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ABSTRACT

The health education profession has made significant strides in promoting quality assurance for credentialing of
health educators through a combination of individual certification and program approval and accreditation
mechanisms. Although the profession has widely embraced individual certification, program accreditation has not
been uniformly accepted nor implemented. The National Task Force on Accreditation in Health Education was
charged to develop a detailed plan for a coordinated accreditation system for undergraduate and graduate
programs in health education. One of the goals of the task force was to gather professionwide input into any
proposed new system. We conducted two Web-based surveys to assess viewpoints on accreditation and program
approval from health education professionals (n=506) and from faculty and administrators at academic programs
in health education (n=105). Results from the surveys show that the majority of professionals in the field and
at academic programs surveyed supported and would participate in a national, coordinated, professionwide
accreditation system in health education. Furthermore, the majority of respondents suggested that the accreditation
system should be comprehensive, flexible, build on the strengths of existing accreditation systems, and be linked to
individual certification. Findings from these surveys, along with other input from the field, will help inform the
final recommendations of the task force.

Concern over the quality of professional

preparation and the promotion of stan-
dards for the professional preparation of
health educators first appeared in the early
1940s when the American Public Health
Association (APHA) began accrediting
schools of public health (Boatman, Levin,
Roberts, & Rugen, 1966; Cleary, 1995;
Creswell, 1981). Almost 20 years later, the
Society for Public Health Education
(SOPHE) published its “Statement of
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Functions of Community Health Educators
and Minimum Requirements for their
Professional Preparation, with Recommen-
dations for Implementation” (SOPHE,
1977a), which provided guidelines to uni-
versities and community employers on the
role of community health educators. In
1969 APHA’s Committee on Professional
Education published the first criteria and
guidelines for accrediting graduate pro-
grams in community health education
and, later, began accrediting graduate pro-
grams in community health education
(APHA, 1969).

In 1974 the responsibility for accredita-
tion of health education programs shifted
from APHA to the Council on Education
for Public Health (CEPH). Using criteria for
accreditation at the graduate level, CEPH
now accredits health education graduate
programs within schools of public health
and outside schools of public health that
offer the master of public health (MPH) or
other equivalent degrees. Baccalaureate-
level programs in community health edu-
cation have been eligible for “program ap-
proval” since 1980 using guidelines
developed by SOPHE (1977b). In 1984
SOPHE and the American Association for
Health Education (AAHE) joined to spon-
sor a unified undergraduate review process,
which is now implemented through the
SOPHE/AAHE Baccalaureate Program Ap-
proval Committee (SABPAC).

Since 1988 an AAHE and National
Council for Accreditation of Teacher Edu-
cation (NCATE) partnership largely con-
ducts the accreditation of academic profes-
sional preparation programs in school
health education, which are often located
in schools of education and schools of
health and human performance. The entry-
level competencies in health education are
among the core criteria for program review
under both the AAHE/NCATE and
SABPAC review processes; however, the
process of implementing graduate-level
competencies in the review of professional
preparation programs for school health
education is still being developed.

According to the 2001 AAHE Directory

352 American Journal of Health Education — November/December 2003, Volume 34, No. 6

of Institutions (AAHE, 2001), there are cur-
rently 233 professional preparation pro-
grams in health education. Of these pro-
grams, 1 is at the associate level, 92 (40%)
offer only baccalaureate degrees, 40 (17%)
offer only graduate degrees, and 100 (43%)
offer both baccalaureate and graduate de-
grees. Of the 123 (46%) programs that have
accreditation or program approval, 24%
have accreditation from NCATE/AAHE,
20% have accreditation from CEPH, and
9% have approval from SABPAC.

