ 

 The overall thinking behind the design of the case study mirrors much 

of  the ‘constructivist, interpretivist framework’ used by Simons  (2009, 

2014) in that it aimed to understand informants’ experience of and opinions 

on implementing competencies, recognised that these are determined by 

their social and cultural environment and acknowledged the impact of the 

researcher’s own background and experiences on the research.  

However, reference was also made in the design stage to those 

described by Simons (2014) as having  somewhat ‘differing’ understandings 

regarding case studies. For example, Yin (2009) proved useful in relation to 

the number of informants to be included in the study and the value of 

triangulation. The discussion by Thomas (2011, 2011a) on typologies of 

case studies, while questioning if theory is a useful category in case study 

research, was informative in designing the case study. Arguments made by 

Thomas (2011, 2011b), and Rule and Mitchel John (2015) that theory 

testing and testing generation could be achieved within a case study 

underpinned the decision to explore theories surrounding the 

implementation of the competencies identified in the literature (Chapter 3), 

while being open to the emergence of alternate theories. Discussion on the  

issue of the generalisability of case study findings (Thomas, 2010b) was 

also informative.  

The discussions by Simons (2014) on what constitutes an ‘evaluation 

case study’ also informed the design of the case study, for example, in 
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relation to the need to explore and balance the different interests and values 

of differing stakeholders in implementing competencies at the country level. 

Advice pointing to the need to report findings in a way that is useful to 

stakeholders informed not only the reporting stage of the study but also the 

decisions to focus some interview questions on the ‘practical’ aspects of 

implementing the competencies across different countries and settings.  

Finally, the decision to use a case study approach in this phase of the 

evaluation was reinforced by its use in similar evaluation studies undertaken 

by Clinton et al. (2016) and Turner, et al. (2013).  

4.3.3 Case Study Methods 

A single qualitative case study with two embedded units of analysis, 

namely the countries of Ireland and Italy, was employed. The case study 

was bounded by geography and time, (i.e., the implementation of the 

CompHP Competencies in Ireland and Italy between 2011 and 2018). 

Given the importance of the influence of wider contextual factors on 

the implementation of competencies highlighted in both the literature review 

(Paper 1) and the online survey (Paper2) it was recognised that there was a 

need to use a conceptual framework as a guide in exploring these factors in 

the case study. The design of the case study was therefore informed by the  

authoritative Consolidated Framework for Implementation Research (CFIR) 

(Damschrode et al., 2009).  
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As suggested in the literature (Alexis Kirk et al., 2016;Keith, Crosson, 

O’Malley, Cromp and Taylor, 2017) the CFIR constructs were tailored to 

the specific context of the case study, with the rationale for selecting the 

constructs used being that the case study aim was considered to be best 

matched to constructs and subconstructs relating to: 

• the ‘outer setting’ construct with particular reference to Health 

Promotion infrastructure and capacity at country level 

• the ‘inner setting’ construct (more usually applied at organisational 

level) applied at country level, with emphasis on the subconstructs 

of readiness to implement, resources and support 

• the implementation process construct, including the subconstructs 

of planning, use, champions, leadership, reflection and evaluation. 

Consensus standards for the reporting of case studies (Rodgers et al., 2016) 

also underpinned the design of the case study to assure consistency, rigor 

and reliable reporting (Table 4.2). 
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Table 4.2 Consensus standards for reporting case study research  

(Rodgers et al., 2016) 
Describing the design 

Define the research as a case study 

State the broad aims of the study 

State the research question(s)/hypotheses 

Identify the specific case(s) and justify the selection 

Describing the data collection 

Describe how data were collected 

Describe the sources of evidence used 

Describe any ethical considerations and obtainment of relevant approvals, access and permissions 

Describing the data analysis 

Describe the analysis methods 

Interpreting the results 

Describe any inherent shortcomings in the design and analysis and how these might have 

influenced the findings 

Consider the appropriateness of methods used for the question and subject matter and why it was 

that qualitative methods were appropriate 

Discuss the data analysis 

Ensure that the assertions are sound, neither over- nor under-interpreting the data 

State any caveats about the study. 

 

All aspects of the case study were triangulated by: 

• accessing evidence from different sources (i.e., documents, reports, 

informants, national experts) 

• using different methods (i.e., documentary analysis, interviews and 

thematic analysis) 

• including national experts’ comments in the final analysis of 

findings. 

Sample 

The initial sample comprised five known national experts in each 

country who were knowledgeable about the contexts within which Health 

Promotion is practiced and how the competencies had been used to date in 

their country  who acted as key informants and as members of a National 
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Reference Group in their country. These experts included leading members 

of national Health Promotion professional and academic bodies and others 

in Health Promotion/Public Health departments and statutory/non-

governmental organisations with a remit for Health Promotion at country 

level (and at regional level in Italy).  

The National Reference Groups assisted in the piloting of the 

interviews, participated in interviews, and assisted in identifying additional 

key informants to be interviewed in their country, focusing on those most 

likely to share relevant information rather than identifying a specific number 

of informants (Yin, 2009). 

Case Study Methods 

The qualitative methods used in the case study comprised a desk 

review and semi-structured interviews with key informants. 

Desk Review 

A desk review was undertaken that aimed to collate data on the Health 

Promotion policy and practice contexts within which the competencies were 

implemented in both countries. Sources accessed in the review included key 

policy documents, reports and articles published since 2005 that were 

available in full, or in summary, in English. Sources were identified through 

a rapid review of the literature, internet searches and recommendations from 

the National Reference Groups. 
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Semi-Structured Interviews 

The main data collection method utilised was that of semi-structured 

interviews, with the protocol for these drawing on selected constructs from 

the CFIR Interview Guide Tool21 and on key issues identified in the scoping 

review of the literature (Paper 1), the online survey (Paper 2) and the desk 

review.  

The interview questions and process were piloted with two informants 

from each of the two National Reference Groups in January 2019, resulting 

in some minor revisions. The remaining interviews were conducted between 

January and March 2019, using online meeting tools in most instances. 

Interviews were recorded with the informants’ permission and conducted in 

English. An outline of the interview questions22 was emailed to informants 

10 working days before their interview. 

4.3.4 Collation and analysis of data  

 As described in Paper 3, the recordings of the interviews were 

transcribed and the data from the interviews in each country was analysed 

separately using the six phases of thematic analysis as described by Braun 

and Clarke (2006), with the naming and validating of themes undertaken in 

consultation with a second researcher.  

Analysis focused on identifying the themes emerging from the data 

from each country separately, with the emergent themes then collated and 

interpreted with reference to the selected CFIR constructs, factors identified 

in the literature and findings from the desk review. A weighting was 

 
21 http://www.cfirwiki.net/guide/app/index.html#/ 
22 See Appendix 5 
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attributed to the themes based on how frequently informants referred to each 

theme and the emphasis they placed upon specific issues in the interviews. 

Quotes from informants were collated in order to ‘tell the story’ 

underpinning the themes. 

The initial findings from each country were then compared and a draft 

report was reviewed by the relevant National Reference Group, with their 

feedback informing the results presented in the next chapter. 

Suggestions that the quality criteria for qualitative data means it must 

be credible, transferable, dependable and confirmable (Lincoln and Guba 

1985) informed planning for the analysis and reporting of the data.  
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CHAPTER 5 

FINDINGS 

This chapter reports on the findings from Phase 2 (online survey) and 

Phase 3 (case study) of the study. 

5.1 Phase 2 Findings (Paper 2)  

This section reports on the findings related to each of the objectives 

(as outlined in the Methods Chapter) of an online survey undertaken with 

European Health Promotion professionals that aimed to evaluate progress in 

the uptake and impact of the competencies. Some material that is not 

reported in Paper 2 is also included in this section (i.e., Tables  5.1;5.2 and 

5.3 and respondent feedback on the usefulness of the competencies and 

factors likely to influence their future impact). 

 5.1.1 Responses and respondents  

A total of 81 responses were received from 25 of the 43 European 

countries to which the survey was disseminated, with the highest number of 

respondents being from Ireland and Italy (Table 5.1). 
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Table 5.1 Numbers of responses by country 

 

 

 

 

 

 

 

 

 

Most of those responding (65%) worked in Health Promotion 

education and research, followed by 13% in practice and 17% in 

management, with many areas of overlap across roles and functions. A 

majority of respondents (70%) had worked in Health Promotion for over 10 

years, 39% had over 21 years’ experience and 14% had between 0-5 years 

of experience. In relation to levels of education, 76% of respondents had a 

postgraduate qualification and 59% had a specific Health Promotion 

qualification. A total of 70% were members of a professional association 

relevant to Health Promotion. Just under a third of respondents (30%) had 

participated in the consensus building processes used in developing the 

competencies. 

 

  

Country Responses 

Austria  5 

Belgium  2 

Bulgaria  1 

Croatia 2 

Cyprus  1 

Denmark 6 

Estonia 1 

Finland 2 

France 4 

Germany 4 

Greece 1 

Hungary 1 

Ireland 11 

Israel 2 

Italy 11 

Latvia 1 

Netherlands, the 4 

Norway 4 

Portugal 6 

Serbia 1 

Slovakia  1 

Spain 1 

Sweden 1 

Switzerland 1 

UK (3 from England /3 from Scotland 6 

Total number of responses  81 
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5.1.2. Levels of awareness, knowledge of and attitudes to the CompHP 

Competencies 

Awareness and knowledge 

Overall, there was a high level of awareness of the competencies 

among respondents. However, slightly more respondents (93%) reported 

that they were aware of competencies in general that were relevant to Health 

Promotion than were aware of the CompHP Competencies specifically 

(88%). Almost three-quarters (74%) of respondents stated that they were 

very knowledgeable or knowledgeable about the CompHP competencies.  

Attitudes  

Respondents’ attitudes regarding the importance, relevance and 

usefulness of the competencies were generally positive (Figure 1, Paper 2). 

Few respondents strongly agreed/ agreed with statements on potentially 

negative aspects of the competencies (i.e., that they were imposed on 

practitioners, limit innovation, exclude some health promoters or create 

barriers with other professionals). Most respondents (60%) considered that 

the competencies were clear and understandable. However, despite the fact 

that only 17% stated that they needed to be updated, less than half (48%) of 

the respondents reported that they were easy to use.  

 

Contrasting attitudes to the competencies were encapsulated in the 

following comments from two respondents: 
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‘the Framework shows the scope of competences and skills which are 

useful for Health Promotion and thus they are a valuable guideline. 

They (the competencies) are appropriate for developing 

comprehensive curricula or building a balanced Health Promotion 

workforce.’ 

‘We don't need more guidelines, rules, templates, matrix or 

whatsoever. What is really needed is a permanent critical reflection 

about what we are actually doing and discuss whether this is the right 

thing or not. People are not guinea pigs of academics or experts and 

their ideas of how it should be.’  

Just under two-thirds of respondents (63%) strongly agreed/agreed 

with the statement ‘there is a need for standalone Health Promotion 

competencies (i.e., separate from Public Health or other areas of practice). 

The majority of those who did not agree with this statement considered that 

Health Promotion competencies should be part of Public Health competency 

frameworks, for example: 

‘For small countries it makes more sense to incorporate Health 

Promotion competencies into Public Health competency profiles.’ 

5.1.3 Factors influencing the use of the competencies 

With regard to the factors considered likely to influence the use of the 

competencies, responses were generally positive. For example, a majority of 

respondents indicated that, in terms of Health Promotion capacity in their 

country there was: 

• Government funding for Health Promotion (85%) 



Chapter 5 Findings  

88 

 

• an identifiable ‘Health Promotion’ department within the Ministry of 

Health (69%) 

• a dedicated Health Promotion workforce with specialised 

competency-based training (68%)  

• dedicated posts or job descriptions that contain the title Health 

Promotion (74%)  

• Health Promotion specific education (84%). 

 

However, while the majority of respondents reported that there was an 

identifiable Health Promotion department in their country, only seven 

referred to Health Promotion specific departments. The remainder indicated 

that Health Promotion was part of another department or function, mainly 

Public Health. Similarly, despite 74% stating that there were dedicated posts 

or job descriptions containing the title Health Promotion, respondents also 

commented that there were few such posts and that they were often limited 

to specific sectors and levels.  

Importance of, and support for, the CompHP Competencies across 

stakeholder groups  

In relation to perception of the importance of the competencies a 

majority of those responding considered that they were very important/ 

important to Health Promotion academics (81%), Health Promotion 

practitioners; professional associations; national and regional governments 

with a remit for Health Promotion (75%) and Health Promotion 

organisations (statutory, community, NGOs) employers of Health 

Promotion practitioners (72%).  



Chapter 5 Findings  

89 

 

However, less than half of the respondents (45%) strongly 

agreed/agreed that Health Promotion educators supported the competencies 

(support was defined in the question as ‘recognition of their value and 

commitment to their use’) and still fewer considered that other groups did 

so, for example: 

• Health Promotion practitioners (28%)   

• Professional Associations (27%) 

• Employers of Health Promotion practitioners (19%) 

• Health service managers and managers in other Health Promotion 

organisations (18%) 

• National and regional governments with a remit for Health 

Promotion (17%). 

In respondents’ comments, the low levels of support among these 

groups were attributed to their lack of awareness of the competencies 

and/or of Health Promotion as a professional area of competence. 

Resources required to implement and maintain the use of the CompHP 

Competencies 

 

The key resources identified by respondents as being required to 

implement and maintain the use of the competencies in their country        

(n = 74) and in their own practice (n = 71) focused on: 

• education and training on the competencies (29% at country level; 

56% at practice level) 

• funding to implement the competencies (27% at country level; 38% at 

practice level) 
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• increased Health Promotion capacity generally (17% at country level; 

7% at practice level). 

 

Factors identified by respondents as facilitating or limiting the use of the 

competencies at country and practice level  

Similar factors were identified by respondents as facilitating the use 

of the competencies in their country (n = 72) and in their own practice (n = 

61) including:  

• awareness and knowledge of the competencies (22% at country level; 

9% at practice level) 

• availability of training and education on the competencies (10% at 

country level; 20% at practice level) 

• support and formal recognition of the competencies by key 

organisations and stakeholders (7% at country level; 15% at practice 

level). 

