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Ágrip 

E-learning for the Health Agents Programme in Europe (eHAP) er 
samstarfsverkefni milli fimm Evrópulanda, þ.e. Íslands, Danmerkur, Noregs, 
Belgíu og Portúgals, sem styrkt var af Leonardo Da Vinci sem er 
starfsmenntahluti menntaáætlunar Evrópusambandsins.  

Í Evrópu í dag eru sex af sjö helstu áhættuþáttum fyrir ótímabærum 
dauða tengdir því hvernig við nærumst og hreyfum okkur. Heilsusamlegt 
mataræði og regluleg hreyfing eru mikilvægir þættir sem stuðla að góðri 
heilsu. Tilgangur eHAP-verkefnisins er að auka færni í starfi með áherslu á 
heilsu og næringu í tengslum við heilsueflingu á breiðum starfsvettvangi í 
sem flestum löndum í Evrópu og nýta til þess þekkingu og námsefni sem 
þegar er til í þátttökulöndunum.  

Markhópur verkefnisins var fólk á vinnumarkaði sem lauk námi fyrir 10-
20 árum og starfar við heilsueflingu á vinnustað sínum þ.á.m. leik-, grunn-, 
og framhaldsskólakennarar, matreiðslumenn, kokkar og starfsmenn innan 
heilbrigðiskerfisins sem stuðla að almenningsheilsu.  

Þróunin og skipulagningin á námskeiðslíkaninu sem kynnt er í þessari 
ritgerð byggir á niðurstöðum úr svonefndri Delphi-rannsókn sem fólst í  
rýnihópavinnu og tvítekinni spurningalistakönnun. Aðal markmið var að 
meta einn af fimm hlutum námskeiðslíkansins með tilliti til fjarnáms og 
upplýsingatækni, sem er sameiginlegur öllum hlutunum. Við matið 
námskeiðslíkaninu voru notaðar bæði megindlegar og eigindlegar 
rannsóknaraðferðir. 

Niðurstöður Delphi hlutans drógu fram sjö megin færnisvið en 
þátttakendum í þeim hluta fannst meiri þörf á endurmenntun tengdri 
næringu, heilsu og heilsueflingu heldur en aukinni upplýsingatækni. Mat á 
námskeiðslíkaninu leiddi í ljós almenna ánægju og var efnið talið stuðla að 
aukinni kunnáttu, færni og hæfni ólíkra starfsstétta í heilsueflingu. Jákvætt 
viðhorf var einnig gagnvart mikilvægi upplýsingatækni fyrir þróun í starfi. 

Verkefni eins og eHAP sýna að endurmenntun á netinu þar sem 
nemendur læra á eigin hraða og tíma getur gefið aukið tækifæri fyrir sí- og 
endurmenntun fyrir þær starfstéttir sem beita sér fyrir almennri 
heilsueflingu. Það er því verðugt verkefni að bjóða upp á fjölbreyttar 
kennsluaðferðir þar sem upplýsingatækni er nýtt til að auka fagþekkingu 
samhliða færni í miðlun.  
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Abstract in English 

E-learning for the Health Agents Programme in Europe (eHAP) is a 
collaboration between 5 European countries:  Iceland, Denmark, Norway, 
Belgium and Portugal. The project was funded by the Life Long Learning 
Programme Leonardo da Vinci.  

In Europe today, six out of seven risk factors for premature deaths are 
related to how we eat, drink and exercise. Healthy diet and regular physical 
activity are important factors for good health. The main goal of the eHAP 
programme is to increase competences related to health and nutrition in 
health promotion among the broad workforce promoting health in one way 
or another across Europe, by using the existing knowledge and study 
materials from the participating countries. 

The target group consisted of people who finished their education 
approximately 10-20 years ago, who promote health in their workplace, i.e. 
in the educational system, catering and the primary health care sector. 

The development and design of the curriculum presented in this thesis 
was built on the findings of a modified Delphi study that was conducted by 
focus group interviews and two rounds of online questionnaires. The main 
goal was to evaluate one of five learning modules of the curriculum with 
regard to distance learning and information communication technology 
(ICT) which is a common ground for all the five modules. In the evaluation 
of the module, both on qualitative and quantative research was relied on. 

Findings from the Delphi study narrowed suggestions down to seven 
core competencies, and experts within the workforce felt the strongest 
need for continuing education related to nutrition, health and health 
promotion rather than ICT skills. Evaluation of the pilot module showed 
general satisfaction and the study material was thought to contribute to 
added knowledge, skills and competencies within the heterogeneous health 
promotion workforce. The importance of ICT skills for further development 
in their work was also generally accepted. 

Projects like eHAP show that online continuing education which allows 
for learning at one´s own preferred time and speed gives an opportunity 
for strengthening continuing education for the workforce engaging in 
general health promotion. It thus is a worthy project which offers diverse 
teaching methods where ICT is used both for strengthening further 
professional knowledge as well as skills in communicating health. 
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1 Introduction 

The European project "e-learning for the Health Agents Programme in 
Europe" (eHAP) was developed to educate Health Agents, i.e. people who 
should be able to integrate activities of health promotion in the main tasks 
and responsibilities of their workplace, and as such promote positive 
changes towards health in their surroundings. It was funded with support 
from the Leonardo da Vinci programme, which is a part of the European 
Commission's Lifelong Learning Programme. The main goal of the eHAP 
programme is to provide continuing education for professionals working 
within public health. The aim is to provide up to date nutritional, physical 
activity and health knowledge on the level needed and at the same time 
integrate blended learning and ICT (Information Communication 
Technology) in the process.  