Although the health education profes-
sion has made significant strides over the
last two decades to strengthen credentialing
through individual certification, and al-
though more than 90% of academic pro-
grams indicate that they prepare students
in the health education core competencies
(Schwartz, O’Rourke, Eddy, Auld, & Smith,
1999), accreditation of health education
professional preparation programs has been
neither uniformly implemented nor ac-
cepted. Existing health education accredi-
tation systems encourage quality assurance
from those who participate, but they lack
coordination, are underutilized, and are
undervalued by some within and outside of
the profession (SOPHE & AAHE, 2000).
Moreover, anecdotal evidence suggests that
many professionals have questioned the
application of existing accreditation ap-
proaches to all types of academic programs.
Professional preparation in health educa-
tion must provide the health education spe-
cialist with knowledge and skills that form
a foundation of common and setting-spe-
cific competencies (National Task Force on
Accreditation, 2002). It is clear that any co-
ordinated accreditation approach must also
accommodate a diverse range of academic
programs, each with its own unique history,
perspective, and areas of emphasis.

In response to recent calls from profes-
sional health education organizations to
explore coordinated accreditation (National
Commission for Health Education Cre-
dentialing & Coalition of National Health
Education Organizations, 1995), the Na-
tional Task Force on Accreditation in Health
Education, sponsored by SOPHE and
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AAHE, was charged in 2000 to develop a
detailed plan for a coordinated accredita-
tion system for undergraduate and gradu-
ate programs in health education. One of
the goals of the task force was to gather
professionwide input on accreditation pref-
erences and priorities to inform the devel-
opment of a coordinated system. To gather
input and feedback from health education
professionals and students, and from fac-
ulty and administrators from academic pro-
grams in health education, the task force
conducted two Web-based surveys that as-
sessed current viewpoints on accreditation
and program approval for graduate and un-
dergraduate programs in health education.
This article reports the results of these sur-
veys and discusses the implications of these
findings for moving forward with the de-
velopment of a plan for a coordinated sys-
tem of accreditation.

METHODS

Procedures for Survey 1

The first survey was designed and ad-
ministered to collect feedback from health
education professionals throughout the
United States. Data were collected over the
Internet using a Web-based survey that was
hosted on a server at the State University of
New York at Cortland. When users visited
the survey Web page, they were shown text
describing the objective of the survey, a de-
scription of the population of interest, clari-
fication of terms and definitions, instruc-
tions, the 20-item survey itself, and a
concluding paragraph thanking them for
their time and participation. In addition,
consent information was provided on the
instrument with directions that indicated
submission of the completed survey implied
a willingness to participate in the investi-
gation. Respondents received no additional
incentives for completing the survey. The
Human Subjects Research Review Commit-
tee of the Office of Sponsored Programs at
the hosting institution approved the instru-
ment and research protocol. After comple-
tion of the survey, all survey data were
automatically stored in a secure area with-
in the college server. File transfer protocol




was utilized with multiple passwords for
restricting access to the data. All quantita-
tive data were organized, cleaned, and im-
ported into SPSS for analyses.

Subjects for Survey One

Respondents were recruited for the
Web-based survey through paper advertise-
ments distributed at the fall 2001 meetings
of professional associations, direct e-mail
invitations sent to members and section
leaders from professional associations, and
through online advertisements with links
to the survey that were placed on several
professional health education association
Web sites. The Web sites hosting the ads and
links included AAHE, SOPHE, the Public
Health Education and Health Promotion
Section of APHA, and the American School
Health Association. Online ads and links
also appeared on the electronic listserver
of the Health Education Directory (HEDIR)
and the Web site of the CNHEO. Self-
reported inclusion criteria for respondents
included being a health education or health
promotion professional or student and/or
belonging to a professional health educa-
tion association. The survey was made avail-
able online beginning in September 2001
and remained accessible until late Novem-
ber 2001.

Measures for Survey 1

The development of the online survey
instrument was facilitated by the Profession
Committee of the National Task Force on
Accreditation, with input from other task
force committees and members. The final
instrument, which was pilot tested with six
health professionals representing various
sites of practice, contained 18 close-ended
and 2 open-ended questions that were di-
vided into six sections. The first section as-
sessed demographic items including current
position, years of professional experience,
and highest degree obtained. These ques-
tions were administered using pull-down
lists of response choices. Section two as-
sessed accreditation or program approval
status of respondents’ current/former
professional preparation program and
respondents’ current worksite, and used
pull-down response lists and clickable ra-
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dio-button multiple-choice questions. Sec-
tion three assessed respondents’ intention
to attend or work at an unaccredited or un-
approved academic program and used ra-
dio-button yes/no questions with open-
ended comment boxes. Section four
assessed the perceived value of accreditation
and perceived commitment to seeking ac-
creditation, and answer choices included 4-
point Likert-type responses ranging from
Not at all valuable to Very valuable. The fifth
section included questions on the certified
health education specialist (CHES) creden-
tial and the credentialing process and used
yes/no questions with comment boxes and
pull-down lists of response choices. The
last section included 2 open-ended ques-
tions to collect feedback on accreditation
and the survey.