The main factors identified as limiting the use of the competencies 

were also perceived as being similar in relation to their country (n = 73) 

and own practice (n = 71) levels, including: 

• lack of awareness/knowledge of the competencies (25% at country 

level; 20% at practice level) 

• lack of recognition of the competencies at political, academic and 

management levels (20% at country level; 18% at practice level) 

• lack of recognition of/support for Health Promotion at national 

level (10% at country level; 8% at practice level) 

• use/dominance of other competencies/paradigms, including Public  
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• Health and the dominance of the biomedical paradigm (7% at 

country level; 5% at practice level). 

 

5.1.4 Current and future use of the competencies  

Current use 

In terms of current use of the CompHP competencies, just over half of 

respondents (53%) reported that they were used in their country and 54% 

reported that they used them in their practice. Health Promotion education 

was the area where most respondents (41%) reported that the competencies 

were used in their country, followed by in their workplace/practice (27%); 

in CPD (25%); in policy (14%) and in other contexts (12%). 

At least one respondent in all but six countries (Croatia, Cyprus, 

Hungary, Serbia, Slovakia and Sweden), of the 25 countries from which 

responses were received, reported that the competencies were used in some 

context in their country. However, 46% of those responding were unsure 

whether the competencies were used in their country, while 7% stated that 

they were not used in any context (respondents could choose more than one 

option). Table 5.2 shows the reported use of the competencies across the 

countries from which responses were received. 
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Table 5.2 Reported use of the CompHP Competencies (n = 81)  
Country  Workplace 

 Practice 

  Health    

  Promotion  

Education 

Health 

Promotion 

CPD  

Health 

Promotion 

policy 

Other 

contexts 23 

Plans to 

use in next 

year 

Austria  ✓ ✓  ✓ ✓ 

Belgium     ✓  

Bulgaria   ✓   ✓ 

Denmark ✓ ✓    ✓ 

Estonia ✓ ✓   ✓ ✓ 

Finland  ✓ ✓   ✓ 

France ✓ ✓ ✓ ✓  ✓ 

Germany ✓ ✓ ✓ ✓  ✓ 

Greece  ✓ ✓   ✓ 

Ireland ✓ ✓ ✓ ✓ ✓ ✓ 

Israel ✓ ✓ ✓ ✓ ✓ ✓ 

Italy ✓ ✓ ✓ ✓ ✓ ✓ 

Latvia  ✓     

Netherlands

The 

✓ ✓ ✓ ✓ ✓ ✓ 

Norway ✓ ✓    ✓ 

Portugal ✓ ✓ ✓ ✓ ✓ ✓ 

Spain  ✓ ✓ ✓   

Switzerland  ✓ ✓    

UK ✓ ✓ ✓ ✓ ✓ ✓ 

 

Future use 

Country level 

While 54% of respondents were unsure if there were any future plans 

to use the competencies in their country in the next year, 37% were aware of 

plans to use them in Health Promotion education, 27% in their workplace, 

21% in CPD, 13% in policy and 9% in other contexts (respondents could 

choose more than one option).  

 
23 e.g., in establishing a National Accreditation Organisation within the IUHPE Health Promotion 

Accreditation System and as a topic within a national Health Promotion conference.  
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Practice level 

Some 60% of respondents strongly agreed/agreed with the statement ‘I 

intend to use the competencies in my practice the next six months’ but only 

43% indicated that they had specific plans to do so. 

 

5.1.5 Impact of the CompHP competencies  

Impact to date  

The highest level of reported impact of the competencies was in 

relation to Health Promotion education (39%) and this was also the area 

where evidence of impact was most often available (17%). The majority of 

those responding were unsure about the impact of the competencies and 

some indicated that they had not been used. However, of the remainder, a 

majority indicated that the competencies have had an impact in practice 

(73% n = 26), education (86% = 37) and in CPD (81% = 16), with evidence 

of impact available in some cases (Table 2, Paper 2). . 

Impact was reported in 13 of the 25 countries from which responses 

were received (Table 5.3). 

Table 5.3 Countries where impact of the CompHP Competencies was 

reported.  
Impact in Changed practice -  no evidence Changed practice – with evidence   

Practice Austria, France, Ireland, Israel, Portugal Denmark, Italy, the Netherlands  

Education  Austria, Denmark, Finland, France, 

Greece, Ireland, Israel, Italy, Latvia, Portugal 

UK 

Denmark, France, Ireland, Italy, the 

Netherlands, Norway, Portugal, UK  

 

CPD Austria, France, Ireland, Italy, Portugal Denmark, France, the Netherlands 

 

Impact in other contexts (including in research, in discussion on health 

improvement workforce development and in seeking funding for a 
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community health programme) was also reported in Estonia, Finland, 

Norway, UK, Greece, Ireland, France, Germany. 

Examples of the impact of the competencies were most frequently 

identified in the context of Health Promotion education and training, 

including that they had underpinned curricula changes at some universities, 

been used in the development of new master’s programmes in Health 

Promotion, as general criteria for the evaluation of CPD and in course 

accreditation and formed the basis for a Master’s thesis.24 

 

Other forms of impact reported included in the writing of a new 

Health Promotion handbook25 and in national health policies and Health 

Promotion programmes. Others commented that the competencies had 

informed new thinking and new ideas about practice that may lead to 

change. 

 

Future impact 

The majority of respondents (57%) strongly agreed/agreed that Health 

Promotion education was the area where the competencies were most likely 

to have an impact in their country in the future, followed by CPD (44%), 

practice (36%) and in other contexts (13%).  

Respondents highlighted some key factors that they considered would 

influence whether the competencies will have impact in the future.26 For 

example, some focused on the need to engage recognition and support from 

key stakeholders for the competencies and Health Promotion in general: 

 
24 http://bora.uib.no/handle/1956/6221 
25 https://www.presses.ehesp.fr/produit/promotion-de-sante/ 
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‘they will have an impact in my country if we will be able to convince 

government officials to use and apply them in practice.’ 

‘policymakers and other decision makers must invest and be aware of 

the importance of Health Promotion in community life and health care 

costs in general.’ 

Reference was made to the need to raise awareness of the 

competencies and to move forward with their implementation:  

‘the chance is still there, but must be taken soon.  

 ‘would be useful to communicate to Health Promotion practitioners 

where this (CompHP Competencies) is at now.’ 

‘if we are committed to promote CompHP - it depends on those of us 

who are convinced and will advocate.’ 

‘momentum needs to be shared widely and sustained.’  

One respondent focused on language and culture as a factor 

influencing implementation of the competencies:  

‘we have to start to considerate more the language and the cultural 

difference. It is very difficult to translate the competence in each 

different native language because competencies are to much close to 

"English-world" and too little language and cultural sensitive, and 

this is a limit in country as Italy ‘ 

Finally, one respondent commented that that a competency-based 

approach was not relevant for the Health Promotion field.  
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5.1.6 Comparisons between respondents who had used the CompHP 

Competencies (n = 44) and those who had not (n = 37). 

 

Due to the low response rate, a tabulated comparison only was made 

between those respondents who had used the competencies and those who 

had not in order to further explore the factors and attitudes that may have 

influenced decisions to use them. In terms of reported levels of Health 

Promotion capacity, there appeared to be few differences between users and 

non-users, apart from the fact that usage was higher in those countries where 

it was reported that there was a dedicated Health Promotion workforce (73% 

of users; 59% of non-users) and CPD for Health Promotion (60% users; 

49% non-users).  

While 77% of those who had used the CompHP Competencies 

reported that competencies in general were used in Health Promotion in 

their country, only 59% of non-users did so. Other apparent differences in 

opinions between users and non-users included that: 

• 71% of users; 54% of non-users strongly agreed/agreed that there was 

a need for standalone Health Promotion competencies   

• 82% of users; 38% of non-users were very confident/ confident about 

using the competencies  

• 71% of users; 31% of non-users stated they had complete 

control/control over their use of the competencies in their practice. 

Differences in attitudes to the competencies between users and non-

users are detailed in Figure 2, Paper 2. In terms of perceived importance, 

more respondents who had used the competencies agreed that they were 
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very important/important to a range of key Health Promotion organisations 

and stakeholders than those who had not .  
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5.2 Phase 3 Findings (Paper 3) 

This section reports on the findings related to each of the objectives 

(as outlined in the Methods Chapter) of a case study that explored and 

compared the broader contextual factors influencing the implementation of 

the CompHP Competencies at country level in Ireland and Italy between 

2011 and 2018 ( Paper 3). In addition, a number of quotes from informants 

that were not included in the published paper are presented.   

The data collection methods used in this phase included a desk review 

on the contexts within which Health Promotion is implemented within each 

country and semi-structured interviews with a total of 26 informants.  

5.2.1 Sample and Key Informants  

A total of 13 interviews were completed in each country, comprising 

the five national experts in each country who comprised the initial sample 

and served as a National Reference Group and other key informants they 

identified. Those interviewed included Health Promotion academics, 

practitioners, managers and representatives of professional associations in 

both countries. In Italy, informants were from both national and regional 

levels, with the majority from the academic and training sectors. Informants 

in Ireland included those employed at policy and practice level and in 

academic, statutory, nongovernmental organisations (NGOs) and the private 

sector. 

5.2.2 Health Promotion contexts  

A desk review that collated information on the contexts within which 

Health Promotion is implemented in each country (Table 1, Paper 3)  
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showed that Ireland and Italy differ greatly in size and population, with Italy 

having by far the greater land area and a far larger population than Ireland.  

Differences were also found in relation to the health service systems.  

Ireland has a centralised health system commonly referred to as ‘two-tiered’ 

as many individuals buy private insurance which plays a much bigger role 

than in most other EU countries. Ireland remains the only western European 

country without universal coverage for primary care (OECD, 2019). Health 

policy is determined by the Department of Health27 and health service 

delivery is managed by the Health Service Executive (HSE).28  

In contrast, Italy’s health care system operates at both national29 and 

regional levels, as regional governments have high levels of devolved 

autonomy in planning and organising healthcare in their territory (Toth, 

2014). Universal health coverage is provided as health services are largely 

free of charge at the point of delivery (OECD, 2019a). 

Differences in the levels of Health Promotion infrastructure and 

capacity between Ireland and Italy were also evident, with indications of a 

more developed Health Promotion capacity in Ireland (Table 1, Paper 3). 

5.2.3 Findings from semi structured interviews  

Readiness to implement and implementation of the competencies  

The findings showed that both the focus and rate of progress of 

implementing the competencies differed across the two countries. While 

differing levels of readiness to implement the competencies were reported 

 
27 https://health.gov.ie 
28 https://www.hse.ie/eng 
29 Ministero della Salute: http://www.salute.gov.it/portale/home.html  

http://www.salute.gov.it/portale/home.html
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across different settings in Ireland, most informants considered that there 

had been good progress nationally.  

‘Its early days in implementing the competencies but things moving 

ahead.’  

‘ On a scale of 1-10 Ireland is at  6 … I think now more than ever it is 

tipping over….where people realise that this is what we need to define 

our role and to define a place in terms of what we can offer with the 

Competencies.’ 

Most informants indicated that in terms of implementation, academic 

organisations were at maintenance stage, the professional association/NAO 

was at action stage but that readiness at practice level was still at an early 

stage. 

In contrast, a large majority of Italian informants reported that 

readiness to implement the competencies was at a very early stage across all 

settings: 

‘very early in process…slow and difficult to involve people at 

national and regional level…a lot of work.’ 

‘ We need wider diffusion about the competencies and more time 

to do that before being ready to implement.’  

‘ Slow to move towards implementation in  Italy due to 

characteristics of the system overall… not just  in relation to the 

competencies.’    

‘Not ready… slow and difficult to involve people at national and 

regional level l’ 
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In Ireland, formal implementation of the competencies was 

reported in two main contexts, i.e., the introduction of a professional 

registration system and associated Continuing Professional 

Development (CPD) activities managed by the professional association 

(AHPI), and in university degree programmes that have been accredited 

by the IUHPE Accreditation System for Health Promotion. The 

competencies had also been used in informing new undergraduate and 

postgraduate Health Promotion courses but there was little evidence of 

formal implementation at an organisational level elsewhere. However, 

some informants reported that they used the competencies in their 

individual practice, often on an ‘ad hoc’ and ‘implicit’ basis (i.e., 

without formal reference to the CompHP Framework). 

Formal implementation of the competencies in Italy was reported in 

the context of two university degree programmes that are accredited by the 

IUHPE and they had also been used in Health Promotion education in other 

health-related professional academic courses, in training for health 

professionals at regional and national level and had informed the 

development of an online ‘best practice’ framework and regional research 

on Health Promotion workforce development. Other than in accredited 

courses, reference was made to the fact that the competencies were 

sometimes ‘mixed and matched’ with other competency frameworks, were 

adapted to local contexts and that their use was often ‘ad hoc’ and ‘implicit’: 

‘I do not name the CompHP framework… I talk about them, but I 

do not name them.’ 
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Impact of the competencies at country level 

No formal evaluation of the impact of the competencies had been 

undertaken in either country but all informants stated that their experience 

of implementing them had been very positive. Impact was most frequently 

reported in the context of improved quality of education and training, 

greater recognition of Health Promotion, and improved quality assurance in 

both countries, with reference to major impact in the context of the 

professional association and professional registration in Ireland (Figure 5.1). 

Factors influencing the implementation of the competencies 

The main themes emerging from the data from Ireland and Italy in 

relation to factors influencing the implementation of the competencies are 

illustrated in Figures 5.1 and 5.2. The size of the shapes in the figures reflect 

the weighting attributed to the themes based on how frequently informants 

referred to each theme and the emphasis they placed upon specific issues in 

the interviews. 

The themes emerging from the Irish data focused on a number of key 

factors that were considered major influencers on implementation (Figure 

5.1) with a more diverse and less focused pattern of themes emerging from 

the Italian data (Figure 5.2).  

  



Chapter 5 Findings  

103 

 

Figure 5.1 Key factors facilitating and limiting implementation of the 

CompHP Competencies at country level in Ireland. 

 

Figure 5.2 Key factors facilitating and limiting implementation of the  

CompHP Competencies at country level in Italy. 
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Facilitating factors  

The main facilitating factors identified in Ireland reflected the 

established level of Health Promotion capacity, for example, the presence of 

the Health Promotion Professional Association/National Accreditation 

Organisation (NAO) and the role it continues to play in implementing the 

competencies: 

‘the Association has done hugely valuable work on the CompHP 

Competencies…there is a momentum behind it.’ 