The assessment of the competences and the needs of professionals that 
are working with public health throughout Europe was developed by six 
European partners: University of Iceland, University College Sealand in 
Denmark, Akerhus Oslo in Norway, Katholike Hogeschool in Leuven 
Belgium, Escola Superior de Technologia da Saude de Lisboa in Portugal and 
IDAN vocational centre in Iceland. All the partners are engaged in education 
in Europe. 

In order for the eHAP programme to have a strong European profile, the 
decision was made to conduct a Delphi study which is a method that is built 
around structured groups with a panel of experts that are interactive and is 
based on a multistage process. The Delphi method is designed to transform 
opinions into a group consensus. It is a flexible method which is often used 
within the field of health science (Hasson, Keeney, & McKenna, 2000).  

The following three target groups within the workforce were chosen to 
gather all the competences that were needed:  

• Teachers and other staff in nursery, primary and secondary 
schools 

• Chefs and other catering staff  

• Health professionals involved in public health activities  

At the end of the three rounds of the modified Delphi study, the results 
were gathered and each partner built a curriculum module with the main 
competencies as a focal point. This thesis shows the result of the piloting of 
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module two called Communication and Health Behavior Change with 
Special Emphasis on Motivational Interviewing; the module was built on the 
findings of the Delphi study.   

The main reason for this project was to build compatible learning 
modules from findings gathered by the Delphi study. The evaluation of the 
pilot module is being presented in this thesis. The blended learning 
approach and information technology are very important factors in 
continuing education and are the main focal points within each of the five 
modules that were created by the eHAP partners. Working on the eHAP 
project has been very rewarding and gratifying. The work that I personally 
have put into the project has also been considerable. The Delphi study was 
very educational for me as a master student where I assisted in gathering 
the experts for the panel and also worked as a mediator and assistant in the 
interviews and online questionnaire for the Delphi study. With shared 
workload the European partners developed and designed the questionnaire 
that was used in the Delphi study. After the findings of the Delphi study 
there was collaboration between Anna Sigga, Hulda and me in making 
module 3 for Iceland. It was then decided with the eHAP partners that the 
Danish module 2 would be the piloting module for the project and in this 
thesis the evaluation of that pilot module is being presented. In the piloting 
of the module I assisted the teacher of the course in keeping track of the 
students and helping the students with the ICT that was being presented in 
the course. After piloting module two, I developed and designed a 
questionnaire that was presented to students online. However, the 
responses were not in our favor so it was decided to do Skype and email 
interviews, which strengthened the results of the evaluation of the pilot 
module. 

This thesis presents a part of this journey, with the following main aims: 

• Find core competencies needed within the health promotion 
workforce. 

• Build a curriculum based on the core competencies. 

• Pilot a part of the curriculum, with emphasis on distance 
learning and Information Communication Technology (ICT) 
which is a common ground for all the five modules. 
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2 Literature Review 

2.1 Health promotion and communicating health 

Health promotion is the concept of trying to encourage people, and to 
enhance their motivation to strive for optimal health by supporting them in 
changing their lifestyle to gain better health (O'Donnell, 2009). The 
communication of health from the health practitioners point of view is an 
essential part of health promotion and takes place on many levels both with 
individuals and groups (Corcoran, 2007, p. 31). 

2.1.1 Health today in the EU 
According to the World Health Organization (WHO) the definition of health 
is a state of complete physical, mental, and social well-being and not merely 
the absence of disease or infirmity (World Health Organization, 1948). The 
leading causes of death in the European countries are cardiovascular 
disease, cancer and respiratory diseases which can be prevented by better 
nutrition and physical activity (The Health-EU Portal, 2012). 

 The mortality rate for non-communicable diseases is three out of five 
people who every year die from diseases such as heart disease, stroke, 
cancer and chronic lung disease. Every year 36 million people die from non-
communicable diseases and in the developing world over 9 million people 
die before the age of sixty in the prime of their life. These diseases are 
mostly preventable by healthy, well-balanced nutrition and physical activity 
(WHO Regional office for Europe, 2011). Daily physical activity contributes 
to the prevention of several chronic diseases such as cardiovascular 
disease, osteoporosis, diabetes, obesity, cancer, hypertension and 
depression (Warburton, Nicol, & Bredin, 2006).  

 Physical activity and nutrition are listed as key priorities in the European 
Union Public Health policies. The European Union feels the need to 
combine forces and resources by involving all stakeholders, including the 
food and advertising industries, civil society and the media. The main goal is 
to achieve an increasing awareness on health related matters and 
improving habits relating to nutrition and physical activity (The Health-EU 
Portal, 2010).  The World Health Organization (WHO) recommends the 
evolvement of governmental strategies and policies of health promotion, 
physical activity and prevention of non-communicable diseases such as 
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cardiovascular disease, cancer and diabetes (World Health Organization, 
2008).  

The main health issues in the Nordic countries are the same as WHO 
describes it to be worldwide. That is why there is a need for the 
government to implement a wide range of policies and development of 
comprehensive strategies to fight back against the development of lifestyle 
related diseases. The necessity of finding a solution against unhealthy diet, 
physical inactivity and overweight must be found at a national level but 
with the support of the Nordic and at international level. The effort and 
incentive at the international and European level would be looked upon 
with the promotion of stakeholder cooperation and shared responsibility of 
all partners (The Nordic Council of Ministers, 2006).    