Procedures for Survey 2

The second online survey was designed
and administered to collect feedback from
academic professionals, including deans,
chairs, program heads, and/or faculty at
health education professional preparation
programs in the United States. Data for this
survey were collected over the Internet us-
ing a Web-based survey hosted and admin-
istered by Zoomerang, a company that spe-
cializes in online surveys and data
collection. Completed survey data were
stored automatically in a secure online
database and were downloaded for analy-
ses in SPSS. Respondents received no addi-
tional incentives for completing the survey.
Informed consent was not collected from
survey respondents prior to data collection
because of the professional service nature
of the survey, and because the data were
not originally intended for scholarly dis-
semination. However, prior to the pre-
paration and submission of this article
for publication, approval for the dissemi-
nation of these anonymous data was ob-
tained from the Institutional Review Board
at Emory University.

Subjects for Survey 2

Respondents were recruited for the
Web-based survey through direct e-mail
invitations with a link to the survey that
was signed by the task force chairs. These

e-mails were generated by staff at SOPHE
and AAHE and were sent respectively to
e-mail address lists of 40 and 64 selected
department and/or program chairs from
academic health education programs. All
recipients of each message were unique,
with the exception of one person who re-
ceived both messages; therefore, the mes-
sage was sent to 103 recipients. The pres-
ence of the survey also was disseminated
by word-of-mouth between academic pro-
fessionals, by forwarded e-mails from origi-
nal recipients to other appropriate respon-
dents, and by Internet links placed on the
SOPHE and AAHE Web sites. The survey
was made available in mid-September
2001 and remained accessible until late
October 2001.

Measures for Survey 2

The development of this online survey
instrument was facilitated by the Academic
Program Committee of the National Task
Force on Accreditation, with input from
other task force committees and members.
In addition, a preliminary version of the
survey was reviewed at the department
chairs’ meeting at the AAHE annual meet-
ing in 2001 to generate the most frequent
responses to questions that were used in the
subsequent multiple-choice response op-
tions. The final online survey contained 20
close-ended and 5 open-ended questions.
The close-ended questions included items
about respondents’ title and institution
using pull-down response choices, the de-
grees currently being offered and current
accreditation or program approval status
using clickable yes/no radio buttons, and
perceptions about their accreditation/ap-
proval status using 4-point Likert-type re-
sponse choices that ranged from Not at all
important to Very important. In addition,
survey items assessed the perceived benefits,
barriers, and potential resources for partici-
pating in a coordinated accreditation sys-
tem, and questions about important char-
acteristics that this new system should
possess. These questions used multianswer
multiple-choice questions and pull-down
lists from which respondents could select
one answer. The open-ended questions on
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this survey explored additional benefits,
barriers, and suggestions about accredita-
tion. No individual demographic data were
collected from respondents on either sur-
vey, and all survey questions on both sur-
veys were treated as single-item indicators
in data analysis.

RESULTS

Respondents to Survey 1

A total of 506 respondents completed the
online survey. Of these respondents, nearly
all (96%) reported having earned a master’s
degree or higher as the highest degree they
had obtained. A majority of the participants
(61%) reported having graduated from an
accredited or approved program, whereas
24% were unaware of their program ac-
creditation or approval status. About half
of the respondents who reported being eli-
gible for CHES (51%) indicated that they
currently held the credential, and 5% were
not aware of the existence of CHES.