‘ The Professional Association’s  focus on the competencies is 

extremely beneficial… has  motivated people  and is  hugely 

valuable.’ 

‘the AHPI is driving implementation… supporting practitioners to 

register and then employers utilising them (competencies) and 

professional development planning being structured around them.’ 

It was also reported that implementing the competencies had been 

beneficial for the association: 

‘I think they resulted in a kind of consolidation of the association 

… it’s been really helpful for that – and it a more active 

organisation now … it’s a more vibrant organisation on the back 

of this’. 

However, a lack of resources was highlighted as a potential limiting 

factor, as the professional association and NAO both operate on a voluntary 

basis. Implementing the competencies in the context of establishing 

voluntary professional registration by the NAO was viewed as a positive 
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step towards gaining statutory recognition for Health Promotion which, in 

turn, was viewed as likely to support their future implementation. 

‘(Competencies are) very useful in regard to statutory recognition  – 

that would be the panacea  but I am afraid it’s a bit away. But having 

the competencies is a first step and having the registration process is 

great 

‘to have our own competencies and registration in place is a good 

stepping-stone towards CORU 30registration down the line.’ 

Most Irish informants referred to the positive impact of the 

implementation of the competencies in the context of Health Promotion 

education.  

‘the more embed and centring of work and experiences is around the 

competencies at the educational level the more widely understood and 

used  they will become’ 

A majority of informants indicated that they had become aware of the 

competencies as students on Health Promotion courses and/or through an 

annual Health Promotion conference hosted by an academic institution. The 

leadership role played by Irish academics in developing and in supporting 

the implementation of the competencies was regarded as an important 

facilitating factor. Graduates of accredited courses were also recognised as 

potential champions for future implementation. 

 

30 Irish professional registration body ( https://www.coru.ie/) 

https://www.coru.ie/


Chapter 5 Findings  

106 

 

Frequent reference was also made to the usefulness of the 

competencies in the context of a specialised Health Promotion workforce in 

Ireland. For example, the competencies were reported as being useful in 

gaining recognition for and defining Health Promotion roles, assuring 

quality, underpinning education and informing CPD: 

‘I think a competency framework is like a safety blanket or a 

protection and definition of what we do in a very succinct way.’ 

Despite concerns about the level of awareness of the competencies, 

there was reference to support for their implementation in the workforce: 

‘people who are working on the ground are keen for this 

(implementation) to happen…they see the value in the CompHP 

Competencies.’ 

In Italy, the main facilitating factors identified included ‘champions’ 

i.e., key people in the Health Promotion community who had shown 

leadership and championed the development and implementation of the 

competencies. Graduates of accredited Health Promotion courses were again 

regarded as future champions for the competencies.  

‘some who have graduated from our course are now in central 

positions and looking at the Health Promotion plans and government 

training.’ 

‘students are a way of championing (the competencies) when they go 

way to work somewhere they are the agents of change.’  

Some informants also highlighted that they, and their organisation, 

were championing the competencies: 
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‘when we speak about Health Promotion on every occasion, we 

use the CompHP Competencies.’ 

The importance of Health Promotion education and training as a 

facilitating factor was emphasised in Italy and it was suggested that: 

‘the demand for the competencies will progressively increase as a 

consequence of more effective Health Promotion training and 

universities courses.’ 

Those currently implementing the competencies in education and 

training were regarded as role models for others wishing to develop 

competency-based curricula. The role undertaken by education and training 

organisations in disseminating information on the competencies was also 

acknowledged.31 

In Italy, despite the reported predominance of prevention and the 

‘medical model’ of public health, reference to a growing interest in Health 

Promotion approaches in some regions and in national organisations was 

suggested as a facilitating factor. Despite concerns about a general lack of 

awareness, some informants suggested that: 

‘the people we work with… like regions, groups, colleagues…they are 

very, very interested in the competencies.’ 

 
31 e.g., through newsletters: http://cespes.unipg.it/ and  https://www.dors.it;peer-reviewed 

articles  (e.g., Mereu at al., 2014) and knowledge transfer via a ‘best practice’ website. 

https://www.dors.it  
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‘Within the regions there is a strong and recognise need for the 

Competencies and the regional governments where they know about 

them… they want  them.’  

Factors with both facilitating and limiting elements  

In both countries, factors were identified that were considered to have 

potential to either support and/or limit the implementation of the 

competencies. For example, in Ireland organisational changes within the 

health service were identified as having both facilitating and limiting 

potential. Informants across all sectors stressed that the position of Health 

Promotion within the Health Service Executive, the largest employer of 

Health Promotion practitioners in Ireland, was a pivotal factor in 

implementing the competencies nationally. However, what was described as 

‘constant organisational change’ within the health service in recent years 

was considered by some as potentially threatening the sustainability of 

Health Promotion roles and functions and thus the relevance of the 

competencies. It was also suggested, however, that in this context, the 

competencies are an authoritative source when arguing to maintain Health 

Promotion capacity. Changes in leadership in the organisation were also 

considered to offer opportunities, but also pose challenges to 

implementation: 

‘the national leadership in Health Promotion in the service will have 

a much different role…so maybe there is an opportunity for more buy-

in of the competencies… equally there might be more resistance.’ 
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‘I think the core competencies can offer a context for a conversation 

that might need to be had in different places in terms of what the role 

and function of Health Promotion  is under this new structure’.   

While some informants believed that the competencies were not 

recognised by senior level health service managers, the fact that they had 

recently been referenced in the recruitment and selection of new Health 

Promotion managers within the re-organised health service was viewed as a 

positive step for their future implementation. 

‘The fact that the interviews and job descriptions were based around 

the Competencies is definitely a very good sign – it’s probably the 

most positive sign I have seen towards them.’ 

In Italy, the development of a national professional body or NAO was 

viewed as having the potential to facilitate the implementation of the 

competencies. but ongoing delays in doing were viewed as a limiting factor.   

It was reported that if ongoing plans to establish a NAO came to 

fruition this would give impetus to implementing the competencies. 

 ‘At this point an Italian NAO could certainly help this process of 

implementation… so we have to start to advocate this.’   

‘ I hope we can start NAO… this could help in the future to have a 

wider diffusion about the competencies and knowledge about the 

competency system.’ 

However, progress on the development of the NAO was described as 

‘difficult and slow’ with ‘difficulties in engaging people.’ Resistance to 

establishing a NAO also reported: 
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‘there is a lot of resistance to that… because to people who work 

in public health, Health Promotion is something that is regarded 

as a natural part of the public health profession…not a 

competency that you have to support and improve.’ 

Concerns were also expressed about the potential for inequities in 

access to the registration system managed by the NAO  across regions :  

‘the richer regions will get the system and the others not … you will 

see many regions from the north and less regions from the south 

involved in this process and for me at national level this is important.’ 

Other difficulties identified in setting up a NAO included a lack of 

support from decision-makers, overall bureaucracy, and limited resources.  

Limiting Factors  

There were commonalities across the main factors identified as 

limiting the implementing of the competencies in both countries. These 

factors included a lack of awareness of the competencies, the status of 

Health Promotion and the professional status and/or profile of Health 

Promotion practitioners.  

In Ireland, most informants reported that limited awareness of the 

competencies across all levels and settings was a major barrier to their 

implementation, in particular in relation to employers and decision-

makers.  

‘employers are not aware or just don’t  have a good 

understanding of these competencies and what Health Promotion  

can do.’ 



Chapter 5 Findings  

111 

 

‘Little or no awareness (of the competencies) at policy level.’ 

Practitioners who were not involved with the professional 

association and/or who work outside the capital city were identified as 

being less likely to be aware of the competencies. It was suggested that 

there had been more awareness of the competencies when they were 

first developed, and it was strongly emphasised that more targeted and 

sustained dissemination of information was required.  

In Italy, all informants were of the opinion that there was very little 

awareness of the competencies across all levels and that this was a major 

block to their implementation: 

‘Some are aware… but a few people… there isn’t a critical mass 

for change at national, regional or local level or within the 

university.’ 

‘I think everyone who works in Health Promotion needs to know 

and apply the competencies, but they don’t  know, understand or 

recognise them.’  

It was again reported that very few employers were aware of the 

competencies, despite being a key group that need to be involved in their 

implementation and it was emphasised that this situation needs to be 

addressed.  

‘Employers… not many know… but we work  to make them aware… it 

is slow and difficult.’  
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Overall awareness was summarised as: 

‘they are not widely known…little spots in different places and 

these are not linked together.’ 

The status of Health Promotion at policy level was highlighted as a 

pivotal factor in implementing the competencies in both countries.  

In Ireland it was reported that: 

‘where Health Promotion is ‘at’, at a policy level, makes a big 

difference in implementing them as all funding comes through the 

policy stream.’ 

Some informants referred to a ‘shift’ from the ‘settings approach’ to a 

‘health and wellbeing’ approach in the current ‘Healthy Ireland’ policy 

(Department of Health 2013), with Health Promotion being integrated into 

the wider health and social care agenda. This shift was linked to fears of 

negative repercussions for the implementation of the competencies if 

changes in terminology meant that Health Promotion was not specifically 

referenced in funding streams and national policies: 

‘The term Health Promotion is not used anymore in the health 

service…it’s now ‘health and wellbeing’…this hinders the uptake 

of the competencies and registration.’ 

Limitations on funding for Health Promotion at national level, 

associated with political imperatives to focus on acute care services were 

also considered as likely to have a negative impact on implementing the 

competencies.  
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However, a few informants considered that the situation for Health 

Promotion had improved with ‘more reference to Health Promotion in 

government strategies and more jobs’ - resulting in a more positive 

environment for implementing the competencies. 

Overall, the  Competencies were viewed as having potential to remedy 

the lack of status of Health Promotion practitioners, for example:   

‘I think they (the competencies) have the potential still to help the 

status of the  Health Promotion whether we call it a profession or 

not.’ 

Many informants in Italy reported that Health Promotion was not well 

understood, supported or implemented at national and regional levels, and 

that this created barriers to implementing the competencies: 

‘knowledge is very low about Health Promotion and lots of 

people confuse Health Promotion with prevention or Health 

Education … so it’s very, very difficult about the competencies.’ 

Some informants considered that national policy was overly focused 

on prevention, while others argued that it was the application of the policy 

across a devolved health system that was problematic. In this context 

reference was made to a stronger commitment to Health Promotion in 

northern regions. 

Many informants reported that prevention and Health Education 

actions were often mislabeled as Health Promotion. It was suggested that 

referencing the competencies as to what constituted Health Promotion 

provided an authoritative approach when challenging this situation. 



Chapter 5 Findings  

114 

 

Issues relating to professional status and identify, while nuanced 

differently in the Irish and Italian context, were identified as limiting factors 

in both. A greater emphasis on the negative influence of these factors on 

implementation was evident in Italy. The fact that Health Promotion is not 

formally recognised as a profession in Ireland was believed by many to have 

negative implications for the competencies, as: 

‘it appears that anybody without a professional qualification in 

Health Promotion or without experience is entitled to, and has the 

ability to, do Health Promotion.’ 

Professional status was regarded as being particularly important for 

Health Promotion practitioners working in the health service as their 

employment is currently graded as administrative rather than professional. 

For all informants, referencing the competencies was viewed as useful when 

making the case for professional status. 

In Italy, the fact that there is no specific Health Promotion 

professional profile, combined with the strict statutory regulation of 

professions and meticulous delineation of professional boundaries were 

identified as major limiting factors in implementing the competencies in all 

settings: 

‘it’s the legal title of the degree…so you can do a profession only 

if you have this degree…it’s very difficult…it would be an 

enormous change in legislation (to recognise Health 

Promotion)… I don’t think it is possible.’ 
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As most recruitment calls for employment in the context of Health 

Promotion in Italy require that the applicant be registered in a statutorily 

recognised profession, it was argued that: 

‘you can have Health Promotion registration and know the 

competencies but unless you have registration and education in a 

defined area you are not able to apply for public calls.’ 

Doubts were also expressed about the possibility, or even the 

desirability, of statutory recognition of Health Promotion: 

‘I don’t think it’s possible to create a Health Promotion practitioner 

register...as a profession…because we have a particular legislation 

about the different professions…most of the people are not agreeing 

with this kind of definition…to recognise Health Promotion because 

different professionals are involved in Health promotion and each 

single profession has a special register so it’s very, very difficult.’ 

This situation was viewed as part of a wider problem as:  

‘some employers have difficulty recognising nursing or 

physiotherapy as a profession like medicine … we are still very 

medically oriented… so it’s very complicated to work on Health 

Promotion … but it’s not only with Health Promotion.’ 

There was also little evidence of support for a Health Promotion specific 

workforce: 

‘Health Promotion professionals…it’s not so widespread in 

Italy… I think it is better to have a specific Health Promotion 

module for psychologists, for medical or education practitioners.’ 
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It was suggested that in the Italian professional context the best way 

forward might, therefore, be to emphasise the value of the competencies as a 

quality assurance framework and competency-based registration as a 

valuable ‘added’ title for practitioners with other professional titles: 

‘maybe it is possible we can try another way… use the registration  

and the Competencies as a quality (standard)… if you have the label 

of Health Promotion practitioner it is  an addition… but not as a 

professional title’ 

Some limiting factors identified were specific to Italy, for example, 

although the competencies have been translated into Italian (Barbera et al., 

2014), a number of informants identified language as a barrier in their 

implementation and viewed developing a NAO as a way to overcome this 

difficulty: 

‘if they (the competencies) remain in English and the registration 

is in English…we have a few people only in Italy (able) to use 

them.’ 

‘we will have a NAO for accreditation in Italy because the 

language is a big wall.’ 

It was also suggested that the current translation of the competencies 

should be reviewed, paying particular attention to translating key concepts: 

A lack of Health Promotion education and training was viewed as a 

factor limiting the implementation of the competencies in Italy. However, 

the competencies were suggested as an authoritative source when arguing 

for more, and better quality, education and training. 



Chapter 5 Findings  

117 

 

Bureaucracy was another factor identified by a number of Italian 

informants as a reason for slow progress in implementing the competencies: 

‘In Italy it’s a slow process related to the characteristics of the 

system…not only the competencies…the system overall is very 

slow…bureaucracy is a problem.’ 