2.1.2 What is health promotion? 
The definition of health promotion according to the World Health 
Organization (WHO) 1986:  

Health promotion is the process of enabling people to increase 
control over, and to improve, their health. To reach a state of 
complete physical, mental and social wellbeing, an individual or 
group must be able to identify and to realize aspirations, to 
satisfy needs, and to change or cope with the environment. 
Health is, therefore, seen as a resource for everyday life, not 
the objective of living. Health is a positive concept emphasizing 
social and personal resources, as well as physical capacities. 
Therefore, health promotion is not just the responsibility of the 
health sector, but goes beyond healthy lifestyles to wellbeing.  

 

Optimal health is an active balance of physical, emotional, social, 
spiritual and intellectual health. Lifestyle change can be achieved by 
variation between learning experiences that enhance awareness, increase 
motivation, build skills and more importantly open access to an 
environment that helps people make positive changes regarding their 
health (O'Donnell, 2009). Health promotion has a wide range of variety 
within populations which includes educational, social, economic and 
political trials to promote better health within the population. The practice 
of health promotion is pursued in different fields, including schools and 
health care facilities, and by a diverse group of people for example health 
educators, nurses, physicians and teachers (Butler, 2001, p. 23). 
Professionals working within the field of health promotion must work as a 
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team and across sectors with common goals for a coordinated response to 
each individual (WHO Regional Office for Europe, 2010). 

2.1.3 Why should health promotion focus on nutrition and physical 
activity?  

Unhealthy diets, physical inactivity and consequential obesity are estimated 
to increase direct cost for health care systems in Europe in the future (Fry & 
Finley, 2005). If the rise in childhood obesity has not turned around in the 
future, the amount of individuals who have ill health will increase. The key 
priority in the European Union Public Health policies is to improve dietary 
intake and increase physical activity (Commission for the European 
communities, 2007).  

 

2.1.3.1 Nutritional recommendations in Europe 
In Europe a diet is considered to be well balanced when food intake 
provides adequate amounts of energy and nutrients for good health and 
well-being (European Food Safety Authority, 2011). The recommended 
dietary intake for people is based on population reference intakes, average 
requirements, adequate intake and the lower threshold intake. Food based 
dietary guidelines are being used in all the European countries and are 
quite similar in all the countries (European Food Safety Authority, 2011).    
 One of the major causes of the obesity and overweight epidemic in 
Europe is caused by a diet that is high in saturated fat, energy dense foods 
and not enough fruit and vegetable intake combined with a sedentary 
lifestyle (WHO Regional Office for Europe, 2001).  

Worldwide people are consuming too many calories and doing minimum 
exercise. Nordic citizens do not follow the official recommendations on diet 
and physical activity. Many Nordic children and adults have low intake of 
fruits, vegetables and fish. They also consume fattier food in particular 
more saturated fat than the dietary guidelines recommend. Children also 
have a high intake of sugar and their consumption is well above 
recommendation (The Nordic Council of Ministers, 2006). Children and 
adolescents who consume vegetable rich diets have less risk of developing 
lifestyle diseases due to increased BMI, waist circumference and cholesterol 
(Grant et al., 2008). Also, fruit and vegetable consumption have positive 
health effects on chronic conditions such as heart disease and stroke with 
adults (He, Nowson, Lucas, & MacGregor, 2007). 
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2.1.3.2 Physical activity and the European recommendations 
One of the major independent risk factors of chronic disease and 
premature death is being inactive. It is also  very important to realize that 
physical activity is a significant factor for treatment of many chronic 
diseases (The Nordic Council of Ministers, 2006). Physical activity can 
reduce the risk of cardiovascular disease, some types of cancers, type two 
diabetes but also in controlling body weight (World Health Organization, 
2009). 

When it comes to physical activity it is accounted for in many ways 
including work, transport, domestic duties and leisure time. In high income 
countries most of the physical activity occurs in leisure time compared to 
low income countries, where it is mostly accounted for in work, transport 
or chores. Around 21-25% of colon and breast cancer burden, 27% of 
diabetes and 30% of ischemic heart disease is caused by physical inactivity 
and is therefore a leading global risk factor and is responsible for 6% of all 
deaths globally (World Health Organization, 2009).  

The Nordic countries all have similar recommendations when it comes to 
physical activity. The basic recommendation for adults and the elderly are 
30 minutes of moderate physical activity per day and for children it is 
moderate to vigorous physical activity for 60 minutes a day (The Nordic 
Council of Ministers, 2006).  WHO recommends the same time for physical 
activity for children as the Nordic countries but for adults the minutes to be 
physically active drop to 21 minute per day, however the intensity when 
exercising also increases. But for added health benefits the time for physical 
activity needs to be increased up to 43 minutes per day with a combination 
of moderate and vigorous intensity (World Health Organization, 2011). 
Approximately 35% of all the people within the WHO European region are 
currently not doing any physical activity a day. Men in high income 
countries are more active than women and around 50% of women are 
inactive (WHO Regional Office for Europe, 2008). Around 50% of the 
population in the Nordic countries do not meet the recommendations for 
daily physical activity (The Nordic Council of Ministers, 2006).  