About two-thirds of the respondents
(67%) reported that they currently worked
as health educators. The most common
work setting reported by the respondents
was a university or college (23%), followed
closely by public health education (22%).
Of the 120 respondents who reported work-
ing at a college or university, 26% reported
working as a health educator, 66% indicated
they were faculty member or instructors,
and 8% indicated that they were adminis-
trators. Three-quarters of the respondents
reported working for at least 4 years in the
health education or health promotion field.

Perceptions of Accreditation and
Certification from Survey 1

Overall, most respondents reported that
they find accreditation and/or program ap-
proval to be valuable for health education
professional preparation programs. The
vast majority (90%) indicated that accredi-
tation or approval is very valuable or some-
what valuable for academic health educa-
tion programs. Almost seven of eight of the
respondents (85%) reported that accredi-
tation or approval would be somewhat valu-
able or very valuable for health educators
working in a higher education setting, and
83% indicated a willingness to commit their
own time or resources toward achieving
accreditation. Although 64% of respon-
dents indicated that they would accept a
position at an unaccredited academic pro-
gram, almost three-fourths (72%) indicated
that they would not accept admission into
an unaccredited institution or program for
their own studies (Table 1). These findings
did not significantly differ by respondent
position, job title, years of experience, or
professional association membership.

When asked about the value of the CHES
credential, nearly three-fourths (74%) re-
ported that CHES is somewhat or very
important to the profession. Seventy-eight
percent supported the importance of link-
ing CHES credentialing to program accredi-
tation, and the majority (54%) indicated
that these linkages should occur at both
the undergraduate and graduate levels. In
addition, almost half (47%) of respondents
suggested that completing a degree from an

Table 1. Accreditation Beliefs and Intentions
Among Health Education Professionals
Yes No
Accreditation is important (n=491) 87% 13%
Would commit time toward accreditation (n=442) 83% 17%
Would accept position at unaccredited program (n=480) 64% 36%
Would accept admission to unaccredited program (n=481) 28% 72%
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accredited program should automatically
qualify the graduate to sit for the CHES exam,
and 29% suggested that graduating from an
accredited program should automatically
provide CHES certification without the need
for taking an exam. These findings did not
statistically significantly vary by respondent
position, job title, years of experience, or pro-
fessional association membership.

Qualitative Feedback from Survey 1
More than 100 statements were provided
on the open-ended items seeking additional
thoughts or comments for the task force.
A review of these data revealed the presence
of several frequently mentioned themes.
Many respondents stated that accreditation
is essential for health education professional
preparation programs, and that this process
is critical for ensuring uniform quality of
programs. For example, one respondent
noted that “accreditation of programs is
absolutely vital to the success of our pro-
fession.” Other respondents commented on
how accreditation needs to be marketed as
an attractive option to academic programs,
administrators, and to students as well.
For example, one respondent suggested that
the target force should “get letters out to ev-
ery college dean and university administra-
tor” to inform them of the value of accredi-
tation. Although the majority of responses
discussed the benefits of accreditation, a
number of respondents raised concerns
about obtaining “buy-in” from the people in
power at their institutions. Other concerns
raised included the potential of limited re-
sources, both time and money, to negatively
impact a new accreditation process.

Respondents to Survey 2

A total of 105 respondents completed the
online survey. More than one-third of the
respondents (35%) indicated that they were
department heads or chairpersons; 35%
reported being program directors or coor-
dinators; 22% were faculty members; 6%
were deans, associate deans, or assistant
deans; and 2% served in other positions.
Because the original survey solicitation let-
ter was sent to department chairs with an
option of forwarding the message to others
who were most appropriate to complete the
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survey, all responses were considered in data
analysis. More than three-fourths of the re-
spondents (78%) indicated that they
worked at public universities, 16% were
from private universities, 4% from public
colleges, and 2% from private collages. Sev-
enty-nine percent of the respondents re-
ported that their departments offered de-
grees at the bachelor’s level, 73% offered
degrees at the master’s level, and 33% of-
fered doctorates.

Almost half (47%) of the respondents
reported that their program currently had
accreditation from NCATE offered in con-
junction with AAHE, one-third (33%) re-
ported having accreditation from CEPH,
10% reported having program approval
from SABPAC, and 27% reported having no
accreditation or program approval. Almost
15% reported having more than one accred-
ited and/or approved program.