A few informants suggested that as there was not much experience of 

using competency-based approaches in general in Italy this could be a 

barrier when implementing the CompHP competencies. However, one 

informant reported: 

‘Competencies as a professional discourse is coming into the 

professional culture.’ 

5.2.4 Advice on implementation  

In response to a question on what advice they would give to 

others intending to implement the CompHP Competencies, informants 

in both countries recommended that implementation be linked to 

current situations and interests: 

Irish informant: ‘ Focus /reflect on what is already being done  

and link the competencies to that - it’s less threatening’.  

Italian informant ‘ it depends on the situation,  for example, in 

one region we use their interest in developing some research on 

how they could use the competencies.’ 

Knowledge and deep understanding of the competencies was 

highlighted in Ireland as a prerequisite for implementation, while in 
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Italy the focus was on knowledge and understanding of Health 

Promotion. 

In the Irish context further advice focused on : 

• Using the CompHP handbooks / IUHPE website as the basis for 

implementation  -  ‘ Our bible is 3 in 1 Handbook’ 32 

• Informing the wider workforce  – not just the implementation 

team - to get understanding/buy in  

• Using the Competencies as a structure and tool in decision- 

making  

• Considering the benefits and ‘go for it’ 

• Gathering peers and brainstorming what implementation will look 

like.  

Italian informants advised:  

• Bottom up process with professionals  

• Selecting best practice in implementation then highlight outcomes 

to leaders/policy makers  

• Implementing through teaching, publications/contact with 

colleagues  

• Talking to those who have already implemented them . 

 

32 i.e., Barry et al. 2012 
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Creating enthusiasm for the implementation of the Competencies 

was also highlighted by an Italian informant while another emphasised 

the need to internalise them:  

‘Competencies need to become the mentality of the person so that 

when they use them they talk to people with passion’. 

5.2.5 Overview of findings Phase 3 

Overall, the findings from the case study show that while the 

CompHP Competencies have been implemented in different settings 

and contexts in both Ireland and Italy, the modes and rates of progress 

of implementation differ. The findings also suggest that the levels of 

Health Promotion infrastructure and capacity at a country level are 

important influencers in the implementation of the competencies. 
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CHAPTER 6  

 Discussion  

6.1 Introduction and overview  

This chapter discusses the findings from Phases 2 and 3 of the study in 

the context of the relevant literature. The implications of the overall findings 

are considered with regard to the role of the competencies in developing 

quality assurance for Health Promotion practice, education and training and 

the benefits that were expected to accrue from their implementation. The 

strengths and weaknesses of the study are also considered in this chapter.  

6.2 Discussion Phase 2 

The findings from the online survey, while limited by a low response 

rate, provide some useful insights into the uptake and impact of the 

competencies in Health Promotion practice, education and training together 

with current attitudes and intentions among Health Promotion professionals 

in Europe regarding their use. As only two examples of the evaluation of 

Health Promotion competencies were found in the literature there is little 

data available to use as comparators for the study findings. However, 

findings on the levels of awareness (88%) and knowledge (75%) of the 

competencies among respondents were similar to those found in New 

Zealand (Hicks, 2013).  

The data on the use and impact of the competencies from the survey, 

while not constituting a statistically valid baseline for future measurement, 

do provide the basis for some comparisons for future research. The findings 
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are, therefore, a useful addition to the very limited evidence base on the use 

and impact of Health Promotion competencies. 

The findings from the online survey offer an insight into individual 

attitudes and intentions with regard to the use of the competencies and 

perceived norms regarding their importance, relevance and usefulness to 

Health Promotion practice, education and training. Overall, respondents’ 

attitudes to the competencies were generally positive, with trends in the data 

suggesting that those who had not used the competencies displayed fewer 

positive attitudes and reported lower levels of confidence in, and control 

over, their use in practice compared to those who had used them. While the 

competencies were reported to be important to a range of key Health 

Promotion organisations and stakeholders, those who had used them were 

more likely to consider this to be the case. However, in view of the low 

response to the survey, these findings need to be validated for their 

statistical significance in future research using a larger survey sample. 

While just over half of the respondents (53%) reported that the 

competencies were used in their country, less than half (46%) were sure of 

plans to use them in the future. This finding reflects that in New Zealand 

where a majority of respondents were unsure of the future plans that 

organisations may have regarding future implementation of the national  

Health Promotion Competencies (Hicks, 2013). 

Despite generally positive attitudes and high levels of perceived 

Health Promotion capacity at country level, factors that had been expected 

to positively influence respondents’ use of the competencies (Clinton al., 

2016), just over half of respondents (54%) had used them in their practice. 
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While no comparable data is available, it can be argued that the level 

of use of the competencies found in the study is lower than might be 

expected, given that respondents’ reported high levels of awareness of, and 

generally positive attitudes to, the competencies and the fact that 30% of 

respondents had been involved in their development.  

In terms of future use, while 60% of respondents stated they intended 

to use the competencies in the future, less than half (44%) had specific plans 

to do so. Clinton et al. (2016) suggested that future use of quality 

frameworks can be projected based on expressed intention to use them in 

the next six months, with future use more likely if there are specific plans to 

do so. If this is the case, these findings are a cause of concern for the future 

uptake and use of the competencies. These findings also highlight the need 

for further research on the factors that influence the use of the competencies 

and how best to advocate for, and support, their implementation. 

Health Promotion education was the area of both highest current and 

expected future use of the competencies and also where the highest current 

and expected future rates of impact were reported. The fact that the majority 

of those responding worked in Health Promotion education (65%) may have 

influenced this finding. However, it is possible that the competencies are 

more useful to, and more easily used by, those working in Health Promotion 

education and that tangible evidence of their impact is more easily 

demonstrated in this area (e.g., in curriculum development). This finding 

also suggests that the competencies have the potential for long-term impact 

on Health Promotion through their use by student cohorts in their future 

practice.
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The findings are somewhat mixed in terms of the support and 

resources that were identified as likely to influence the use of the 

competencies. Respondents’ perceptions of levels of Health Promotion 

capacity in their country were higher than might have been expected based 

on the literature and few differences were found in relation to perceived 

capacity between users and non-users of the competencies.  

However, a lack of recognition of, and support for, the competencies 

across key stakeholder groups emerges as a potentially critical limiting 

factor in implementing the competencies. The finding that some key 

stakeholder groups, including employers, were perceived as not supporting 

the competencies33 was of particular significance. The importance of these 

findings is underscored by references in the literature to the need to secure 

‘buy-in’ from key stakeholders when implementing competencies (Cotter, 

2015; Gallardo at al., 2012; Speller et al., 2012; Speller, Parish, Davidson 

and Zilnyk, 2012). This finding also relates to the acceptance and use of the 

competencies as a ‘perceived norm’ within the Health Promotion 

community as a key influencing factor in decision-making on their uptake. 

This is the case as individuals’ perceptions of the competencies usefulness 

and relevance - and their decisions to use them - are likely to be influenced 

by key stakeholders, such as employers, accept and used them (Clinton et 

al., 2016; Cotter, 2015). It is important to note that, in their comments, 

 

33i.e., 19% of respondents strongly agreed or agreed that employers of Health Promotion 

practitioners supported the competencies; 18% that Health service managers and 

managers in other Health Promotion organisations did so and 17% National and regional 

governments with a remit for Health Promotion supported them. 

 



Chapter 6 Discussion  

124 

 

respondents attributed the stakeholders’ lack of recognition of and 

support for the competencies to the fact that they were not aware of them 

and/or were not aware of Health Promotion as a professional area of 

competence. These findings highlight that raising awareness of the 

competencies among key stakeholders, including policymakers, academic 

institutions and employers. is critical to progressing their uptake and 

implementation at a country level.  

In terms of impact of the competencies, the majority of those 

responding were unsure about their impact and some indicated that they had 

not been used. However, of the remainder, a majority indicated that the 

competencies have had an impact in practice with evidence of impact 

available in some cases. Impact was also reported in 14 of the 25 countries 

from which responses were received.  

While the significance of findings on the impact of the competencies 

is limited by the low response rate, the fact, that as in New Zealand (Hicks, 

2013), they show that respondents could identify changes which they 

attributed to the implementation of competencies is a positive indicator for 

future implementation. The relatively positive findings on the impact of the 

competencies to date is a positive message to share in advocating for their 

implementation and in future marketing of their value to key stakeholders. 

Overall, the findings from the survey support previous findings in the 

literature that levels of support and attitudes influence respondents’ use of 

the competencies. The responses of those who had, and those who had not, 

used the competencies tended to follow the expected patterns across most of 

the factors and attitudes identified. The reported lack of support for, and 
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formal recognition of, the competencies by key organisations and 

stakeholders at a country level emerged as a potentially critical factor 

limiting their use.  

Although most respondents were unsure if the competencies did have 

an impact, of those that did, the majority considered that change could be 

attributed to their implementation with some specific evidence available in 

relation to their impact on practice, education and CPD. This finding could 

be useful in advocating for their future implementation, while 

acknowledging that further research is required to establish more evidence 

of impact overall and specific impact across different settings.
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6.3 Discussion Phase 3  

The case study findings in Phase 3 provide valuable data on the 

broader contextual factors that were perceived as influencing the 

implementation of the competencies at a country level in Ireland and Italy.  

The findings from the desk review provided an overview of the 

contexts within which Health Promotion is actioned in Ireland and Italy and 

demonstrated differences in their levels of Health Promotion capacity. The 

findings show that Ireland has higher and longer established levels of Health 

Promotion capacity, across a range of indicators, compared to Italy (see 

Table1, Paper 3). 

The findings indicate that while the competencies have been 

implemented in different settings and contexts in both Ireland and Italy, the 

modes and rates of progress of their implementation differed, reflecting their 

levels of Health Promotion capacity. These findings support those in the 

literature as discussed in Chapter 3, that suggest that levels of Health 

Promotion infrastructure and capacity at a country level are important 

influencers in the implementation of the competencies.  

Many of the factors identified as influencing the implementation of 

the competencies in both countries reflected those had identified in the 

literature. These include reference to the influence of the wider social, 

political and cultural environment and to Health Promotion capacity 

comprising a specialised workforce, professional profiles/recognition, 

education and professional associations as highlighted in Chapter 3. 
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There were some commonalities across the findings from the two 

countries with regard to the factors considered to influence implementation 

of the competencies, in particular a lack of awareness of the competencies 

was identified as a major limiting factor in both countries. Overall, more 

facilitating factors were identified in Ireland, as might be expected given its 

more advanced levels of Health Promotion infrastructure and capacity.  

The differences found between Ireland and Italy in relation to Health 

Promotion status and levels of capacity in turn influenced all aspects of 

implementation. For example, in Ireland the existence of a Health 

Promotion professional association was identified as a main facilitating 

factor with the organisation providing professional leadership and 

organisational support in implementing the competencies at a country level. 

In contrast, in Italy, the main facilitating factor identified was individual 

champions, likely indicating the need to develop and strengthen Health 

Promotion capacity and structures within which to formally implement the 

competencies. 

While the current status of Health Promotion was viewed as a limiting 

factor in both countries, the underlying reasons were different. In Ireland the 

focus was on changes in approach in a well-established Health Promotion 

policy context. In Italy, concerns focused on a national policy that centred 

on prevention and on a lack of knowledge and understanding of Health 

Promotion. However, there was recognition in both countries that the 

competencies have a major role to play in advocating for, developing, and 

maintaining the status and profile of Health Promotion. 
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As had been recognised from the inception of the CompHP Core 

Competencies Framework (Dempsey et al., 2011b, p.5), differences in 

specific practices and policy  influenced how the competencies were 

implemented in both countries. For example, in Ireland the competencies 

were formally implemented  mainly in the context of the accreditation of 

Health Promotion courses and registration of practitioners by the Irish NAO. 

However, in the Italian professional context, the emphasis was on the  value 

of the competencies as a quality assurance framework for use by other 

health professionals in undertaking their Health Promotion roles and in 

informing their Health Promotion education and training. 

In Ireland, implementing the competencies within a professional 

registration system was viewed as a stepping stone to statutory recognition 

of Health Promotion as a profession. In contrast, competency-based 

registration in Italy was described as a valuable ‘added’ title for 

practitioners with other professional titles rather than delineating a specific 

Health Promotion professional identify. While both modes of 

implementation have the potential to increase Health Promotion capacity, it 

may prove more difficult to formally implement the competencies and to 

measure their impact in the more diverse Italian context.  

Taub et al. (2009) point to the cultural variations in the roles of 

medicine, Public Health, and Health Promotion34 in various countries that 

have influenced concepts of professional practice, professional preparation, 

and professional authority and autonomy. Mereu et al. (2014) also refer to 

 
34 Reference is also made to Health Education, but this is not relevant to the argument.  
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the fact that the professional status of people working in Public Health 

and Health Promotion across Europe is characterised by a wide diversity, 

according to national laws, traditions, power relationships and systems. 

Issues relating to professional status and identify, while nuanced differently 

in the Irish and Italian contexts, were identified as limiting factors, with a 

greater emphasis on the negative influence of these factors on 

implementation in Italy. For example, the fact that there is no specific 

Health Promotion professional profile, combined with the strict statutory 

regulation of professions and meticulous delineation of professional 

boundaries in Italy, was perceived as a major limiting factor in all settings. 

There were also reports of opposition from some in Public Health in Italy, 

as Health Promotion is not recognised as a distinct profession with its own 

competencies, findings not replicated in the Irish data. Conversely, 

development of a National Accreditation Organisation by the Health 

Promotion professional association, the support of the specialised 

workforce, and the potential for statutory recognition as a profession, were 

all identified as facilitating the implementation of the competencies in 

Ireland. 

Organisational cultures, in particular with reference to the 

management of changes, were identified as pertinent to the likelihood and 

rate of implementation of the competencies in both countries. In Ireland 

ongoing organisational change in the health service was viewed as 

potentially posing threats to implementing the competencies, although it 

was also considered to offer some opportunities. In Italy, slow progress in 

implementing the competencies was attributed to a culture of resistance to 
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change and bureaucracy. These findings point to the need to take 

cognisance of how change is managed and tolerated within specific 

organisational contexts as a factor when implementing the competencies. 

