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Summary

Under the umbrella of the Healthy Futures Nearby programme, 46 small-scale projects were funded
to promote changes in health-related behaviours (smoking, alcohol, diet and exercise) and to improve
perceived health among vulnerable families in the Netherlands. The evaluation of these health-related
multiple project programmes is often based on funder-defined outcomes and strategies. However,
within the funded projects, assumptions about improving the health of vulnerable families based on
local knowledge and experiences will also shape the project outcomes and strategies. These addi-
tional outcomes and strategies are project-specific interpretations of effective health promotion.
Knowing these interpretations is crucial for the policy related and scientific relevance of the evalua-
tion. Therefore, we aimed to determine the interpretations of each project and how they translate into
relevant inputs for the overall evaluation of the programme. Based on 46 semi-structured group inter-
views with local project stakeholders, we produced a list of assumptions about what health promotion
for vulnerable families should look like and then identified five main clusters: (i) strategies of offering
pre-defined, health (behaviour)-related activities to families, (ii) actively involving vulnerable families
in the initiative, (iii) assumptions about how health promotion should start with or include non-health-
related topics, (iv) assumptions on how one should build on what already exists in the local context of
the families and (v) assumptions on the role of the (health) professional in health promotion among
vulnerable families. These project interpretations of effective health promotion provide inputs and pri-
orities for the HFN programme’s overall evaluation.
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INTRODUCTION

Nation-wide programmes or policies are often designed
to promote the health of vulnerable groups and thereby
reduce health inequality; however, the persistence of
health inequality in high-income countries stresses the
need for evaluation of such programmes and initiatives.
Learning what works, in what way and for whom is

©The Author(s) 2021. Published by Oxford University Press.

crucial for future actions related to health disparities.
Over the last few decades, health promotion programmes
have often typically been designed as multiple project pro-
grammes (MPP). Such programmes—in which multiple (lo-
cal) projects are included and/or funded under the aim of
one central programme (Kniefel, 1973; Brown and Knopp,
2014)—allow for diversity through its funding scheme and
facilitate a relatively large role for stakeholders from civil
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society and (through that) the participation of vulnerable
groups in the design and implementation of activities
(Bekker et al., 2017). Moreover, these MPPs often take on
a particular approach, such as an multi-sectoral approach
(Storm et al., 2014) or a community participation ap-
proach (Wold and Mittelmark, 2018; Woodall et al.,
2018). In the Netherlands, the private funding organiza-
tion, FNO, funded 46 small-scale projects under the um-
brella of the Healthy Futures Nearby (HFN) programme
(FondsNutsOhra, 2015) and issued an overall evaluation
of the programme to learn about participation, effective-
ness and sustainability. The projects all aim to reduce
health inequalities through lifestyle changes in vulnerable
families.

There are, however, multiple issues one may encoun-
ter in the evaluation of such MPPs. We previously elabo-
rated on the main challenges of such programmes and
the ways we will address these in the design of the over-
all evaluation of the HFN programme (Hogeling et al.,
2019). In this article, we elaborate on two of these chal-
lenges. First, the evaluation of health-related MPPs must
fit the complexity of the programme under study.
Others have successfully argued that such complexity
challenges the use of more traditional, reductionist eval-
uation approaches (Kok et al., 2012). We address this
challenge by conducting a theory-driven evaluation
(Rogers, 2000, 2008; Stame, 2004; Westhorp, 2012,
2013). Secondly, the scale and diversity of MPPs chal-
lenge the connection between practice-based input and
priorities and programme-level results. Studying an
MPP highlights the local contextual differences that in-
fluence its implementation and results. This is addressed
by collecting and analyzing both practice-based and sci-
entific input to identifying the expectations and assump-
tions in the programme and set priorities for the
evaluation (Weiss, 1997; Birckmayer and Weiss, 2000).
In other words, we use ‘local’ interpretations of effective
health promotion to prioritize the topics for evaluation.