Perceptions of Accreditations and
Certification from Survey 2

Respondents from programs that were
already accredited or approved were asked
to rate the importance of their type of ac-
creditation or approval. Among the respon-
dents with NCATE/AAHE accreditation
(n=48), 58% reported possessing the ac-
creditation as “very important,” 38% re-
ported it was “somewhat important,” and
4% said it was “a little important.” Among
respondents from CEPH-accredited pro-
grams (n=35), 86% reported it as “very im-
portant” and 14% reported it to be “some-
what important.” Among respondents from
SABPAC-approved programs (n=10), 60%
reported it as “very important,” 30% re-
ported it to be “somewhat important,” and
10% said it was “a little important.”

Overall, more than three-quarters of re-
spondents (76%) indicated an intention to
participate in an “expanded, new, or com-
bined” health education accreditation sys-
tem. Respondents’ desire to participate in
this process differed significantly according
to their existing accreditation/approval sta-
tus (chi-square=9.61, p<.05). Eighty-four
percent of respondents from NCATE/
AAHE-accredited programs expressed a
willingness to participate in a coordinated

Jay M. Bernhardt, Donna M. Videto, Christine L. Widdall, W. William Chen, Collins Airhihenbuwa, and John P. Allegrante

Figure 1. Intention to Participate in a Coordinated
Accreditation System in Health Education by
Current Accreditation/Approval Status of Program

100%
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SABPAC (n=10) None (n=28)
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accreditation system, as did 70% with
CEPH accreditation, 100% with SABPAC
approval, and 75% of the currently unac-
credited/unapproved programs (Figure 1).
The most frequently selected benefits of
participating in a coordinated accreditation
system were improving the reputation of
the program (69%), improving the quality
of the program (52%), attracting quality
faculty (40%), and increasing enrollment
(36%). Other frequently mentioned ben-
efits included improving the quality (30%)
and quantity (25%) of applicants and pro-
viding a justification for more resources,
faculty, and support (7%). The belief that
participating would increase program repu-
tation varied significantly based on the ac-
creditation/approval status of respondent’s
institutions (chi-square=21.0, p<.001).
Ninety percent of respondents from
SABPAC-approved programs felt partici-
pating in the coordinated accreditation sys-
tem would increase their program reputa-
tion, compared with 87% of respondents
from unaccredited/unapproved programs,
65% of respondents from NCATE/AAHE-
accredited programs, and 37% of respon-
dents from CEPH-accredited programs.

The benefit of improving program quality
differed by the position of the respondent.
Among faculty, 61% perceived this to be a
benefit, compared with 49% of department
heads, 38% of program coordinators, and
33% of deans, associate deans, and assistant
deans, but these differences were not statis-
tically significant (chi-square=5.75, p=.22).

The most frequently selected barriers
to participating in a coordinated accredita-
tion system were the time it would take
to participate (71%), the cost of participat-
ing (70%), and the challenge of having lim-
ited personnel resources (65%). Other bar-
riers that were mentioned included getting
support from administrators (34%), no
clear benefits of participating (6%), and
lack of interest and support on campus
(5%). Perceived barriers did not differ sig-
nificantly by program accreditation or ap-
proval status or job position of the respon-
dent. The funding source that respondents
indicated they would use for participating
in a coordinated accreditation system were
school- or college-level resources (75%),
university-level resources (61%), depart-
ment resources (39%), or other sources
(18%) such as a university foundation or a
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state legislature.

When asked how important it would be
to link a coordinated accreditation system
to the existing accreditation and approval
systems, more than half of the respondents
(54%) indicated that it would be “very im-
portant,” 30% said it would be “somewhat
important,” 8% said “a little important,”and
8% said “not at all important.” When asked
about the importance of linking a coordi-
nated accreditation system to individual
credentialing (i.e., CHES), more than half
(53%) indicated that it should be linked at
both the graduate and undergraduate lev-
els, 10% said it should only be linked at the
undergraduate level, 13% expressed no
preference, and 21% said it should not be
linked. Preferences for linking accreditation
to credentialing included the following:
45% of respondents preferred that complet-
ing an accredited program qualifies indi-
viduals to sit for the CHES exam; 26% pre-
ferred that completing an accredited
program automatically infers the CHES cre-
dential on the graduate; 18% preferred leav-
ing the systems unlinked; and 11% ex-
pressed other preferences.