The issue of language as a barrier to implementing the competencies 

was raised in Italy, with added emphasis on the fact that translation is 

challenging given different cultural and linguistic interpretations of key 

concepts and core words in the competency context. These difficulties 

reinforce the need for translation of the competencies to be a cooperative 

endeavour between skilled translators and experts with a solid grounding in 

Health Promotion. The finding also suggests that future research on the 

implementation of the competencies should be conducted in 

respondents’/informants’ first language. 

Low levels of awareness of the competencies across all settings and 

groups were reported in both countries. There was a particular emphasis on 

the lack of awareness among employers despite the fact they were a key 

group that need to be involved in their implementation. This finding is 

significant in view of references in the literature regarding the need for 

‘buy-in’ by key stakeholders such as employers, as discussed in Chapter 3. 

Irrespective of any other influencing factors, lack of awareness has the 

potential to undermine future implementation, not only in Ireland and Italy, 

but also in other countries. This finding emphasises the urgent need for 

more targeted and sustained information-sharing and marketing of the 

competencies at all levels and greater advocacy to ensure their 

implementation.
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The findings from Ireland and Italy demonstrated the usefulness of the 

Consolidated Framework for Implementation Research (CFIR) in  

facilitating an understanding of the policy, practice and organisational 

contexts within which the competencies were implemented, as captured in 

the CFIR ‘outer setting’ construct. The CFIR ‘inner setting’ construct  that 

was applied at country level in the study, helped to capture issues related to 

readiness to implement and resources and support within and between the 

two countries. Highlighting the interrelationship between findings in the 

‘outer’ and ‘inner’ constructs helped to shed light on how capacity levels 

reflect whether national policy is focused on Health Promotion and how 

levels of capacity in turn influence levels of readiness to implement and, 

ultimately, if and how the competencies are implemented. The CFIR 

implementation process construct, including the sub-constructs of planning, 

use, champions, leadership, reflection and evaluation also proved useful in 

the identification and understanding of these factors in the different country 

settings.  

While the case study focused on implementing the competencies in 

two European countries, there are insights from their experience that can 

inform future implementation and research on progress in other countries. 

For example, the findings on the contextual factors influencing 

implementation of the competencies at country level, in particular when 

combined with those of the online survey on individual decision-making, 

give an appreciation of the complexities that need to be addressed at 

professional and organisational levels. These complexities included 

leadership, norms, structures and processes that will need to be addressed in 
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both future implementation and research on progress. It is suggested 

that the CFIR can be a useful tool in identifying and harnessing these 

factors, not only in future research, but also in structuring planning for 

implementation in different regions and settings to ensure that appropriate 

supports are in place.  

In terms of future research, the case study begins to address the gap in 

the literature on evaluating the take-up, use and impact of Health Promotion 

competencies. However, as the uptake of the competencies expands to other 

countries and regions, more in-depth exploration will be required to 

understand the specific factors that will influence their implementation.  
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6.4 Discussion of overall study findings 

This study was initiated in the context of a very limited evidence base 

on the use and impact of Health Promotion competencies, despite the fact 

that the CompHP Competencies have been in circulation for over five years 

and that competency-based approaches to Health Promotion have been in 

use  over past three decades. The study findings begin to address this gap in 

the evidence base in relation to the CompHP competencies specifically and 

Health Promotion competencies generally. The findings also highlight the 

importance of such research, not only in documenting progress in the use 

and impact of the competencies but also in developing a better 

understanding of the factors that facilitate and limit their implementation.  

The findings on the levels of the use of the competencies across the 

European Health Promotion community five years after their publication 

indicated that these were as high as could be hoped. However, there are 

encouraging indications for their future implementation in terms of the 

positive attitudes expressed towards to them and the evidence of their early 

impact on key aspects of Health Promotion. The study findings show that 

the competencies have had an impact, although at different levels, in 

relation to the benefits that were expected to ensue from their 

implementation. For example, there is evidence that the competencies have 

been instrumental in developing and implementing quality assurance of 

practice, education and training in the context of the IUHPE Health 

Promotion Accreditation System, with reference to this in both phases of the 

study. The findings also indicate that the development and implementation 
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of the competencies has provided a means for developing a shared vision of 

what constitutes the specific knowledge and skills required for effective and 

ethical Health Promotion practice and serve as criteria for assessing that 

knowledge and skill, again mainly in the context of accreditation.  

The findings from the case study offer some specific examples of how 

the competencies have been used in relation to the roles that they were 

expected to play at their inception. For example, findings in Ireland give 

evidence that the competencies are playing a role in consolidating the status 

of Health Promotion as a specialised field of practice, both within the 

national Health Promotion association/NAO and in maintaining and 

developing Health Promotion roles and functions in the re-organised health 

service.  

There is evidence that the competencies are providing clear guidelines 

for the knowledge, skills and values needed to practice in the context of 

Health Promotion professional organisation/NAO in Ireland, in accredited 

courses in both Ireland and Italy and in the education and training of health 

professionals in Italy. In these contexts, the competencies provide a 

common language and underpin a shared understanding of the ethical 

dimensions and scope of Health Promotion action. In Ireland there was also 

reference to the competencies contributing to greater recognition and 

validation of Health Promotion in the context of developing the Irish NAO, 

with scope for future statutory professional recognition. The competencies 

have also assisted employers and managers in developing job descriptions 

and interview questions for new Health Promotion management posts.
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 However, the need to address a lack of awareness about the 

competencies emerges as a matter of some urgency in terms of the future for 

the  competencies in both phases of the research. Awareness raising 

endeavours will need to disseminate information on the competencies that is 

tailored to specific cultural and organisational contexts and target audiences 

using marketing strategies to engage all stakeholders in their 

implementation.
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6.5 Conclusions 

The overall aim of the study to evaluate the use and impact of the 

competencies has been met. The study findings demonstrate not only that 

the competencies are being used in Europe, albeit at relatively low levels, 

but also that they have had an impact. The findings also show that the 

competencies are beginning to play their expected role in assuring the 

quality of Health Promotion across a range contexts and settings, with some 

evidence of their impact available.  

The findings also reinforce the need to identify and understand the 

contexts within which Health Promotion is practiced and the factors that 

influence the implementation of the competencies across these differing 

contexts. However, the overall lack of awareness of the competencies at all 

levels, that was evident in both phases of the study, poses a potential threat 

to their future implementation.  

While the findings from the study are a useful addition to the limited 

evidence base on the use and impact of Health Promotion competencies 

further research is required to inform future implementation. Details of the 

methodological strengths and weaknesses of this study that can inform 

future research are considered in the next section.  
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6.6 Strengths and limitations of the study  

6.6.1 Strengths  

This study is the first empirical follow-up on the use of the CompHP 

competencies in the European context, addressing both individual level and 

country level factors that influence their take-up, use and impact. 

In terms of the benefits of using a mixed-methods approach, the 

arguments that the use of both qualitative and quantitative methods in 

combination may provide a better understanding of research problems and 

complex phenomena, as discussed in Chapter 4, were well demonstrated in 

the study. As argued by Tariq and Woodman (2013), the approach was 

‘powerful’ when addressing the complex, multifaceted issues related to the 

implementation of Health Promotion competencies. 

 The ‘explanatory’ sequencing of the mixed-method approach allowed 

for findings from the quantitative survey (Phase 2) on factors influencing 

the use of the competencies at individual level to inform, be expanded upon, 

and further clarified in relation to system level factors at a country level in 

the case study (Phase 3). For example, findings in the survey regarding a 

lack of support for the competencies by key stakeholders pointed to the need 

to explore their implementation at country level. The multi-phased approach 

to the study overall thus allowed for triangulation of the findings that added 

to a deeper  understanding of the complexities of the  interrelationship 

between and across influencing factors at different levels of implementation. 

Comments from survey respondents (for example, regarding a lack of 

awareness of, and support for, the competencies among key stakeholders, 
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influenced the design of the qualitative case study questions and the ‘type’ 

of informants that were invited to participate (i.e., those who were 

knowledgeable about the contexts within which Health Promotion is 

practiced and how the competencies had been used to date in their country). 

The findings from the qualitative stage further explored and reinforced key 

findings from the survey in relation to an overall lack of awareness, of 

particular concern in relation to employers and how this constitutes a major 

limiting factor  in implementing the competencies at both individual and 

country levels.   

The study drew on specific theoretical frameworks in evaluating the 

use and impact of Health Promotion competencies. For example, the model 

of successful implementation developed by Clinton et al. (2016), which 

built on the Theory of Planned Behaviour (Ajzen, 1991), formed the basis 

for many of the questions posed in the online survey. The use of the CFIR 

as a conceptual framework in the case study guided the assessment of the 

multilevel implementation of the competencies in both countries and 

assisted in identifying the main factors that influenced the level of 

implementation achieved. The fact that CFIR is intended to be tailored to 

the specific context being studied allowed for selection of constructs that 

best matched the study aims. This included the innovative use of the sub-

constructs of the ‘inner setting’, usually applied at organisational level, to 

explore aspects of implementation at a country level, for example, in terms 

of levels of readiness to implement. The case study also drew on agreed 

consensus standards for reporting case studies.



Chapter 6 Discussion  

139 

 

The study also drew on and validated many of the findings in the 

international literature, in particular in relation to the factors that were 

considered likely to influence their implementation (as discussed in Chapter 

3). For example, suggestions that levels of Health Promotion capacity would 

influence implementation, as frequently reported in the literature, were also  

supported in the case study. 

In terms of the online survey, despite the limitations caused by the low 

response rate, it provided, if in a more limited way than planned, insight into 

progress in the use and impact of the competencies on Health Promotion 

practice, education and training in Europe that was not previously available. 

As discussed, findings on the influence of individual decision-making 

behaviours in relation to the use of the competencies were contextualised by 

the findings on the influence of systems level and organisational factors in 

the third phase. 

The decision to use a case study approach in the final phase of the 

study had been substantiated by its use in similar evaluations of 

implementation quality frameworks, such as Clinton et al. (2015) and 

Turner et al. (2013). This decision was validated by the amount and quality 

of the data obtained, with the findings beginning to address a gap in the 

evidence base on the use and impact of Health Promotion competencies. 

The qualitative final stage in the study built upon established theoretical 

frameworks in terms of case study methodology and implementation 

research and is innovative in providing an exploration of the use and impact 

of Health Promotion competencies at a country level and the factors that 

influence implementation. The use of a case study approach allowed for in-
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depth exploration of the contextual factors influencing the implementation 

of the competencies with an emphasis on informants’ experience of using 

them within different settings and systems.  

A major strength of the case study was the openness and generosity of 

all informants, the breadth and quality of the information they provided and 

the time they dedicated to supporting the research. The support of key 

contacts in the Health Promotion community in Ireland and Italy in serving 

as members of National Reference Groups was central to the success of this 

phase of the research. These Groups helped in identifying key informants, 

piloting interviews and commented on the final drafts of the findings from 

their respective countries. 

In addressing the validity and reliability of the case study findings it 

was recognised that these issues are addressed differently in qualitative 

research. For example, Lincoln and Guba (1985) suggest that the quality 

criteria for qualitative data means it must be credible, transferable, 

dependable and confirmable. 

 Methodological strategies were, therefore, used to strengthen the 

credibility, dependability, transferability, and confirmability of the case 

study methods and results. For example, the credibility, dependability and 

confirmability of the case study findings were strengthened by accounting 

for the personal biases of the researcher which may have influenced findings  

(see section 6.6.3) and mitigating against such bias by using interview 

protocols to ensure that the data were collected as systematically as possible 

and by recording all interviews to avoid recall bias. In addition, the data 

analysis was conducted using the systematic approach described Braun and 



Chapter 6 Discussion  

141 

 

Clarke (2006) with the coding, development and validation of themes 

reviewed with another researcher (Barbour, 2011) as means of limiting 

researcher bias and improving interpretive validity. As analysis by the 

researchers may have resulted in a particular interpretation of the 

implementation of the competencies and/or the status of Health Promotion 

in one or both countries, the credibility of findings from the thematic 

analysis was enhanced by having them validated by the National Reference 

Group of experts in both countries. Confirmability was further enhanced by 

keeping a clear record of the analysis process from the raw data to the coded 

data and the process involved in constructing the thematic analysis.  

Reporting of the case study findings included ‘rich and thick’ 

verbatim quotes that described informants experience of, and opinions on, 

implementing the competencies in their country. These quotes, while 

reflecting specific contexts, allow for an understanding of factors that 

influence implementation that may be transferable to other contexts and 

setting. Thomas (2011b, p 31) refers to this process as sharing ‘exemplary 

knowledge’ described as: ‘example viewed and heard in the context of 

another’s experience but  used  in the context of one’s own.’  

The case study was also strengthened by the fact that the data were 

triangulated by accessing evidence from different sources (i.e., documents, 

reports, informants, national experts), using different methods (i.e., 

documentary analysis, interviews and thematic analysis. Thus, information 

from complementary data sources were used to enhance validity and 

promote understanding and transferability of the findings.  
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6.6.2 Limitations  

The challenges posed by the fact that using the mixed-methods 

approach requires more work and time (e.g. Creswell and Plano, 2007; 

Tashakkori and Teddlie, 2003) were evidenced in the study. Resources, 

including time, were limited and this undoubtably impacted on the study. 

For example, more time would have allowed for more interviews to be 

conducted in the case study. Resources to allow for translation into other 

languages in both the qualitative and qualitative phases could also have been 

useful in increasing the response rate and participation from a larger sample. 

The main weakness of Phase 2 was that the response rate to the online 

survey was disappointingly low, with 81 responses received from 58% of 

the countries to which the survey was disseminated. This low response rate 

was despite the fact that the survey was supported by leading Health 

Promotion organisations, was widely disseminated to key contacts in 

European Health Promotion policy, practice and academic settings and was  

left open for a longer period than planned. The low response limited the 

scope for more detailed analysis across cohorts of respondents in terms of 

their use of, and attitudes to, the competencies, for example, between those 

with different lengths of experience or in differing roles. While the 

differences between users and non-users of the competencies was tabulated, 

the significance of any differences between these groups, and other 

conclusions that can be drawn from the findings overall, are statistically 

limited.  