Natural environments and therefore outdoor activity can have direct 
and positive impact on wellbeing and health among individuals (Bowler, 
Buyung-Ali, Knight, & Pullin, 2010).  Exercising outdoors is combined with 
greater feelings of revitalization and increased energy, it also shows a 
decrease in tension and depression for individuals (Coon et al., 2011). A 
recent study also showed that men did more outdoor physical activity than 
women. The life changing experience of having children also decreased the 
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time people were physical active. There is a need to promote physical 
activity where the whole family can be involved and spend time together in 
being physical active outdoors using the environment to be mobile 
(Sjögren, Hansson, & Stjernberg, 2011). 

 

2.1.3.3 Obesity as risk factor for many diseases 

Worldwide one of the major health epidemics is obesity and the prevalence 
of obesity has increased in adults as well as in children over the last five 
decades (WHO Regional Office for Europe, 2008). The prevalence of obesity 
nearly doubled from 1980-2008. In the WHO European Region roughly 50% 
of men and women were overweight in the year 2008. At the same time 
around 23% of women and 20% of men were considered to be obese. The 
latest estimates in the European Region show that overweight affects 
around 30-70% and obesity affects 10-30% of adults (WHO Regional Office 
for Europe, 2008). Results are similar in the Nordic countries where over 
40% of adults are overweight and 15-20% of children carry the same burden 
(The Nordic Council of Ministers, 2006). In a recent report from the 
Icelandic directorate of Health (2011) the steady increase in childhood 
obesity seems to be starting to level off and overweight has also reached a 
plateau compared to recent years among school children within the capital 
area of Reykjavik. A certain balance may have been reached (Jónsson, 
Héðinsdóttir, Erlendsdóttir, & Guðlaugsson, 2011). 

Obesity is a risk factor for premature death, mostly from cardiovascular 
disease, diabetes, cancer and chronic diseases (Pi-Sunyer, 2009). The 
mortality rate in Europe is mainly from cardiovascular disease accounting 
for 40% of all deaths and cancer is in second place (OECD, 2010, pp. 30-34).   

There are numerous reasons for why individuals cannot keep up a 
healthy weight throughout their life course, some of them being 
environmental factors that are beyond personal control. For obesity 
prevention to work there needs to be a broad range of strategies, many of 
which health professionals are not capable of providing alone. Knowledge, 
skills and experience to be able to help is lacking (Kumanyika et al., 2008).
  

2.1.4 Health promotion strategies 

An effective health promotion strategy is driven by principles and actions 
that are designed to make people take control over the determinants of 
their health (Keleher, MacDougall, & Murphy, 2007, p. 9). There is a 
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growing need for health practitioners to have the correct tools to move 
forward with the right strategies for a better health promotion (Corcoran, 
2007, p. 156).  

In the last decade’s health promotion has primarily been focusing the 
promotion from the health sector and on broad public health issues such as 
preventing cardiovascular disease, diabetes and smoking. There is a much 
bigger need to look into what causes these diseases such as unhealthy 
nutrition and physical inactivity. If health promotion is targeted to go 
straight to the root of the problem and  to get individuals to change their 
unhealthy behavior there will most definitely be an improvement in health 
(Keleher, et al., 2007, p. 9). Studies have shown that it works well to 
combine health promotion interventions which promote better health with 
the ones who prevent diseases (Diehr, Derleth, Cai, & Newman, 2007).  
There has been an associated need to build evidence about what works in 
health promotion from the perspective of the social determinants of health 
on how to guide practitioners and decision makers in their battle for better 
health for the population (Keleher, et al., 2007, p. 9). 

Health promotion should plan, implement and evaluate information in a 
way that the participant is allowed to take in the information, digest it and 
then implement it as soon as possible. By identifying the social and 
psychological factors for the group/population and matching their 
preferences to the information, the outcome is more likely to be applicable, 
achievable and successful for the participants (Corcoran, 2007, p. 52). 

2.1.5 Communicating health  

When health practitioners are promoting healthy life style  the 
communication should be well organized and effective it should also 
include an evaluated progress which can be used to prevent morbidity and 
mortality as well as to promote an idea of better health and wellbeing 
among people (Corcoran, 2007, p. 3). Health specialists have an important 
role in the improvement of individual, group or community health by 
supporting people on how to begin or increase their health promoting 
behavior and/or to decrease health damaging behavior (Jones & Donovan, 
2004).    

When health education is thought of it is usually about how to give 
information, instruction or enhancing understanding about health. It is also 
about encouraging individuals or communities to put health on their 
personal agenda, to consider their health instead of coming to terms with ill 
health later in life as well as advising parents about development and 
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childcare. A significant amount of health education focuses on negative or 
ill health, in other words they do not usually focus on enhancing better 
health. Some health educators put out a considerable amount of 
information on how to prevent or correct ill health problems for example 
by educating people about exercising to prevent coronary heart disease 
instead of focusing on how to achieve better health i.e. also making the 
good better (Carr, Unwin, & Pless-Mulloli, 2007, p. 101). 

Each day there are different challenges in the field of health promotion 
and health education. Health practitioners are faced with new challenges to 
prevent ill health and promote preventive behavior among populations 
mainly as response for changing the patterns of mortality and morbidity 
around the world. This is often seen in the developing countries in 
situations where the need for health promotion is far greater than the 
budget and resources present. When faced with these challenges the 
foundation of health promotion needs to be presented by a good health 
practitioner who has great communications skills and can enable health 
promotion through planning, designing, implementing and evaluating 
programmes, campaigns or policies (Corcoran, 2007, p. 4). 