Complexity and theory-driven evaluation

Many MPPs promote a multi-sectoral approach to reduce
health inequalities (Storm et al., 2014; Hogeling et al.,
2019). Furthermore, programmes often focus on the com-
prehensive set of determinants of health (WHO, 1986).
Such programmes have been characterized as being com-
plex (Nutbeam, 1998; Glouberman and Zimmerman,
20016; Pawson, 2004; Stame, 2004; Rogers, 2008;
Westhorp, 2012; Jolley, 2014; Brousselle and Buregeya,
2018; Moore et al., 2019). These programmes anticipate
health-related changes in varying (social) settings, which by
definition involves the interaction of the initiatives with

varying contexts at multiple levels and involving multiple
stakeholders. Complexity is often perceived as a challenge
when it comes to evaluation (Pawson, 2004; Stame, 2004;
Douthwaite et al., 2017; Moore et al., 2019); however,
complex systems potentially also comprise a lot of relevant
information about health-related change in social settings.
This could be assessed through the design and use of suit-
able evaluations.

We adopted a theory-driven approach for the evalua-
tion of the HFN programme (Chen, 1990; Weiss, 1995;
Van Belle et al., 2010; Hogeling et al., 2019). A theory-
driven evaluation can be understood as an evaluation in
which the selection of programme features for evaluation is
determined by an explicit conceptualization of the pro-
gramme in terms of a theory (Fitz-Gibbon and Morris,
1996). Such conceptualizations are often called the theory
of change or programme theory, and comprise a set of
assumptions (or theories) about how the programme works
and how the programme produces the desired effects (Fitz-
Gibbon and Morris, 1996). This programme theory—we
will use this terminology hereafter—is the core of the evalu-
ation (Rogers et al., 2000). During the evaluation, one tests
the assumptions and relationships laid out in the defined
programme theory, which should result in its improvement
(Van Belle et al., 2010).

Theory-driven evaluations enable the identification
of priorities for evaluation, facilitates learning and
thereby support the evaluation of complexity (Connell
et al., 1995; Weiss, 1995, 1997; Birckmayer and Weiss,
2000). It also allows for the possibility of identifying im-
portant common themes across cases, promoting cross-
programme discoveries (Pawson and Tilley, 1997; Dunn
et al., 2013). Moore et al. argued that the evaluation of
interventions in complex social systems is inevitably
(Moore et al., 2019) not comprehensible due to the ex-
tensive nature of all possible changes and mechanisms at
work. As a consequence, choices must be made in the fo-
cus of the evaluation. Identifying key issues and priori-
ties is thus crucial for the informative evaluation of the
HFN programme. The first stage of a theory-driven eval-
uation can be to develop a programme theory to frame
and guide the evaluation (Weiss, 19935, 1997), which we
will initially develop and present as a list of assumptions
present in all projects under the umbrella of the HFN
programme.

Local interpretations of effective health
promotion

Developing a programme theory for a specific initiative
is ideally a process that involves all relevant stakeholders
(Van Belle et al., 2010). Chen argued that, instead of
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using only scientific theoretical sources (Chen, 1994,
1990), ‘important sources for constructing programme
theory come from stakeholder groups, especially pro-
gramme designers and implementors’. The involvement
of stakeholders in the development of a programme the-
ory guarantees that the (implicit) theories and assump-
tions held in their minds regarding how health-related
change works are taken into account in the evaluation
framework. Moreover, involving all stakeholders in
theory-based evaluations asks professionals to ‘make
their assumptions explicit and to reach consensus with
their colleagues about what they are trying to do and
why’ (Weiss, 1995). From our experience in evaluation
of community projects, we argue that the involvement
of the local stakeholders in developing a programme the-
ory—or more specifically, in deciding what the focus of
the research should be—may enhance the relationships
between the community (health), professionals and
researchers. Also, the involvement of all promotes learn-
ing in everyone involved.

Overall evaluation of the HFN programme

Under the umbrella of the HFN programme, 46 small-
scale projects were funded to promote a change in
health-related behaviors (smoking, alcohol, diet and ex-
ercise) and improve perceived health among vulnerable
families in the Netherlands. The target group was de-
fined by the funder as a household, consisting of at least
one parent and one child, which has multiple problems
in the field of finance, education, labour or wellbeing.
Besides this, the household members suffer health depri-
vation through smoking, consuming high levels of alco-
hol or being overweight, combined with lower levels of
perceived health (FondsNutsOhra, 2015). Additionally,
funding by the HFN programme required all projects to
adopt a community (participatory) and/or integral ap-
proach. Supplementary Appendix A includes a schematic
overview of the programme. A literature review provided
further inputs for project proposals on what could be the
effective elements in reducing health disparities among
vulnerable families (Beenackers et al., 2015).

A diverse group of stakeholders are involved in the
46 projects. Most of them belong to one of the following
groups: family members, volunteers, practitioners and
other health professionals, civil society organizations
and professionals working in the communities such as
teachers, researchers and municipal officials.