In considering what might have improved the response rate some 

recommendations can be made. As discussed, it is possible that making the
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questionnaire available in languages other than English could have 

improved the response rate, although the research undertaken in developing 

the competencies was in English only and had a better response. Identifying 

key national contacts who could follow-up with respondents and encourage 

responses, may also be useful in boosting response in future similar studies.  

The consequence of using a purposeful sampling and the snowballing 

technique was that the survey findings are not generalisable. As the 

sampling approach specifically included those who had contributed to the 

development of the competencies and used established Health Promotion 

networks to access the European Health Promotion community, the findings 

may be somewhat skewed. This is the case as it might be expected that those 

so identified would have greater awareness, knowledge and experience of 

using competencies in Health Promotion than the European Health 

Promotion community at large. However, finding alternative approaches to 

identifying and contacting a representative sample of the Health Promotion 

community may prove difficult for future research. This is the case as access 

to a relevant sample is complicated by the diversity of the workforce, the 

multiplicity of  job and course titles across Europe, many of which do not 

use the term Health Promotion, and the fact that there are few Health 

Promotion specific professional associations or networks. 

The fact that, of those who did respond to the online survey, just over 

50% used the competencies at either country or practice level of the 

competencies also has implications for the success of future research, as it is 

unlikely that those who are not motivated to use the competencies would be 

motivated to response to surveys regarding their uptake, use and impact. 
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In terms of the case study, limited resources were undoubtably a 

constraint. However, while additional resources might have allowed for 

more extensive interviews, it was considered that the data collected gives 

useful insight into the realities of implementing competencies in both 

countries. Given the relatively small number of Health Promotion specific 

practitioners and academics in both countries and the fact that, as interviews 

progressed little new data were forthcoming, the researchers were satisfied 

with the level of saturation achieved. However, it could be useful to 

undertake a scoping study to identify relevant potential informants and types 

of informants (i.e., area of employment, level of activity in Health 

Promotion) in a country or region as the basis for future qualitative research 

on Health Promotion competencies. 

While the choice of the countries of Ireland and Italy as the embedded 

units of investigation was based partially on their known differences in 

Health Promotion capacity, it may be that these differences and other 

relevant differences (e.g., size, population, health and educational systems 

and professional recognition of Health Promotion) were even more 

pronounced than had been anticipated. The level of differences between the 

two countries may, therefore, have exaggerated differences regarding if and 

how some contextual factors influenced the implementation of the 

competencies. Future research on competencies that compares countries 

with differing levels of difference in terms of Health Promotion capacity 

and other indicators will help to form a more balanced understanding of 

these issues. 
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Finally, despite the excellent language skills of those interviewed, the 

fact that, as resources were limited, the interviews were conducted in 

English may have excluded some useful informants and may also have 

limited the flow of the interviews conducted in Italy. The issue of translation 

will need to be considered for future research on the use and impact of 

Health Promotion competencies. It is suggested that translation in such 

research should be deliberated in the context of whether a well-translated 

version of the competencies 35 and related accreditation systems 36 are 

available to those forming the research sample. 

6.6.3 Researcher impact  

As the author was actively involved in the development and 

implementation of Health Promotion competencies since the mid-1990s, 

including as one of the authors of the CompHP Core Competencies, her role 

and possible influence in the research process and interpretation of the 

findings need to be considered critically.  

From a positive perspective, the author was able to draw on a wide-

ranging experience in, and knowledge of, competency-based approaches in 

Health Promotion internationally. In addition, over years of working in 

Health Promotion many useful contacts were made across the European and 

global Health Promotion community and good working relationships 

 

35 Currently translations  of the competencies are available in French, German ,Italian and 

Portuguese and Spanish all available at https://www.iuhpe.org/index.php/en/links-and-

resources 

36 Currently applicants to the system (courses and practitioners )must apply in English at 

global level. There are provisions for the use of the national language where a national 

accreditation organisation is developed, but at present only two English speaking countries 

have active NAOs (i.e., Australia and Ireland)  
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developed with major Health Promotion organisations. All of these factors 

assisted with undertaking the study, including in recruiting 

respondents/informants and in dissemination of data gathering tools.  

However, there were also potentially negative effects arising from the 

author’s long involvement with Health Promotion competencies. In 

particular, her involvement in the development and operationalisation of the 

CompHP Competencies may have influenced how respondents/informants 

framed their responses and have led to some unconscious bias in the 

responses received. For example, respondents may have reported more 

positive responses or may have been less likely to report more negative or 

critical comments in both investigative phases.  

Also, while protocols were utilised to mitigate researcher bias, as 

described above, there is a need to acknowledge that it is likely that a more 

independent researcher would elicit more objective responses from the study 

participants.  

Learning from the strengths and weaknesses of the study  

The strengths and weakness of this study form the basis for 

recommendations for future research on the use and impact of Health 

Promotion competencies, including the methods and approaches that could 

be best employed. These recommendations, together with those on future 

implementation of the competencies, are elaborated in the next chapter.  
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CHAPTER 7  

Conclusions 

7.1 Introduction  

The study as a whole can be shown to have meet its aim of evaluating 

the use and impact of the CompHP Core Competencies on Health 

Promotion practice education and training in Europe.The findings, despite 

limitations in their statistical significance and generalisability, provide a 

useful source of information on how the competencies have been used, what 

influences their implementation and what impact they have had to date, all 

of which have implications for future research and implementation efforts. 

Details of the implications of the findings for future research on the 

implementation of the CompHP Core Competencies specifically, and Health 

Promotion competencies generally, are discussed in this chapter. 

7.2 Implications for research  

While the study begins to address the gap in the evidence base on the 

use and impact of Health Promotion competencies, more empirical research 

on Health Promotion competencies is required. Future research is needed on 

the levels of use, how the competencies are being implemented, what 

influences their implementation. In addition, evaluation research 

documenting their impact across practice, education and training in different 

countries and regions is needed. It is, therefore, recommended that future 

research also utilises a mixed-methods approach in order to capture the 

quantitative and qualitative indicators of progress in implementing the 

competencies. The mixed-methods approach can, as demonstrated in this 
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study provide insight into the interrelated nature of the factors that influence 

implementation and how these factors influence implementation in different 

settings and contexts.  

Using the Consolidated Framework for Implementation Research 

(CFIR) (Damschroder et al., 2009) in the case study phase of the evaluation 

was instrumental in identifying the multi-level, interrelated factors that 

influence the implementation of Health Promotion competencies. The use of 

this framework, not only for future evaluations of the use and impact of 

Health Promotion competencies, but also to inform their implementation, is 

strongly recommended.  

The limitations of the online survey in relation to its low response rate 

necessitates that more quantitative research using larger and more 

representative samples is required in order to establish a baseline for 

ongoing measurement of the use and impact of the competencies at country 

and regional level. Such research will require, as noted, innovative methods 

of identifying such as sample, given the diversity of the Health Promotion 

workforce in Europe.  

Scoping studies of the context within which Health Promotion is 

implemented should inform the design and implementation of all research 

on Health Promotion competencies. Such studies could in addition to 

contextualising findings help to: (i) identify networks and systems for 

disseminating quantitative data collection tools that could improve response 

rates; (ii) identify relevant potential informants and different types of 

informants (i.e., area of employment, level of activity in Health Promotion) 

in order to maximise the reach and saturation in future qualitative research. 
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It is also recommended that ongoing contemporary documentation 

should be integrated into all implementation initiatives from their inception. 

Such documentation can provide valuable information concerning the 

effective adoption and integration of Health Promotion competencies across 

different countries, regions, contexts and settings. Templates to support 

ongoing contemporary documentation of the implementation of Health 

Promotion competencies should be developed to provide standardised 

recording of findings that would allow for sharing of information and 

comparisons across different contexts and setting. The findings from this 

study and theoretical framework such as the CFIR can inform the 

development of draft templates that can be piloted and revised as required to 

best reflect ‘on the ground’ experiences of implementation. 

Where possible it is recommended that all research on Health 

Promotion competencies should be undertaken in respondents’/informants’ 

native language. However, this recommendation is of most relevance where 

the competencies have been translated with reference to linguistic and 

cultural contexts and where access to related competency-based 

accreditation systems is available in the relevant language.  

It is also recommended that the findings from this study be widely 

shared with all relevant stakeholders who have a role to play (or a potential 

role) in competency-based approaches in Health Promotion in order to: (i) 

show the need for evaluation; (ii) demonstrate that such evaluations are 

possible and useful; (iii) share examples of the methodologies used; and (iv) 

build a case for funding to undertake further research.  
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Given the death of evidence on the use and impact of competencies in 

Health Promotion, and in the related disciplines of Public Health and Health 

Education, there is potential to develop shared approaches to methodologies 

for implementation research into their use and impact. This partnership 

approach to research might also be extended to other professional contexts 

in building robust models of both prospective and evaluative 

implementation studies of competency-based approaches. 

However, the most pressing need that emerges from the study in 

relation to research in the need to explore how best to raise the awareness of 

the competencies among all who have a stake in, and a responsibility for, 

promoting the health of the public. This research should focus on 

identifying the key stakeholders relevant to the future implementation of the 

competencies and how best to target them with pertinent information. Based 

on the findings regarding stakeholders and the most suitable information 

dissemination methods, an awareness raising strategy followed by a 

marketing strategy should be developed and actioned by relevant Health 

Promotion professional associations and leading agencies.  

The findings on the use and impact of the competencies and, the 

factors that influence their implementation, the methods used, and the 

lessons learned in undertaking this study offer a starting point for future 

investigations in this under-researched aspect of Health Promotion.  
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7.3 Implication for implementing Health Promotion 

competencies  

This section focuses on the implications of the study findings in 

relation to implementing the competencies. However, it should be noted that 

there is an overlap between the recommendations made in relation to future 

research and those on implementation. For example, the recommendation 

that contemporary documentation be part of the implementation of the 

competencies from their inception fits into both categories. Likewise, 

scoping studies identifying key stakeholders and reviews of the contexts 

within which Health Promotion is operationalised should not only inform, 

but be an integral part of, planning for implementation of competencies. 

This said, the following recommendations focus on what the study 

findings indicate is required for effective implementation rather than how 

the information and understandings required to do so are acquired.  

The first recommendation based on the findings of the study is that 

that those implementing Health Promotion competencies should have an 

understanding of the relevant political, social, cultural, professional and 

educational contexts within which Health Promotion is operationalised. This 

understanding can help tailor the implementation of the competencies to the 

specific contexts. For example, this information is pivotal in terms of 

whether the focus of implementation should be on advocating for and 

building capacity where levels are low or maintaining and expanding Health 

Promotion capacity where capacity levels are higher and better established.  



Chapter 7 Conclusions  

 

152 

 

An understanding of dominant health improvement paradigms, 

including how that is expressed in terms of professional identities and 

boundaries, is also recommended to inform decisions on the best mode of 

implementation of the competencies. For example, choices may need to be 

made if the most appropriate mode of their implementation is in the context 

of professional recognition and accreditation of Health Promotion 

practitioners and education courses or as a standalone quality framework. 

Given limited resources for implementation, making informed choices on 

how best to ‘match’ implementation of the competencies to specific 

contexts and levels of capacity can be viewed as key element for their 

successful expansion. 

An understanding of the local barriers and drivers to implementing the 

competencies is also recommended. For example, awareness of the 

resources available to support implementation, including access to education 

and training and levels of support from key stakeholders is required in 

planning to implement Health Promotion competencies. 

A major facilitating factor identified in both Ireland and Italy was the 

role of people and professional organisations in providing leadership and in 

advocating for and championing the implementation of the competencies. It 

is, therefore, important when implementing Health Promotion competencies 

not only to identify these people and organisations but to ensure that they 

have relevant, current information that they can use in their roles as 

advocates and champions. 

While many implications for implementation can be gleaned from this 

study, the finding regarding the lack of awareness of Health Promotion 
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competencies at all levels could be argued to pose a major threat to their 

continued use and future expansion. Co-ordinated and urgent attention by all 

committed to implementing the competencies is required to raise awareness 

and market their value for all stakeholders, in particular to key groups such 

as decision-makers and employers. However, findings from the study also 

highlight a lack of awareness among practitioners, educators and other 

relevant stakeholder groups, necessitating a multi-layered approach to raise 

awareness and engage stakeholders at all levels.  

As raising awareness of the competencies emerges from the findings 

as the most pressing and fundamental factor for their future implementation, 

specific recommendations for implementation are focused mainly on 

information sharing, awareness raising and marketing activities. As noted, 

these activities should be informed by from research regarding stakeholders 

and the most suitable information dissemination methods. Based on these 

findings an awareness raising  and marketing strategy should be developed 

and actioned by relevant Health Promotion professional associations and 

leading agencies. Specific recommendations include: 

• Developing information sharing and awareness raising strategies 

and materials that focus on the benefits that can accrue from the 

implementation of the competencies as evidenced in this study. 

These strategies should be developed and actioned by Health 

Promotion professional organisations and relevant leading agencies 

and target all stakeholders who have a stake in and a responsibility 

for promoting the health of the public. 
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• Awareness raising and marketing strategies should include: (i) 

identifying channels through which the experiences of 

implementing the competencies and evidence of their impact can 

be shared (ii) employing multi-media approaches to engage 

different key audiences such as employers and decision-makers and 

(iii) using targeted messages that demonstrate how implementing 

the competencies can help meet health improvement goals and 

commitments,(iv) identified and utilise those within the Health 

Promotion community who can act as advocates of , and 

champions, for implementing the competencies. 

• Relevant Health Promotion agencies should engage with the 

European Union, as the funder for the development of the 

competencies, to explore how best to share information, raise 

awareness and implement them across Member States and beyond 

through relevant EU networks.  

The findings from the study can, as suggested by informants in both 

Ireland and Italy, provide examples of the successful implementation of the 

competencies that can be shared to encourage future implementation. The 

evidence of the impact of the competencies offered in the study can also be 

used in advocating and seeking support for their implementation. 
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Appendix 1 Papers published as part of the study  
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Appendix 2  

The CompHP Core Competencies Framework for Health 

Promotion Handbook 

Dempsey, C., Battel-Kirk B., Barry M.M. and the CompHP   

Project Partners (2011). Paris : IUHPE  

What are Competencies ? 

In this Handbook Competencies are defined as a combination of the 

essential knowledge, abilities, skills and values necessary for the practice of 

health promotion. Core competencies are the minimum set of competencies 

that constitute a common baseline for all Health Promotion roles. 