When communicating health the promotion itself is an essential part 
and takes place in many levels for example with individuals, groups, 
organizations, communities or mass-media. In communicating health the 
main focus is on health information. If  health promoters want to be 
successful in promoting good health campaigns they need to design all 
interventions using theoretical concepts and use the application of theory 
to practice interventions (Corcoran, 2007, p. 31). Jones and Donovan (2004) 
suggest that there is a misunderstanding between health practitioners and 
health researches which often is seen by difference in how models and 
theory are combined and then used as intervention.  

 

2.1.5.1 Models for health promotion 

One of the original models that were developed to understand health 
behavior change was the health belief model. It joins together the 
fundamental structure of planned behavior such as attitudes, social norms 
and perceived behavioral control. The health belief model notices the 
importance of environmental hindrances and/or favors but does not 
elaborate on them (Institude of Medicine, 2002).   

The Health Action Process Approach (HAPA) is also a model for health 
behavior change. The model combines perceived risk from the health belief 
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model with outcome expectations and self-efficacy variables from social 
cognitive theory. It takes into the equation the time dimension, 
motivational phase and an action phase. The HAPA model states that in all 
the phases of health change the main point is self-efficacy for individuals  
(Contento, 2011).  Other models do also exist, but whatever model is used, 
there needs to be a specific outcome, value, attitude, who it affects and 
self-efficacy issues that are taken to consideration for the individuals as well 
as groups (Contento, 2011, p. 202). 

 

Figure 1 HAPA health behavior change model 

 

 

 

 

Health behavior change refers to changing the unhealthy aspects of your 
life with healthier choices. The HAPA model is an approach based on 
psychological theory of health behavior change. The model is an open 
framework for different motivational and volitional structured to explain 
and predict individual changes in health behavior such as dietary behavior 
and physical activity (Contento, 2011).   
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2.2 The Delphi method 
The Delphi method main objectives are to develop a technique to reach the 
most reliable consensus of opinion in a group of experts by series of 
intensive rounds of questionnaires with controlled opinions of feedback 
from participants. The Delphi method works really well to reach a group 
consensus on any given subject. The method has been used to develop 
educational and training systems (Hasson, et al., 2000; Powell, 2003). When 
researchers have a diverse group of participants in terms of geographies, 
the Delphi study is thought to be a reliable research method (Rowe & 
Wright, 1999). 

The Delphi study is very adaptable and is dedicated to the study aims and 
goals; therefore it is easy for researchers to adjust to this method because 
it helps them to evaluate the topic in a flexible and interactive way, also it 
helps them gathering the data they need. It has been well suited as a 
research instrument when the goal is to improve understanding of 
problems and/or develop a forecast for any given topic (Hasson, et al., 
2000). 

Panels of experts in their respective field are the participants in the 
Delphi study and they need to reach a consensus on the topic the study 
presents them with. After a couple of rounds of controlled feedback the 
experts have reached their agreement and that is called a group consensus 
in the Delphi method (Powell, 2003). 

2.3 Information and communication technology in health promotion  

In the 21st century the possibilities for information and communication 
technology, also known as ICT, is enormous and new and emerging 
technologies may be very useful in the field of health promotion. New 
technologies present an opportunity for the fight against the major global 
health challenges such as health behavior change and prevention of chronic 
diseases (Eng, 2004). 

2.3.1 ICT skills and health promotion 

 ICT is referred to as an online learning programme, courses and resources 
emerging in education with the help of an ongoing innovation of teachers, 
students and other computer programme builders (Massy, 2006, p. 417). 

There are continuous demands within Europe to have better health and 
social care mainly because of the demographic change, rising incidence of 
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chronic disease and unmet needs for more personal care. Professionals 
need to work as a team, use the emerging communication technology and 
advanced information technology in health promotion (WHO Regional 
Office for Europe, 2010). 

Information technology that is used in health promotion is beneficial 
both for the health practitioner as well as the person receiving the 
information. Health practitioners are expected to use information 
technology in their daily work. Worldwide there are constant changes in 
technology and practitioners need to keep up with  developments for 
efficient health promotion (Corcoran, 2007, p. 116). The innovation is great 
in the field of blended learning and there is a even greater need for more 
technological infrastructure and more teacher training (Massy, 2006, p. 
417). Health promotion should be in a position to promote and enable 
access to evidence based knowledge, in particular when information 
technology allows wider access to materials (Corcoran, 2007, p. 156). In a 
study for continuing education for nurses it showed that if students use 
computers more often and are more technology driven they have more 
positive perception of online learning.  The flexibility and the convenience is 
a vital part of the advantages of online learning. Students [nurses] have 
found online learning as a new suitable way to enhance their knowledge 
and get more education (Karaman, 2011). 

The college years can be a time that students may be influenced to make 
healthier changes in their lives to improve their health. Many universities 
have noticed the urgency to offer personal health courses to increase 
health knowledge among students. Health courses with the purpose of 
basic knowledge about their bodies and environment but also on how to 
become healthy and remain healthy throughout life. The college students 
who used the opportunity to go to courses which emphasized on health and 
health related matters had increased their knowledge on personal health 
from the beginning of the semester till the end of the semester (Silvestri & 
Bonis, 2009). 