All 46 individual projects were asked to conduct an
evaluation of their effectiveness in terms of the funder-
defined outcomes. A consortium was commissioned to
perform the overall evaluation of the HFN programme.

The main aim of the overall evaluation is to ‘provide
insights in the effects and factors of success and failure
of the funded projects and the programmes activities’
(FondsNutsOhra, 2015). Desired project outcomes were
specified as a reduction of the risky health-related
behaviours smoking, a high consumption of alcohol or
being overweight, combined with having a lower per-
ceived health. These four indicators could be interpreted
as the main pre-defined outcomes of the programme,
whereas the participatory and integrated elements can
be seen as the programme’s strategies.

Aim and research question

The main aim of this study is to provide input for the de-
velopment of a programme theory that can serve as a
framework for the overall evaluation of the HFN pro-
gramme. Given the diverse and flexible nature of the
programme and the goals of the evaluation, this pro-
gramme theory should be based on project interpreta-
tions, and contain sufficient detail at multiple levels, but
at the same time cannot be exhaustive and must enable
the prioritization of topics for further in-depth study.
Assumptions on what works exist at different levels and
may be contradictory to each other, for instance, in one
project, group sessions providing knowledge about
healthy eating are assumed to work for vulnerable fami-
lies, while in another project it is assumed that healthy
eating is best learned through individual counselling tra-
jectories for families. The assumptions reflect the knowl-
edge and experience of the stakeholders. Analysis of this
list will reveal clusters of what they believe to be effec-
tive health promotion.

The main research question is: what are the interpre-
tations of effective ways to promote change in health-
related behaviours and improve perceived health among
vulnerable families within the 46 projects in the HFN
programmes

METHODS AND PROCEDURE

Data collection

To collect data, at the start of each project, 46 group
interviews were held using the EffectenArena approach
(Deuten, 2009; Unknown, n.d). This semi-structured ap-
proach for group interviews ensures a discussion that is
insightful to the researchers in terms of activities, out-
comes, conditions, investors and beneficiaries; the main
elements of the structured discussion. It facilitates an
open, informative discussion between stakeholders and
thereby promotes learning and dialogue within the
teams. Participation in the group interviews within the
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projects was based on convenience sampling; the project
leaders were asked to invite all stakeholders or represen-
tatives. This resulted in a variety of stakeholders taking
part, including project leaders, health care and welfare
professionals, educators, members of sports clubs and
neighbourhood  organizations, family =~ members,
researchers and volunteers. For a substantial number of
projects, it was difficult to involve participants from vul-
nerable families. In total, more than 330 people partici-
pated in the group interviews, with a mean group size of
7 (range 4-17). The interviews lasted 2-3 hours, and
took place at a location chosen by the project leaders
and often close to where the projects are implemented.
Each group interview was facilitated by one re-
searcher, while another took detailed notes. These notes
were used afterwards to write a comprehensive report
(3-5 pages) of the
EffectenArena format. In addition, the researchers

interview following the
drafted a flow diagram representing the main elements,
processes and expected results of each project.
Supplementary Appendix B shows one of the diagrams
made to represent the project’s strategies. Both the com-
prehensive report and the diagram were presented to the
project leader, who was asked to reflect on the accuracy
of the documents.

Procedure and data analyses

Using interpretive content analysis (Drisko and Maschi,
2016), firstly mixed (but primarily deductive) coding of
the interview reports was conducted to identify the
stakeholders’ assumptions on how the projects work. A
code list was drafted, with codes for expectations about
activities, but also to mentions of more abstract factors,
such as to the conditions involved and details of how,
when and where the activities were to be implemented.
In an initial test round, three researchers (L.H., C.L. and
L.V.) coded the reports from two projects using the draft
code list and the explanation of the coding process. In a
discussion between the researchers, the code list was dis-
cussed and codes were verified.

All group interview reports were then independently
coded by two researchers (C.L. and L.H.). Discussions
between the researchers were again used to verify the
codes and check for differences in their interpretation.
We thus developed a list of coded expectations for each
project, a list of assumptions on how each project activ-
ity and condition would work.