Who are the CompHP Core Competencies for? 

They are primarily designed for use by Health Promotion practitioners 

whose main role and function is Health Promotion and who hold a graduate 

or post graduate qualification in Health promotion but may also be useful to 

those working in other areas whose role includes Health Promotion. 

The CompHP Core Competencies Framework comprises domains of core 

competency which are illustrated in Figure 1. Ethical Values and the Health 

Promotion Knowledge Base are depicted as underpinning all Health 

Promotion action detailed in the nine other domains. Ethical Values are 

integral to the practice of Health Promotion and form the context within 

which all the other competencies are practiced. The Health Promotion 

Knowledge domain describes the multidisciplinary concepts, theories and 
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research that make Health Promotion practice distinctive. 

The remaining nine domains, including; Enable Change, Advocate for 

Health, Mediate through Partnership, Communication, Leadership, 

Assessment, Planning, Implementation, and Evaluation and Research, each 

deal with a specific area of Health Promotion practice with their associated 

competency statements articulating the necessary skills needed for 

competent practice. It is the combined application of all the domains and the 

ethical  values which constitute the CompHP Core Competencies 

Framework. 

.  

Figure 1:The CompHP Core Competencies Framework for 

 Health Promotion 
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Ethical Values Underpinning Health Promotion Core Competencies 

Ethical values and principles for Health Promotion include a belief in 

equity and social justice, respect for the autonomy and choice of both 

individuals and groups, and collaborative and consultative ways of working. 

Ethical Health Promotion practice is based on a commitment to: 

• Health as a human right, which is central to human development 

• Respect for the rights, dignity, confidentiality and worth of individuals and 

groups 

• Respect for all aspects of diversity including gender, sexual orientation, 

age, religion, disability, ethnicity, race, and cultural beliefs 

• Addressing health inequities, social injustice, and prioritising the needs of 

those experiencing poverty and social marginalisation 

• Addressing the political, economic, social, cultural, environmental, 

behavioural and biological determinants of health and wellbeing 

• Ensuring that Health Promotion action is beneficial and causes no harm 

• Being honest about what Health promotion is, and what it can and cannot 

achieve 

• Seeking the best available information and evidence needed to implement 

effective policies and programmes that influence health 

• The empowerment of individuals and groups to build autonomy and self 

respect as the basis for Health Promotion action 

• Sustainable development and sustainable Health Promotion action 

• Being accountable for the quality of one’s own practice and 

taking responsibility for maintaining and improving knowledge 

and skills. 
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Knowledge Base Underpinning Health Promotion Core Competencies 

The core competencies require that a Health Promotion practitioner draws 

on a multidisciplinary knowledge base of the core concepts, principles, 

theory and research of health promotion and its application in practice. 

• A Health Promotion practitioner is able to demonstrate knowledge of: 

• The concepts, principles and ethical values of health promotion as 

defined by the Ottawa Charter for Health Promotion (WHO, 1986) and 

subsequent charters and declarations 

• The concepts of health equity, social justice and health as a 

human right as the basis for Health Promotion action 

• The determinants of health and their implications for Health Promotion 

action 

• The impact of social and cultural diversity on health and health 

inequities and the implications for Health Promotion action 

• Health Promotion models and approaches which support empowerment, 

participation, partnership and equity as the basis for Health Promotion 

action 

• The current theories and evidence which underpin effective leadership, 

advocacy and partnership building and their implication for Health 

Promotion action 

• The current models and approaches of effective project and programme 

management (including needs assessment, planning, implementation 

and evaluation) and their application to Health Promotion action 

• The evidence base and research methods, including qualitative and 

quantitative methods, required to inform and evaluate Health Promotion 

action 

• The communication processes and current information technology 

required for effective Health Promotion action 

• The systems, policies and legislation which impact on health 

and their relevance for health promotion. 
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1.Enable Change 

Enable individuals, groups, communities and organisations to build 

capacity for Health Promotion action to improve health and reduce health 

inequities. A Health Promotion practitioner is able to: 

1.1.Work collaboratively across sectors to influence the development of 

public policies which impact positively on health and reduce health 

inequities 

1.2 Use Health Promotion approaches which support empowerment, 

participation, partnership and equity to create environments and settings 

which promote health 

1.3 Use community development approaches to strengthen community 

participation and ownership and build capacity for Health Promotion 

action 

1.4 Facilitate the development of personal skills that will maintain and 

improve health 

1.5 Work in collaboration with key stakeholders to reorient health and other 

services to promote health and reduce health inequities. 

2.Advocate for Health 

Advocate with, and on behalf, of individuals, communities and 

organisations to improve health and well-being and build capacity for 

Health Promotion action.A Health Promotion practitioner is able to: 

2.1 Use advocacy strategies and techniques which reflect Health Promotion 

principles 
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2.2 Engage with and influence key stakeholders to develop and sustain 

Health Promotion action 

2.3 Raise awareness of and influence public opinion on health issues 

2.4 Advocate across sectors for the development of policies, guidelines and 

procedures across all sectors which impact positively on health and 

reduce health inequities 

2.5 Facilitate communities and groups to articulate their needs and advocate 

for the resources and capacities required for Health Promotion action. 

3.Mediate through Partnership 

Work collaboratively across disciplines, sectors and partners to enhance the 

impact and sustainability of Health Promotion action. A Health Promotion 

practitioner is able to: 

3.1 Engage partners from different sectors to actively contribute to Health 

Promotion action 

3.2 Facilitate effective partnership working which reflects Health Promotion 

values and principles 

3.3 Build successful partnership through collaborative working, mediating 

between different sectoral interests 

3.4 Facilitate the development and sustainability of coalitions and networks 

for Health Promotion action. 

4.Communication 

Communicate Health Promotion action effectively, using appropriate 

techniques and technologies for diverse audiences.A Health Promotion 

practitioner is able to: 
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4.1 Use effective communication skills including written, verbal, non-

verbal, and listening skills 

4.2 Use information technology and other media to receive and disseminate 

Health Promotion information 

4.3 Use culturally appropriate communication methods and techniques for 

specific groups and settings 

4.5 Use interpersonal communication and groupwork skills to facilitate 

individuals, groups, communities and organisations to improve health 

and reduce health inequities. 

5.Leadership 

Contribute to the development of a shared vision and strategic direction for 

Health Promotion action. A Health Promotion practitioner is able to: 

5.1 Work with stakeholders to agree a shared vision and strategic direction 

for Health Promotion action 

5.2 Use leadership skills which facilitate empowerment and participation 

(including team work, negotiation, motivation, conflict resolution, decision-

making, facilitation and problem solving) 

5.3 Network with and motivate stakeholders in leading change to improve 

health and reduce inequities 

5.5 Incorporate new knowledge to improve practice and respond to 

emerging challenges in health promotion 

5.6 Contribute to mobilising and managing resources for Health Promotion 

action 
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5.7 Contribute to team and organisational learning to advance Health 

Promotion action. 

6.Assessment 

Conduct assessment of needs and assets in partnership with stakeholders, in 

the context of the political, economic, social, cultural, environmental, 

behavioural and biological determinants that promote or compromise 

health. A Health Promotion practitioner is able to: 

6.1 Use participatory methods to engage stakeholders in the assessment 

process 

6.2 Use a variety of assessment methods including quantitative and 

qualitative research methods 

6.3 Collect, review and appraise relevant data, information and literature to 

inform Health Promotion action 

7.4 Identify the determinants of health that impact on Health Promotion 

action 

6.5 Identify the health needs, existing assets and resources relevant to 

Health Promotion action 

6.6 Use culturally and ethically appropriate assessment approaches 

6.7 Identify priorities for Health Promotion action in partnership with 

stakeholders, based on best available evidence and ethical values. 

7. Planning 

Develop measurable Health Promotion goals and objectives based on 

assessment of needs and assets in partnership with stakeholders. 
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A Health Promotion practitioner is able to: 

7.1 Mobilise, support and engage the participation of stakeholders in 

planning Health Promotion action 

7.2 Use current models and systematic approaches for planning Health 

Promotion action 

7.3 Develop a feasible action plan within resource constraints and with 

reference to existing needs and assets 

7.4 Develop and communicate appropriate, realistic and measurable goals 

and objectives for Health Promotion action 

7.5 Identify appropriate Health Promotion strategies to achieve agreed goals 

and objectives. 

8.Implementation 

Implement effective and efficient, culturally sensitive, and ethical Health 

Promotion action in partnership with stakeholders. A Health Promotion 

practitioner is able to: 

8.1 Use ethical, empowering, culturally appropriate and participatory 

processes to implement Health Promotion action 

8.2 Develop, pilot and use appropriate resources and materials 

8.3Manage the resources needed for effective implementation of planned 

action 

8.4 Facilitate programme sustainability and stakeholder ownership of Health 

Promotion action through ongoing consultation and collaboration 

8.5 Monitor the quality of the implementation process in relation to agreed 
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goals and objectives for Health Promotion action. 

9.Evaluation and Research 

Use appropriate evaluation and research methods, in partnership with 

stakeholders, to determine the reach, impact and effectiveness of Health 

Promotion action. A Health Promotion practitioner is able to: 

9.1 Identify and use appropriate Health Promotion evaluation tools and 

research methods 

9.2 Integrate evaluation into the planning and implementation of all Health 

Promotion action 

9.3 Use evaluation findings to refine and improve Health Promotion action 

9.4 Use research and evidence-based strategies to inform practice 

9.5 Contribute to the development and dissemination of Health Promotion 

evaluation and research processes. 
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Appendix 3 

Extended searches literature review 

A3.1 Health Education and Public Health 

The same timescale and databases were used as in the initial searches 

(see Chapter X page ) using the terms: 

(a) Health Education" OR "Public Health" AND competenc* OR 

"professional standards" OR competency frameworks 

(b) results from above AND evaluation AND impact AND review. 

Sources in the grey literature were identified via Google using the search 

terms: 

(c) Competencies, professional standards, competency frameworks 

OR Public Health and Health Education. 

Sources that only described or discussed Health Education or Public Health 

competency frameworks were excluded, as where those focusing on a single 

aspect of competence (e.g., cultural competencies) or for use limited to a 

specific context (e.g., in one academic programme). Sources with reference 

to any form of evaluation, review or revision of competencies, or to how 

they were being used in these contexts ,were included. Details of these 

searches and results are presented in Figure A1. 
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Figure A.1 Searches and results (Public Health and Health Education)  

 

 

 

 

 

 

 

 

 

 

A3.2 Other professional contexts  

A further extended search process was undertaken that again used the same 

time scales, databases but employed the terms ‘competencies OR 

competency frameworks OR professional standards AND evaluation and 

impact’ across other professional contexts. These terms were also used to 

search in the grey literature using Google. The inclusion criteria were that 

the sources must specifically focus on the evaluation of either competency 

frameworks or professional standards and include details useful to the 

current study, for example, in relation to the evaluation methods used. 

Details of these searches and results are presented in Figure A2.  

Figure A2 Searches and results (other professional contexts) 

Sources identified in search of databases n = 2345 

+ 

Included from grey literature n = 14 

 n = 2359 
Excluded: 

Duplicates n = 205  

Did not meet criteria  

 n = 1919 

 
Review of abstracts n = 233 

 

Excluded:  

Did not meet criteria  

n = 170 

 

Review of full papers n = 63 

 
Excluded:  

Did not meet criteria 

 n = 50 

Included in Review n = 13 

 Public Health n = 1 

Health Education n = 12 
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4.4 Findings 

 

 

 

 

 

 

 

 

 

  

Sources identified in search of databases n = 1445 

+ 

Included from grey literature  n = 7 

 n = 1452 

 Excluded: 

Duplicates n = 356 

Did not meet criteria  

 n = 1051 

 
Review of abstracts n = 45 

 

Excluded:  

Did not meet criteria  

n = 40 

 

Review of full papers n = 5 

 

Excluded:  

Did not meet criteria  

n = 3 

 

Included in Review n = 2 
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Appendix 4  

A4.1 Online survey - introductory email and survey questions  

Introductory email  

An invitation to participate in a survey on core competencies in Health 

Promotion 

Dear Colleague, I am writing to invite you to take part in a survey which 

aims to evaluate the usage and impact of core competencies on Health 

Promotion practice and education in Europe between 2012 and 2017. It also 

includes a few short questions on the EUPHA Health Promotion section. 

This survey forms the first stage of my PhD research within the Discipline 

of Health Promotion, National University of Ireland Galway (NUIG). 

Your experience and opinions in relation to competencies in Health 

Promotion are a valuable source for my research, so your input will be much 

appreciated. The findings from this research will be published and will be 

used in strengthening competency-based quality assurance in Health 

Promotion practice and education in Europe and globally. 

The questionnaire should take you between 20 and 30 minutes to complete. 

All responses are confidential and no names or contact details of 

respondents will be used in the reporting of the results. 

You can access the questionnaire at 

https://www.surveymonkey.com/r/M8J3RLX This link will remain active 

until 31st August 2017. 

Please forward this email and link to the questionnaire to relevant 

colleagues. 
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Please accept my apologies if you receive more than one invitation to take 

part in the survey. This may occur if your name appears on different Health 

Promotion related lists. 

If you would like any additional information on this survey or my research, 

or have any problems accessing or completing the questionnaire, please do 

not hesitate to contact me. 

Thank you for your support. 

Barbara Battel-Kirk Email: bbkconsultancy@eircom.net  

 

  

mailto:bbkconsultancy@eircom.net
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A.4.2 Appendix Survey questionnaire 

Thank you for taking the time to participate in this survey. Your feedback is 

valuable, and your input is greatly appreciated. 

Please note that, for the purpose of this research, Health Promotion practice 

is defined as work which reflects Health Promotion as described by the 

Ottawa Charter (WHO,1986) and successive WHO charters and declarations 

on promoting health and reducing health inequities by: 

· building healthy public policy, 

· creating supportive environments, 

· strengthening community action, 

· developing personal skills,  

· reorienting health services. 

This includes management, education and research directly related to Health 

Promotion. 

1. Please complete the following: 

Name 

 Email Address 

Please note that you can choose whether or not to give your contact details. 