Qualitative Feedback from Survey 2

A total of 160 specific comments were
provided in response to open-ended survey
questions. The comments largely addressed
issues of benefits, barriers, funding sources,
linkages, accreditation system characteris-
tics, and additional feedback and ideas for
the task force, some of which have been
discussed here. Some major themes that
emerged related to characteristics of a co-
ordinated accreditation system and in-
cluded flexibility to accommodate pro-
grams with different size faculties, different
numbers of students, different goals and
settings of emphasis, and differences of
geography; ease of use to include a simple
process with clear guidelines and expecta-
tions and a reasonable amount of paper-
work; and piggy-backing the system on ex-
isting systems to ensure widespread buy-in.

DISCUSSION

The primary goal of the surveys dis-
cussed in this article was to gather input
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from health education professionals, and
from faculty and administrators from
health education professional preparation
programs to help inform the work of the
National Task Force on Accreditation in
Health Education. The quantitative and
qualitative results from the two surveys sug-
gest that both of the audiences surveyed
attached high importance to accreditation
for academic health education programs.
Furthermore, both groups expressed strong
inclination to participate in a coordinated
accreditation system. Other important find-
ings were that the majority of participants
on both surveys felt the coordinated ac-
creditation system should build on the
highly regarded existing accreditations sys-
tems and that it should be linked to indi-
vidual certification.

Nine of 10 respondents on the survey of
health education professionals reported that
accreditation of academic health education
programs would be valuable for the profes-
sion. Similarly, more than 90% of respon-
dents from accredited or approved aca-
demic programs reported that their
accreditations/approval status was impor-
tant. Overall, more than three-fourths of
respondents from accredited/approved pro-
grams and unaccredited/unapproved pro-
grams expressed willingness to participate
in a new coordinated accreditation system,
although the levels of willingness varied
somewhat by type of existing accreditation
or approval. Similarly, more than three-
fourths of the health education profession-
als reported that they would commit their
own time and resources to the accreditation
system, and nearly three-fourths indicated
that they would not personally accept ad-
mission into an unaccredited academic
health education program. These findings
demonstrate strong support for existing
accreditation systems and for a coordinated
accreditation system in health education
as well.

The survey findings also suggest three
characteristics that respondents felt were
important to address with a new coordi-
nated accreditation system in health edu-
cation. First, the accreditation system
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should build on existing accreditation sys-
tems, both because they are considered im-
portant and also because it would dimin-
ish overlap in the new system, thereby
making it more manageable and beneficial
to participate. Second, the accreditation sys-
tem should be coordinated and comprehen-
sive, but also flexible enough to accommo-
date the wide diversity that exists in health
education preparation programs, including
diversity of location, resources, focus of
work setting, instructional approach, fac-
ulty size, and so forth. Third, the coordi-
nated accreditation system should be linked
to the process of individual-level credent-
ialing, which has often received high marks
from the profession. Previous research by
Prelip (2001), for example, found that
health education professionals with the
CHES certification expressed high levels of
job satisfaction and satisfaction with com-
pensation, work, coworkers, and supervision.

Nearly three-fourths of the current sur-
vey respondents considered the CHES cre-
dential to be important to the health edu-
cation profession, and more than
three-fourths from the professional survey
and the academic program survey indicated
that it would be important to link accredi-
tation to certification. The majority on both
surveys felt that this link should occur at
both the undergraduate and graduate lev-
els. The linkage approach that received the
most support on both surveys was that
graduating from an accredited program
should qualify the graduate to sit for the
certification exam. The surveys did not ex-
plore whether respondents believed that
graduating from an accredited program
should be required for sitting for the certi-
fication exam.