Our next step was to distinguish whether similar
assumptions exist between the different projects. Three
methods were used to summarize the complete list of
identified assumptions into relevant clusters. (i)

Discussions between the researchers involved led to an
on-the-go clustering of the assumptions. (ii) These clus-
ters were presented to the projects’ stakeholders in a
programme meeting, who were asked to reflect upon the
clusters identified and the position of their project
among the clusters. To further refine the findings, two
researchers (L.H. and C.L.) analyzed the list of phrases
derived from the interview reports to check for addi-
tional assumptions and possible clusters. (iii) The initial
list of assumptions was presented in an expert meeting
of health promotion scientists. The participants (7 =28)
were asked to reflect on the list in terms of what they
identified as relevant clusters based on their knowledge
of health promotion theory and practice. Given the di-
verse nature of the assumptions, the scientists input was
valuable to reflect upon and further refine the clusters
identified by the researchers involved.

RESULTS

The reports from the 46 group interviews were analyzed
to gain an understanding of the (implicit) assumptions
(see Supplementary Appendix C). This list reveals that
the 46 projects each involve specific assumptions on
how to reach their associated health-related goals.
Several projects had similar assumptions about what
works and most projects were based on more than one
assumption. We identified five main clusters: (i) assump-
tions about offering pre-defined, health (behavior)-re-
lated activities to families, (ii) assumptions about
actively involving vulnerable families in the initiative,
(iii) assumptions about how health promotion should
start with or work via a focus on non-health-related
topics and issues; first things first, (iv) assumptions
about using and strengthening the local context of the
families and (v) assumptions about tailoring practices of
(health) professional promotion among vulnerable fami-
lies (see Supplementary Appendix D). In addition, we
identified assumptions on the topic of establishing con-
tact with and supporting the participation of vulnerable
families, which could be seen as an overall prerequisite
for the other strategies. For all clusters, we find that
assumptions relate to (intermediate) outcomes. Active
family involvement, improvement of non-health-related
issues or changes in the role of the professional or the lo-
cal context are often perceived as short-term or proxy
outcomes and are distinct from the long-term health-be-
havioral and health outcomes. Also, stakeholders men-
tion assumptions that relate to methods, indicating how
they work in the different projects.
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Pre-defined health-related activities

This cluster (present in 40 of 46 projects) includes more
‘traditional’ or pre-defined approaches to health promo-
tion interventions. Two different aspects are combined
within this cluster: project teams organizing and offering
one or more pre-defined activities to families in a spe-
cific setting, often related to lifestyle (exercise/sports,
food, help to quit smoking and/or drink less alcohol), or
project teams offering more targeted trajectories to spe-
cific families (individual) or groups of families. Those
trajectories also often relate to lifestyle changes or to im-
proved wellbeing.

(...) The intervention consists of thematic sessions on
health-related skills for the families, a buddy system and
motivational interviewing by the social workers

Easy accessible programmes for smoking cessation are
offered in the community centre

Active family involvement

Thirty-eight of the 46 projects mention the active in-
volvement of the family in the project, with involvement
being defined as anything more than family members be-
ing ‘only’ participants in pre-defined project activities.
Within this category, we distinguish three main types of
involvement: (i) following family-defined priorities in
the design and organization of activities by the project
team; (ii) various forms of the involvement of family
members in the design, organization and/or execution of
activities; and (iii) the recruitment and training of volun-
teers from the target population (ambassadors strategy).
These three forms of involvement are outlined below.

Following family defined health priorities

In 25 projects, the stakeholders mentioned that the proj-
ect activities were not yet clear, and would be designed
based on the needs of the families involved. Some proj-
ect teams stated they were first collecting data among
the target populations then choosing activities based on
the needs of those groups. Other projects targeted fami-
lies individually and, together with the family, drafted a
tailored plan based on the family’s needs. Project teams
mentioned multiple reasons for basing the activities on
family-defined health priorities, stating that it could
raise support (ownership) among families for a specific
plan or set of activities, enabled activities to be tailored
to a specific context, and may yield more participants
for the activities. The following quote illustrate how
some projects take families’ needs into account:

Each school has or organises a children’s council. This
council discusses and decides which activities will be
organised. Specific activities are thus not yet clear

Active family involvement

The active involvement of families ranges from highly
participatory strategies, in which working groups of
family members, neighbourhood inhabitants or patients
design, organize and execute activities, to ‘participation
light’ projects, in which focus groups or co-creation ses-
sions are used to inform the subsequent work of the
project teams. This is illustrated by the following quote
from a group interview:

Together, the initiator and the inhabitants [of a specific
neighbourhood] will independently implement their
ideas and initiate activities but will be supported by the
project if needed

Recruitment and training of volunteers: ambassadors
strategy

A somewhat different strategy in this category is the in-
volvement of ambassadors or community workers, cen-
tral figures in a specific setting (a neighbourhood, a
school and cultural/ethnic community) that may be
trained by the project and play an important role in get-
ting families involved in the project and the organization
and execution of activities. In some projects, ambassa-
dors are trained to become trainers in a specific activity.
In others, ambassadors are used merely for their net-
works in the community or to execute the lifestyle activi-
ties designed by professionals. The different roles and
responsibilities that these central figures have are illus-
trated in the following quotes from the group
interviews:

Community builders have an important role in the re-
cruitment of possible participants

The ambassadors have a crucial role. As inhabitants of
the neighbourhood, their faces are familiar, which
increases their chances of reaching vulnerable families,
thinking about health-related goals with them, and in-
volving them in activities”

First things first

Out of the 46 projects, 32 involved assumptions that fo-
cussed on issues not directly related to health-related be-
haviour or perceived health. This is often presented as a
“first things first’ approach, and includes the prioritiza-
tion of problems that need to be solved before any other
issues may be addressed, such as debt and other financial
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problems, housing issues and unemployment. It can also
incorporate a focus on solving issues very close to but
not directly associated with health, such as stress, loneli-
ness and social isolation. This cluster also includes the
implementation of a different, more positive perspective
by working from or looking for talents, dreams and fun
instead of taking problems as a starting point. In the
projects included in this cluster, health is often a more
implicit outcome, especially for participating families.
The improvement of healthful behaviour is seen as a
long-term outcome by the project teams. The quote be-
low illustrates these findings:

The idea for this course lies in the observation that dis-
cussions around health often focus on survival: surviving
poverty, poor housing conditions, or family problems.
The target group needs control over their lives, and their
fundamental needs must be met. Only then can one take
the step to a healthier life

Using and strengthening the local context

Of the 46 projects, 42 explicitly mentioned assumptions
that involve the use or strengthening of existing profes-
sional networks, facilities and organizations already lo-
cated in the community, or the use of existing organized
activities. Many projects therefore use these existing ele-
ments, but the way in which they are incorporated dif-
fers. Often, project activities are embedded in schools,
(neighbourhood) community centres, health centres and
so on. One stakeholder said:

To reach the intended participant numbers, a collabora-
tion was set up with an existing re-integration pro-
gramme run by the municipality. Some people in this
programme will be obliged to take part in the

intervention

In some cases, the main approach is to create ways
for families and professionals to better find existing ac-
tivities and facilities. This includes improving the visibil-
ity of relevant activities and organizations and creating
awareness about those activities among families. In
other projects, the focus is more on improving networks
of professionals and the health (care) and welfare organ-
izations in a certain neighbourhood or community.
Often, such projects include a central coordinator or
similar figure.

Using what already exists is the basic idea of our project.
The problems of the existing activities are the limited
number of activities on offer related to physical activity
and the affordability of these activities. We will not

make existing activities cheaper, but can add extra

activities and direct people to resources such as available
funds for children and sports [het Jeugdsportfonds]

The community worker’s role is to map the practitioners
in the neighbourhood and their role. This will enable a
better match between the family’s initiatives and profes-
sional organisations

Tailoring practices of (health) professionals

Over half (27) of the 46 project teams hold assumptions
that are related to a change in practices of health profes-
sionals. These projects often include the training of in-
volved professionals, either by offering official training/
workshops, organizing peer learning groups with col-
leagues, learning by doing (training on the job) or learn-
ing by experience (co-operating with families to change
professional practices). What these professionals should
learn varies between the projects. Some focus on recog-
nizing vulnerability (low literacy, social isolation)
among families, while others focus on changing their ap-
proach, for instance working through appreciative in-
quiry. Often, projects aim to make professionals aware
of a certain health-related topic, resulting in a change of
practices.

Professionals need support, for example training in mo-
tivational interviewing. How should you discuss the is-
sue of smoking (and quitting smoking) with families?