In a study by Franko et al., (2008) based on an internet nutrition and 
physical activity educational programme for college students, after six 
months of intervention the students had increased their fruit and vegetable 
intake compared to the control group and also improved their motivation 
to change eating behaviors. The participants increased their social support 
and self-efficacy for dietary change and their attitude toward exercise 
became more positive but no behavioral changes in physical activity were 
noted. The long term effects that the intervention had on students was not 
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strong, however the attitude measures did show better longer-term effects 
(Franko et al., 2008). Long term maintenance of behavioral changes has 
been a problem in a number of nutrition education studies (Ahern, 2007). 
The internet-based programme is an effective way to reach students in 
college campuses for nutrition education, health promotion and change in 
health behaviors (Franko, et al., 2008).  

In similar manner as the two above mentioned examples of successful 
integration of ICT and health promotion, health professionals equipped 
with the newest ICT skills and up-to-date knowledge on health promotion 
strategies, nutrition and physical activity should be able to make the best of 
their competences and promote health more effectively and to a broader 
audience than without ICT skills. 

 

2.3.2 Continuing education needs of health professionals 

A steady increase in frequency of infectious and chronic diseases as well as 
the regression in public health infrastructure in the United States and other 
countries has resorted in a renewed interest in professional preparation 
and training of the public health workforce. To protect public health there is 
a need for a great change in the education and training of public health 
workers (Allegrante, Barry, Auld, Lamarre, & Taub, 2009).    

In a study by Allegrante et al., (2001) on continuing educational needs of 
the currently employed public health education workforce the following 
competencies were listed: need for advocacy, business management and 
finance, communication, community health planning and development, 
coalition building and leadership, computing and technology, cultural 
competency, evaluation and strategic planning (Allegrante, Moon, Auld, & 
Gebbie, 2001) . A knowledgeable and skilled health promotion workforce is 
a key factor of the capacity required to promote the health of populations 
(Wise, 2003). 

A workforce that is competent and has the skills, knowledge and abilities 
to translate policy, theory and research into effective action has become 
critical to the future growth and development of global health promotion. 
Competences refer not only to knowledge, but also to skills and attitudes 
and have been shown to provide a useful ground for health promotion 
training, academic preparation and continuing professional development 
(Battel-Kirk, Barry, Taub, & Lysoby, 2009).  

With the world and technology rapidly changing there is a growing need 
for continuing education. The teaching method should be flexible and the 
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students need to be cooperative, students need to attain their knowledge 
by the blended learning methods i.e. face-to-face and campus based 
learning in the form of: lectures, group work, field studies, project work and 
seminars. It is very important when students go through this kind of course 
that they have a separate study guide with narrowed down information 
about the whole programme and each module before starting the course. 
By being able to study through distance learning there is an increase in the 
opportunity for people [nurses]  who work in the field to maintain and 
continue their education (Danielson, Krogerus-Therman, Sivertsen, & 
Sourtzi, 2005) 

2.3.3  Distance learning, e-learning, blended learning and learning 
management system (LMS) 

Distance learning is referred to when the teacher and the student are 
separated and students do not need to attend the traditional school room 
to get their education. Online learning and e-learning are strongly related to 
distance learning, however, online and e-learning have the possibility to 
educate online and at the same time e-learning accounts for all the use of 
electronic supported devices with or without using the internet (Geirsdóttir 
et al., 2007) .  

Blended learning methods are thought of when education is hybrid e.g.  
mix of face-to-face learning, campus-based learning and online learning 
(Geirsdóttir, et al., 2007). Blended learning is sometimes thought of as 
different teaching methods. But another variation of the term blended 
learning is the use of media which Graham thinks is too broad a concept 
(Graham, 2006). To define what kind of learning method is being used, the 
suggestion has been made that if 30-79% of the learning material in the 
course is being shared online it is correct to call it blended learning. 
However, if the learning material that is being shared online is under 30%,  
it is campus-based learning, and online learning if it is 80% or more online 
(Allen, Seaman, & Garrett, 2007). 

Learning Management Systems also known as LMS are platforms like 
WebCT and Moodle which have been used in many universities. LMC is a 
learning platform that is online and knowledge building for students. The 
activities students can perform on the LMS are among other things blogs, 
social networks, emails, student group work etc. It is also a good 
opportunity for teachers to see if the students are active within the 
platform since these data are available (Geirsdóttir, et al., 2007).  
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2.3.4 Blended learning and health promotion 

Blended learning is considered as a relatively new and promising 
technology driven trend for different approaches in education (Voos, 2003). 
Research have shown that online learning does produce stronger student 
learning outcomes, more so than only face-to-face learning, and also that 
online learning is an as effective learning method as face-to-face but not 
better (U.S. Department of Education, 2009). Blended learning makes 
access to learning material easier for example for students who have 
families, or have multiple demands of workload, since it increases the 
flexibility in their education (Voos, 2003). 

The blended learning technique is a strategy that has found a solid 
acceptance in higher education and corporate training programmes over 
the last decade and has been achieved by combining the face-to-face and 
online instruction for students (Graham, 2006; Voos, 2003). The students 
that arrive at higher education in the UK are more linked in and more up to 
date than before. The role of creativity, imagination and feasible innovation 
in connecting with the technologies and pedagogies of the future has 
become very important (Salmon, 2009). 

Wolgering et al., (2009) compared whether the classical problem based 
learning or blended learning could better increase student motivation and 
support the learning process with the student’s cooperation, orientation 
and more reliable tutoring. The results showed that students who used 
blended learning technique increased their motivation for education. The 
tutors did not see any difference between groups, but students who did the 
blended learning showed more satisfaction in their studies compared with 
traditional educational methods.  