The two surveys had several limitations
that should be considered when interpret-
ing these findings. First, the respondents to
either survey represent convenience samples
from the populations of professional health
educators and faculty and administrators
from health education professional prepa-
ration programs, respectively. Although
efforts were made to solicit respondents
through diverse means, it is entirely possible




that these respondents were not represen-
tative of the populations from which they
were drawn. For example, 96% of the re-
spondents from Survey 1 reported having a
master’s degree, and 61% reported gradu-
ating from an accredited program; but in
2001 only 60% of professional preparation
programs offered graduate degrees, and
only 46% of programs were accredited/ap-
proved (AAHE, 2001). Similarly, respon-
dents to Survey 2, who came from programs
accredited by NCATE/AAHE (47%) and
CEPH (33%) and approved by SABPAC
(10%) were not entirely consistent with all
academic health education programs, of
which only 24% were accredited by NCATE/
AAHE, 20% by CEPH, and 9% by SABPAC
in 2001 (AAHE, 2001).

Second, all data collection and most re-
cruitment efforts were conducted using the
Internet, primarily through communica-
tion from professional associations. Al-
though the penetration of the Internet is
extremely high in professional and higher
education communities, it is possible that
this data collection approach may have ex-
cluded some individuals or programs, par-
ticularly those with fewer resources that do
not have access to this technology.

Third, the concepts being assessed in
these surveys, including accreditation and
credentialing, are complex, not understood
by many in the profession, and often erro-
neously used interchangeably. Although
definitions and explanations of acronyms
were included in the surveys, it is still pos-
sible that some respondents did not under-
stand all of the concepts being measured,
or that some potential respondents chose
not to participate due to lack of knowledge
on these topics. One lesson learned from
this process is that additional education
should be provided to health education pro-
fessionals, especially while they are students,
about these important issues and concepts.

Finally, because the questions on the
surveys were collected and analyzed as
single items rather than combined as scales
or indices, there was no attempt to calcu-
late or report reliability for the survey items.
However, the surveys were closely reviewed
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and revised by multiple experts on the task
force during development and were beta-
tested online prior to deployment. To the
extent that these surveys were unreliable,
this could be a threat to the internal valid-
ity of the findings.

Despite these limitations, the results
from these surveys provide an informative
overview of the perceptions and preferences
of professionals and academic program
faculty and administrators in health edu-
cation who responded to the surveys. Fur-
thermore, the fact that the findings proved
to be so consistent between both surveys
provides some cautious validation for
the findings and suggests that these beliefs
may be more widely held in the populations
of interest.

Gathering professionwide input about
efforts to assure the quality of professional
preparation programs is critical for the suc-
cess of such efforts (Livingood & Auld,
2001). The National Task Force on Accredi-
tation in Health Education views the find-
ings from these surveys, along with other
input and feedback collected from individu-
als and organizations in the field in the past
and in the future, as essential elements that
will inform the work of the task force and
the final recommendations that are issued.
The task force understands that the only
way a coordinated health education accredi-
tation system can be successful at encour-
aging quality assurance of professional
preparation in health education is if it is
widely accepted and utilized, and if it re-
flects the needs and desires of the profes-
sion. The task force believes the lessons
learned from these surveys can help us meet
those objectives.
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FELLOWSHIP ANNOUNCEMENT

Fellowship in Children’s Health Media

The Nemours Foundation’s Center for Children’s Health Media secks candidates for a 1- or 2-
year Health Media Fellowship for individuals who have completed a residency in Pediatrics. Start on or possibly
before July 2004. This innovative Fellowship is aimed at physicians with established clinical expertise who also
wish to develop advanced knowledge and skills in areas concerning children s health media. Fellowship will focus
on developing advanced communication skills and their application in health education for the public. Fellow will
work with a large, pediatrician-led editorial, creative, and technical team to create online, print, and video/TV
health information for parents, children, and teens. Among the Center s high-profile projects is KidsHealth.org —
the most visited, linked-to site of its kind. The Center is located on the beautiful 300-acre campus of the Alfred I.
duPont Hospital for Children in Wilmington, DE. We are just 30 minutes from downtown Philadelphia, 2.5 hours
from Washington, D.C. and 3 hours from New York City. For more information, call (302) 651-4046 or email
Fellowship Director at smorris@nemours.org.