However, if you would like to be updated on, or be involved in, the later 

stages of this research you must give your contact details. All responses are 

confidential. 
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Please also note that all questions must be answered to progress through 

the questionnaire. There is an indicator at the bottom of each page which 

tells you the percentage of the questions that you have completed. 

2. What is your gender? 

Male    Female    Other    Prefer not to answer 

3. Which country do you work in? 

4. What is your job title? 

5. Which sector do you work in?  

Please choose as many as apply if you work in more than one sector. 

Academic or Research Institute  

Statutory (Government agencies, etc.) NGO/Community 

Other 

If other, please give details. 

6. What area of Health Promotion do you work in? Please choose as many 

as apply if you work in more than one area. 

Practice 

Education and/or research  

Policy 

Other 

If other, please give details. 
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7. How many years have you worked in Health Promotion? 

 0-5    6-10    11-20    21+ 

8. What is the highest level of education you have attained? 

 Post Graduate     Graduate    Other  

If other, please give details. 

9. What is the title and discipline of your highest educational award? 

10. Do you have a specific qualification in Health Promotion? 

Yes    No 

If yes, please give details.  

11. Are you a member of a professional association related to Health 

Promotion? 

Yes    No 

12. Is there government funding for Health Promotion in your country?  

Yes    No    Not sure 

Comments 

13.Is there an identifiable ‘Health Promotion’ unit/section/department 

within the Ministry of Health or a group described differently, but with 

similar explicitly stated functions, in your country? 

Yes    No    Not sure 

 Comments 
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14.Is there a dedicated Health Promotion workforce with competency-based 

specialised training in your country?  

Yes    No    Not sure 

Comments 

15. Are there dedicated posts or job descriptions which contain the title 

'Health Promotion' in your country?  

Yes    No    Not sure 

Comments 

16. Is specific Health Promotion education (undergraduate or postgraduate) 

available in your country?  

Yes    No    Not sure 

 If yes, please give details. 

17. Is Continuing Professional Development (CPD) for Health Promotion 

available in your country? 

Yes    No    Not sure 

Comments 

 18. Is there a professional association relevant to Health Promotion in your 

country? 

Yes    No    Not sure 

If yes, please give details. 

  



Appendices 

251 
 

19. Is there experience of using competencies in professional practice in 

your country? 

Yes    No    Not sure 

If yes, please give details. 

20. Please indicate your level of agreement with the following statements on 

competencies in general where 5 = Strongly agree, 4 = Agree, 3 = Not sure, 

2 = Disagree, 1= Strongly disagree. 

Competencies are useful in assuring quality in professional education. 

Comments 

21. Are you aware of any competencies which are relevant to Health 

Promotion practice and education? 

Yes    No 

If yes, please give details 

22. Are competencies used in Health Promotion practice and/or education in 

your country? 

Yes    No    Not sure 

If yes, please give details. 
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23. Please indicate your level of agreement with the following statement: 

'There is a need for standalone Health Promotion competencies' (i.e., 

separate from other areas such as Public Health or Health Education). 

Strongly agree    Agree       Not sure    Disagree    Strongly disagree 

If you disagree with the statement please indicate which competency 

frameworks (e.g. Public Health/Health Education/other) you think Health 

Promotion competencies should be part of, if any. 

 Thank you for your responses so far. 

The next set of questions refer to the CompHP/IUHPE Core Competencies. 

You may know these either as 'CompHP' which was the title used from 

2009-2016 or 'IUHPE' which is the title used since their expansion to the 

global level. For details please click here. 

 24. How aware are you of the CompHP/IUHPE Core Competencies or 

Health Promotion? Please choose as many options as apply. 

This is the first time I have heard about them. 

I am aware of them but have no further information on them. 

I have been involved in meetings/discussion on them 

I have participated in training on them. 

I have implemented or been involved in implementing them. 

Comments 
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25. How knowledgeable (i.e., your level of comprehension and 

understanding) are you about the CompHP/IUHPE Core Competencies? 

 Very knowledgeable    Knowledgeable    Not sure    Not knowledgeable   

Not at all knowledgeable  

Comments 

26.In your opinion, how important are the CompHP/IUHPE Core 

Competencies in ensuring quality in Health Promotion (e.g. in relation to 

practice, education and continuing professional development) to the 

following in your country where 5 = Very important, 4 = Important, 3 = Not 

sure, 2 = Not important, 1 = Not at all important. 

Employers of Health Promotion practitioners.  

Health Promotion researchers.  

Health Promotion organisations (statutory/community/NGO, etc.). 

Comments 

27. Please indicate your level of agreement with each of the following 

statements where 5 = Strongly agree, 4 = Agree, 3 = Not sure, 2 = Disagree, 

1 = Strongly disagree. 

The CompHP/IUHPE Core Competencies are relevant to my practice. 

The CompHP/IUHPE Core Competencies are clear and understandable. 

Comments 
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28.Please indicate your level of agreement with each of the following 

statements where 5 = Strongly agree, 4 = Agree, 3 = Not sure, 2 = Disagree, 

1 = Strongly disagree. 

The CompHP/IUHPE Core Competencies limit innovation in Health 

Promotion. 

 The CompHP/IUHPE Core Competencies create barriers with other 

professional groups. 

Comments 

 29. How confident do you feel about using the CompHP/IUHPE Core 

Competencies? 

Very confident    Confident    Not sure    Not confident    Not at all confident 

If you responded that you are not confident, please describe what you need 

to increase your confidence. 

30. In your opinion, how much control do you have over the use of the 

CompHP/IUHPE Core Competencies in your practice (i.e., if, when and 

how they are used). 

Complete control    Control    Not sure    No control    No control at all 

If you indicated that you do not have control, please give details of by 

whom and/or at what level such decisions are made. 

31. Have you used any competencies in your Health Promotion practice? 

Yes    No 

If yes, please give details. 
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32. Have you used the CompHP/IUHPE Core Competencies in your Health 

Promotion practice? 

Yes    No 

If yes, please give details. 

33. Have you used the CompHP/IUHPE Core Competencies in any other 

context? 

Yes    No 

If yes, please give details. 

34. In the past year, how often have you used the CompHP/IUHPE Core 

Competencies? 

Very often    Often    Not sure    Not often    Never 

Comments 

 35.Please indicate your level of agreement with the statement: 

'I intend to use the CompHP/IUHPE Core Competencies in the next six 

months.' 

Strongly agree    Agree    Not sure    Disagree    Strongly disagree 

Comments 

36. Do you have specific plans to use the CompHP/IUHPE Core 

Competencies in the next six months? 

Yes    No    Not sure 

If yes, please give details. 
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37. Are the CompHP/IUHPE Core Competencies used in your country? 

Please choose as many of the following areas as are relevant. 

In your workplace. 

In Health Promotion education (undergraduate/postgraduate). In Health 

Promotion Continuing Professional Development. 

In Health Promotion policy. In other context. 

Not sure. 

Not used in any context. 

Please give details of usage where relevant. 

38. Are you aware of any plans to use the CompHP/IUHPE Core 

Competencies in your country in the next year? Please choose as many of 

the following areas as are relevant. 

In your workplace. 

In Health Promotion education (undergraduate/postgraduate). In Health 

Promotion Continuing Professional Development. 

In Health Promotion policy. 

In other context. 

Not sure. 

Will not be used in any context. 

Please give details of plans where relevant. 
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39. What, in your opinion, limits the use of the CompHP/IUHPE Core 

Competencies for Health Promotion 

in your practice? 

in your country? 

40. What, in your opinion, facilitates (or can facilitate) the use of the 

CompHP/IUHPE Core Competencies for Health Promotion 

in your practice? 

in your country? 

41. In your opinion, what is the level of support (i.e., recognition of their 

value and commitment to their use) for the CompHP /IUHPE Core 

Competencies from the following in your country where 5 = Support to a 

great extent, 4 = Support, 3 = Not sure, 2 = Do not support, 1 = Do not 

support at all. 

Employers of Health Promotion practitioners.  

Health Service managers.   

National/regional governments with a remit for Health Promotion. 

Other professionals.  

Comments 
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42. What resources (e.g. funding, education and training) do you consider 

are required to implement or maintain use of the CompHP/IUHPE Core 

Competencies 

in your practice? 

in your country? 

This final section of the questionnaire focuses on your opinions on the 

impact of the CompHP/IUHPE Core Competencies for Health Promotion. 

43. Are you aware of any impact (i.e., resulting in changes) that the 

CompHP/IUHPE Core Competencies have had on Health Promotion 

practice in your country? Please choose one of the following options. 

CompHP/IUHPE Competencies have been used but have had no impact. 

CompHP/IUHPE Competencies have been used and have changed practice 

but no evidence of this has been gathered. 

CompHP/IUHPE Competencies have been used and have changed practice 

and there is evidence of this.    CompHP/IUHPE Competencies not used in 

practice. 

Not sure. 

If you indicated that the CompHP/IUHPE Core Competencies have had an 

impact on Health Promotion practice, please give details with reference to 

evidence where available. 
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 44. Are you aware of any impact (i.e., resulting in changes) that the 

CompHP/IUHPE Core Competencies have had on undergraduate or 

postgraduate Health Promotion education in your country? Please choose 

one of the following options. 

CompHP /IUHPE Competencies have been used but have had no impact to 

date. 

CompHP/IUHPE Competencies have been used and have changed Health 

Promotion education but no evidence of this has been gathered. 

CompHP /IUHPE Competencies have been used and have changed Health 

Promotion education and there is evidence of this. 

CompHP/IUHPE Competencies not used in Health Promotion education.    

Not sure. 

If you indicated that the CompHP/IUHPE Competencies have had an impact 

on Health Promotion education, please give details with reference to 

evidence where available. 
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45. Are you aware of any impact (i.e., resulting in changes) that the 

CompHP/IUHPE Core Competencies have had on Continuing Professional 

Development (CPD) for Health Promotion in your country? Please choose 

one of the following options. 

CompHP/IUHPE Core Competencies have been used but with no impact. 

CompHP/IUHPE Competencies have been used and have changed CPD but 

no evidence of this has been gathered. 

CompHP/IUHPE Competencies have been used and have changed CPD 

and there is evidence of this.    CompHP/IUHPE Competencies not used in 

CPD. 

Not sure. 

If you indicated that the CompHP/IUHPE Core Competencies have had an 

impact on CPD, please give details with reference to evidence where 

available. 

46. Are you aware of any impact that the CompHP/IUHPE Core 

Competencies have had in any other context? 

Yes    No 

If yes, please give details. 
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47. In your opinion, how likely are the CompHP/IUHPE Core 

Competencies to have impact on the following areas in your country in the 

future where 5 = Very likely, 4 = Likely, 3 = Not sure, 2 = Not likely, 1 = 

Not at all likely. 

Health Promotion education (undergraduate or postgraduate).    

Other areas.  

If you indicated other areas, please give details. 

48. Please indicate your level of agreement with the following statements 

where 5 = Strongly agree, 4 = Agree, 3 = Not sure, 2 = Disagree, 1 = 

Strongly disagree. 

The CompHP/IUHPE Core Competencies have had impact by providing a 

basis for job descriptions, recruitment and selection procedures in my 

country. 

The CompHP/IUHPE Core Competencies have had impact by ensuring that 

there are clear guidelines for the knowledge, skills and values needed to 

practice Health Promotion effectively and ethically in my country. 

The CompHP/IUHPE Core Competencies have had impact by 

helping to create a more unified workforce by providing a shared 

understanding of key concepts and practices in my country. 

Comments 
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49. Please indicate your level of agreement with the following statements 

where 5 = Strongly agree, 4 = Agree, 3 = Not sure, 2 = Disagree, 1 = 

Strongly disagree. 

The CompHP/IUHPE Core Competencies will have impact in the 

future by providing the basis for job descriptions, recruitment and selection 

procedures in my country. 

The CompHP/IUHPE Core Competencies will have impact in the 

future by ensuring clear guidelines for the knowledge, skills and values 

needed to practice effectively and ethically in my country. 

The CompHP/IUHPE Core Competencies will have impact in the future by 

helping to create a more unified workforce by providing a shared 

understanding of key concepts and practices in my country. 

Comments 

50. Have you any other comments on how you think the CompHP/IUHPE 

Core Competencies have, or can have, impact on any aspect of Health 

Promotion and how this can be measured? 

 51. Are you interested in contributing to future stages in this research (e.g., 

case studies, interviews, focus groups, expert reviews)? 

Yes    No 

If you wish to be involved in future stages, please make sure you have 

included your name and email at the beginning of the questionnaire or do so 

here. 
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52. Do you have any other comments on any aspect of the CompHP/IUHPE 

Core Competencies for Health Promotion? 

 That completes the questionnaire. Thank you for your input. 
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Appendix 5 Overview of semi-structured interview questions  

This overview was sent to the case study informants a minimum of ten days 

before their interview.  

The overall aim of the interview is to explore the implementation of the 

CompHP /IUHPE Core Competencies in your organisation/setting/country. 

The following is an overview of the questions which will form the basis for 

the interview. The questions will be adapted depending on your level of 

experience with the Competencies and whether or not you have 

implemented them.  

• Are you aware of the CompHP Core Competencies? If yes, how did 

you become aware of/involved with them? 

o Have you used/implemented the CompHP Core Competencies?  If yes, 

how? 

o What factors do you consider have/are likely to help or hinder the 

implementation of the CompHP Core Competencies in your 

organisation/country? (e.g., national/regional policies, educational and 

professional structures, etc.  

o Who are the key stakeholders who have been /should be involved in 

implementing the CompHP Core Competencies in your 

organisation/country ?   

o What is the level of support for implementing the Competencies in your 

organisation/country/among key stakeholders such as 

employers/professional and academic leaders and policy makers?  
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o How have/could the CompHP Competencies be implemented (i.e., 

planning, implementation, evaluation process) in your 

organisation/country 

o Have the CompHP Core Competencies had impact in your 

organisation/country?  If yes, how? 

o What, in your opinion, is the current level of readiness to implement 

and maintain the CompHP Core Competencies in your 

organisation/country?  

o Are you aware of any future plans to implement the CompHP Core 

Competencies in your organisation/country?  

o What needs to happen to ensure the implementation and maintenance of 

the Competencies in your organisation/country and who needs to be 

involved?   

o How would you advise others who want to implement the 

Competencies? 

 