Additional assumptions: the pre-condition of estab-
lishing contact with vulnerable families

In our analysis, we found a category of assumptions
is not specifically about ‘what works in health promo-
tion for vulnerable families’, but which does seem im-
portant. Many (21) projects mentioned specific
assumptions related to establishing contact with families
encouraging participants to remain involved and/or to
participate. Some project teams have originated from or
work together with, a professional sports club, such as a
soccer team. The teams assume that the connection be-
tween the sports club and the project activities will at-
tract families and may convince them to participate.
Other projects have included specific incentives in their
plans to get families to participate and/or to stay in-
volved, or seem to rely on professionals working in the
neighbourhood for recruitment. Whatever the (underly-
ing) assumption for successfully establishing contact
may be, it may very much influence the success of the
project activities.

The team is thinking of ways to reduce barriers for par-
ticipation and about what appears to work well already,
such as personal contact with possible participants and
offering a €50 reimbursement for participation
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The involvement of well-known soccer players is seen as
an important motivation for the families to participate

The involved practitioner will check whether the woman
meets the criteria for inclusion in the project. If this is
the case, she will be informed about the project and in-
vited for an introduction to the project by the
practitioner

Project teams vary in how and to what extent atten-
tion is paid to the issue of establishing contact with fam-
ilies. Some projects have clearly discussed, or are still
thinking of, the most effective ways to involve vulnera-
ble families, whereas others do not mention any specific
assumptions about this. Some seem to rely strongly on
collaboration with (local) professionals and other
intermediaries for involving families. Successful strate-
gies to reach those families can be considered a prerequi-
site for the further implementation of the projects.

In Figure 1, the results are summarized.

DISCUSSION

The main aim of this study was ‘to provide input for the
development of a programme theory that can serve as a
framework for the overall evaluation of the HFN pro-
gramme’. We were able to unravel the complexity of the
programme and its context and to identify the areas on
which we should focus the evaluation, which was

Overall programme
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Fig. 1: Summary of results.

Assumptions on
methods

Strengthening visibility

identified as a first challenge for the research. This ena-
bles us to optimize the practical and scientific relevance
of the evaluation. A wide variety of ideas about per-
ceived effective health promotion among vulnerable
families was collected from the stakeholders of the proj-
ects, with ideas ranging from a series of pre-defined
health-related activities leading back to behaviour
change theories to projects advocating participatory
approaches. This is in line with what Davidoff et al.
mention that inspiration for the design of projects most
likely comes (Davidoff et al., 2015) from academic sour-
ces as well as practice, personal experience and intui-
tion. This shows the value of involving stakeholders
(and their ideas) in the creation of a programme theory.

Our results show that integration of practitioners
and families’ opinions and experiences—Dbesides only ex-
pert opinions—provides a much wider and probably
more realistic framework for the design and evaluation
of health promotion programmes. Moreover, the spe-
cific themes addressed by practitioners and families,
may help future programmes to overcome implementa-
tion difficulties.

A second challenge lies in the local contextual differ-
ences that influence the implementation and results of
MPPs. This was addressed by incorporating a structured
and ongoing process of collecting, analyzing and using
both practice-based and scientific input for development
of the programme theory for the evaluation. The ideas
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that were collected among stakeholders are translated
into a programme theory, but this must be seen as a flex-
ible and dynamic base. Over the course of the evalua-
tion, inputs will be collected from stakeholders and used
to adjust and improve the initial programme theory
where necessary. Others have argued that making (theo-
retical) assumptions among stakeholders explicit at the
start of projects may also enhance learning and effective-
ness (Huebner, 2000; Rogers et al., 2000).

All assumptions could be summarized into five clus-
ters, which provide clear priorities for the further evalu-
ation of the programme. In the rest of this study, we will
focus our evaluation on exploring what works and how
it works, in the context of the projects, when (i) offering
pre-defined health (behaviour)-related activities, (ii) ac-
tively involving families in the initiative (participatory
strategies), (iii) having a wider focus that includes non-
health topics, (iv) building on facilities and structures
present in the local context and (v) when changing the
role of the (health) professional to promote health
among vulnerable families. These clusters serve as input
for the evaluation, but are not seen and used as success
indicators in the evaluation. Rather, they are seen as fo-
cus points, that were used in the evaluation to decide
which strategies and themes should have priority in a
more in-depth investigation of processes and mecha-
nisms. Also, they provide information on which health
promotion strategies and themes are perceived as impor-
tant and/or promising by project stakeholders.