According to a study by Edginton and Holbrook (2010) the enthusiasm 
students had for blended learning was seen by interaction with the online 
course modules but also by face-to-face interaction with the professor 
during problem solving tutorials that increased significantly between the 
beginning and end of a 6-week of a blended pharmacokinetics course. 
Students concerns about blended learning method decreased but they also 
became more aware of the importance of managing their own time and 
being organized to be able to complete the online part of the course on 
time. 

When compared to traditional lecture based courses the blended 
learning is seen as more flexible time schedule for students, with better 
learning outcomes, increased access to knowledge at all times and has 
higher satisfaction levels among faculty members and students (Albrecht, 
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2006). Of course e-learning will never replace the physical interaction 
between students and teachers, however this modern technology has the 
potential to achieve great support for further education within various 
professions (Costa et al., 2010). 

A recent study by Moule et al., (2010) on nurses and health care 
students and their experiences on online learning in higher education in UK 
showed that the students were engaging in their education but the scope of 
their use remained on the instruction level whereas the students did what 
their teacher instructed them to do without the initiative from the students 
themselves.   Healthcare students were able to develop essential factors of 
community practices and mutual participation. Particular issues emerged 
for the online community, including the permission of access to the online 
environment to support mutual participation. Professional knowledge and 
computer skills also increased (Moule, 2006). 

There is an option, which comes with blended learning, for adults to stay 
in their work field without being forced to resign their job to continue their 
education without needing to go to the campus but also have the flexibility 
within their studies. In the coming decades adult students will have more 
exciting learning options to choose from while they are grooming 
themselves for a new job or simply updating their skills within their work 
field which is in the best interest for both the students and the workforce 
(Bonk, Kim, & Zeng, 2006; Costa, et al., 2010, p. 565). 

Due to the global recession the School of Education in the University of 
Iceland felt the need to offer more innovative ways to educate their 
undergraduate students. Over the recent years there has been a steady 
increase in the number of courses taught in the blended learning method in 
University of Iceland. In the years 2010-2011 over 85% of the courses that 
where taught within the School of Education where co-taught whereas 
campus and distance learners were in the same group. However, there is a 
difference between blended learning and co-teaching whereas the distance 
learners do not need to show up for classes but campus students show up 
for traditional classes usually every week (Jóhannsdóttir & Jakobsdóttir, 
2010). 

 

2.3.5 E-tivities – the way to successful online learning 

E-tivity is a word that is built around active and interactive online learning. 
E-tivities should be motivating, engaging and purposeful. They are based on 



 

29 

interaction between students, participants and usually through written 
message contributions (Salmon, 2002, p. 1).  

An e-moderator (electronic moderator or an online teacher) designs and 
leads the e-tivities which take place over a period of time. E-tivities are 
cheap and pretty easy to run and often through  online bulletin boards, 
forums or conferences (Salmon, 2002, p. 1).    

The importance of e-tivities for the online learning world is great 
because they are versatile and are well practiced principles and pedagogies 
for learning but concentrate on releasing the best of networking 
technologies for the student.  There are many ways of online teaching but 
e-tivities are designed for efficiency and are also reusable which is of great 
value to the teacher and the course. On the other hand they are time 
consuming to create for a new teacher. They involve electronic resources 
that are already made by the e-moderator. They can be used by 
participants who never meet each other or combined with classroom 
activity (Salmon, 2002, p. 3).  

 The change in learning has become huge over the years due to 
development of ICT. There is a different way of teaching for e-
moderators/teachers, with a different workload for them as they spend 
more time in creating new study materials and choosing the right material 
for their students instead of staying in the classroom, and this works well in 
higher education (Salmon, 2000, p. 9). With the great innovation in 
technology in the world there are a lot of e-learning tools on the market. It 
may be difficult for teachers to choose from which ones they want to 
incorporate in their courses (Wenger, White, & Smith, 2009).  

     

2.3.6  E-Health and health behavior change 

The internet and other digital technologies have become increasingly 
popular by each year and it has affected the health care industry. 
Scientifically based knowledge is not easy to find online and not everybody 
can understand the information, for example a simple Google search on the 
word “health” gives over 204 million hits which gives an idea on how much 
information is available online. The quality of this information is hard to 
evaluate and can be misinterpreted by individuals and even health care 
workers, if they do not engage in lifelong learning (Ahern, 2007). 

The use of information technology “e-Health” in improving or promoting 
health and health care has been high on the health care development 
agenda for some time now.  
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Four main themes have been identified:  

• use of information technology as an intervention medium 

• use of information technology as a research focus   

• use of information technology as a research instrument  

• use of information technology as a professional development 

Over the last several years information technology in health care has grown 
immensely. However, as reflected in a small proportion of research papers 
the exploitation in health care promotion has only recently started to 
emerge. There is a lot of health promoting information on the Internet but 
relatively little research has been published on the issue. There has also 
been concern over scientifically based knowledge and other information 
and how the user can make the distinction between the two choices 
(Lintonen, Konu, & Seedhouse, 2008).   