Analyzing programme theory can provide evaluators
and funders with useful information. Mayne explains
that if one (Mayne, 2017) finds that a set of assumptions
is not very robust, this might be supporting in explaining
a less than successful intervention. In case of the HFN
programme, analysis of the project assumptions has
helped identifying issues that evaluation should focus on
and has provided the funder with a framework of realis-
tic expectations about results. Moreover, the results of
our analysis supported the funder to retain a flexible at-
titude when assessing project development. We have ex-
perienced over the years that the results of this study
have been very informative for the evaluation, and
moreover, has supported the funder in understanding
and explaining unexpected results.

An integral or multi-sectoral approach was promoted
as being favourable by the funder, together with a focus
on (community) participation; however, neither concept
was very clearly defined by funder at the outset. All proj-
ects appear to rely on combinations of assumptions.
Some combine an offer of pre-defined health-related ac-
tivities with building stronger networks and facilities by
building on pre-existing initiatives, some have a

community participation phase followed by health-
related activities, some combine a focus on non-health
topics with pre-defined health-related activities and so
on. Harting et al. described such integrated interventions
as an intervention mix (Harting et al., 2019). Given the
range of ideas and combinations, and the somewhat
flexible instructions provided by the funder on this mat-
ter, it remains challenging to conclude whether projects
have adopted a desired approach.

It was often difficult for project leaders to involve
(vulnerable) families or project participants in the
groups interviews. This may be partially due to the tim-
ing of the sessions, which took place at the start of the
programme, when the actual involvement of partici-
pants may not yet have been on the agenda of some proj-
ects. However, establishing and maintaining contact
with vulnerable families appeared to be a more general
challenge in the projects. In the group sessions, the fore-
seen or encountered difficulties in reaching and involv-
ing vulnerable families or the vulnerable inhabitants of
the neighborhoods were often perceived as a matter of
concern. Reaching and involving vulnerable families is a
prerequisite for effective health promotion. What we
take from this in our evaluation is that, next to a focus
on the five idea clusters, an additional priority for our
research should be to collect information about effective
strategies for involving vulnerable families.

STRENGTHS AND LIMITATIONS

The first strength of this study is that we have succeeded
in making explicit and categorizing the (underlying)
assumptions of the very diverse group of projects. The
list of assumptions and the five identified clusters offer
usable guidance for the programme evaluation. We be-
lieve that another valuable aspect is that, in clarifying
and summarizing project interpretations, we remained
close to actual project practices. Related to that, we be-
lieve that another strength lies in the design of this study;
conducting 46 group interviews instead of simply coding
the initial project proposals. This has provided a lot of
valuable information on the underlying and often im-
plicit assumptions.

One limitation of our study is the range and diversity
of the projects in the programme. The programme po-
tentially holds so much information that it is impossible
to study everything in-depth in one overall evaluation.
Of course, this is first and foremost an advantage of this
research. By identifying what the projects teams want
and actually achieve in the first year (this study), and
building our programme theory on that information, we
were able to prioritize topics for the later evaluation.
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What works for vulnerable families?

The programme and projects hold more project-specific
information, however, in our study, we decided to focus
on the overall, programme level and cross-projects
analysis.

The second, related, limitation concerns flexibility.
Not working from a highly structured, pre-defined or
more experimental set up will yield results that could be
perceived as vague and not fit for generalization. A chal-
lenge for the research team thus lies in the very careful,
accurate and precise interpretation and dissemination of
research findings.

CONCLUSION

The main aim of this article was to provide practice-
based inputs for the development of a programme the-
ory that can serve as a framework for the subsequent
evaluation of a Dutch health-promotion programme.
We were able to identify five clusters of ideas for health
promotion among vulnerable families. These ideas form
the core of our flexible programme theory, which will
be refined and adjusted during the remaining years of
the evaluation. A theory-based approach thus enabled
us to identify common strategies and themes (Dunn
et al., 2013) across what first seemed to be a collection
of very diverse and different projects. It also enabled us
to identify priorities (Moore et al., 2019) for the shaping
of the overall evaluation. Furthermore, it became clear
that most HFN projects combine multiple strategies.
The overall evaluation will be framed by the results of
this study in at least two ways; the identified strategies
will be used as directions for in-depth multiple case stud-
ies and as factors for explaining effectiveness in MPPs.
In other words, the results of this study can be used to
deal with the complexity encountered in the overall eval-
uation of the HFN programme (Elliott et al., 2014;
Brousselle and Buregeya, 2018).

SUPPLEMENTARY MATERIAL

Supplementary material is available at Health
Promotion International online.
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