E-health is considered as the use of information and communication 
technology to improve people’s health and health care (U.S. Department of 
Health and Human Services, 2012). E-health is being portrayed as a 
promising element to address the limited capacity of the health care system 
to provide health behavior change and chronic disease management 
interventions. E-health is defined as the use of emerging interactive 
technologies e.g. internet, CD-ROM, personal digital assistants, interactive 
television and voice response systems, computer kiosk and mobile 
computing to enable health improvement and health care services. E-health 
programmes offer the potential for enhanced reach for all populations, 
relatively low cost, scalability, time efficiency and the opportunity to 
provide tailored and customized information for each patient or consumer 
(Ahern, Kreslake, & Phalen, 2006). 

  One of the greatest things about e-health programmes is how the 
individual can interact online at any given time for 365 days a year and from 
any location with an internet access. These characteristics of  e-health 
programmes can empower individuals and in the end enhance their self-
efficiency and self-management towards better health (Ahern, 2007).     

People who search for health or medical information on the Internet are 
statistically associated with education level, internet experience, frequency 
of internet access and marriage status (Lorence, Park, & Fox, 2006). Higher 
educated people are more likely to seek health information on the internet 
than lower educated, also females are more open to searching the internet 
for health information (Pálsdóttir, 2008). Around 77% of health information 
seekers reported that the Internet had effected the improvement of their 
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health or medical information and services (Lorence, et al., 2006). Research 
have shown that females are more open to online learning and older 
students also want more face-to-face learning compared to online learning 
(Billings, Connors, & Skiba, 2001; Dabaj, 2009; Jakobsdóttir, 2008). 

 

2.4 Development of a curriculum in health promotion 
The development of a curriculum is difficult and a challenging task. The 
typical way is to develop a curriculum and then consult with the 
stakeholders but more current ways are to collaborate with stakeholders 
and try to reach an agreement for the right curriculum for the 
students/learners. With the steady changes in technology and education in 
the world it is useful to look into all perspectives when making a curriculum 
(Danielson, et al., 2005; Keogh, Fourie, Watson, & Gay, 2010). Research 
have shown that online curriculum is well accepted by students despite the 
fact that it is more time consuming to complete, but it’s also more likely 
that students use the new gained skill to directly apply them to their work 
(Lewin, Singh, Bateman, & Glover, 2009). 

In the recent decade people have increased the use of the Internet to 
seek health information and to communicate with others who have similar 
disease or illness, to get health advice and to communicate with health care 
advisors (Kerr, Weitkunat, & Moretti, 2005, p. 286). There is a significant 
increase in need for more education in online health searches to educate 
and help consumers search online more efficiently and to be able to make 
the distinction between good and bad health information that is on the 
internet. 

  

2.5 Summary of review 

The eHAP project main objective was to develop a learning programme to 
increase the possibilities for health professionals to expand their 
knowledge, skills and competencies by having the opportunity to receive 
continuing education in health promotion. With the help of different 
teaching methods such as blended learning and more ICT knowledge the 
option for continuing education will be available for professionals without 
them having to resign their job to get it. 

In this thesis the focus is on the Delphi study that was used to gather the 
competencies needed in the health promotion workforce but also on the 
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evaluation of the pilot module that was built on the findings of the Delphi 
study. The following two research questions were developed for this thesis:  

• What are the core competencies needed within the health 
promotion workforce? 

• How do the participants like a pilot version of the course in 
module 2 and the online learning method which is the main 
focus point in all the modules? 
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3 Background and methods  
For the eHAP programme to have a strong foundation, the European 
partners decided to conduct a Delphi study to gather the competencies that 
were needed within the health promotion workforce. These competencies 
where then used as a basis to develop all the five learning modules. 

The evaluation of the pilot course (module 2), the focus was on how 
participants liked the course content, online learning and the e-learning 
they performed during the trial of the course. The pilot module was based 
on health communication and health behavior change with special 
emphasis on motivational interviewing. To evaluate the piloting of the 
module, both qualitative and quantitative research was used i.e. mixed 
methods.   

In this chapter the method of the Delphi study, criteria for the selection, 
participants, research design and statistical methods are listed. This chapter 
describes the criteria for selection and details of participants, research 
design and statistical methods in evaluation of the pilot version of module 
2. 

 

3.1 Delphi study - participants 

A modified Delphi study was conducted in the period between April and 
December 2010. A total of 134 participants took part in the Delphi study 
from five different European countries: Denmark, Norway, Iceland, Belgium 
and Portugal. The experts that qualified for the study were all handpicked 
and asked to participate in the Delphi study. They all had vast experiences 
in the health promotion workforce, which gave participants strategic roles 
or placed them in a position where they were able to consider the overall 
perspectives of their workforce sector and its role in public health. The 
following three target groups were identified: 

• Teachers and other staff in nursery, primary and secondary 
schools 

• Chefs and other catering staff  

• Health professionals involved in public health activities  
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3.1.1 Delphi study - competencies 

The questionnaire for the Delphi study was designed and developed in 
cooperation with the six European partners in the eHAP project. The 
questionnaire was rated on the scale from 1-6 where 1 was not applicable, 
2 not relevant, 3 a bit relevant, 4 relevant, 5 very relevant and 6 extremely 
relevant to participants’ professional work field. The questionnaire was 
based on assessing the needs for nutritional update, the use of ICT in the 
daily profession and to create a consensus on the competencies needed 
when working with public health in different contexts throughout Europe 
(see appendix 7.2).  

Three rounds of the modified Delphi study were conducted in each 
country; the first round was held with mediators leading the discussion 
until the experts reached an agreement on the competencies needed in 
their profession (in Iceland there were two separate groups; one for 
teachers and health professionals and another for chefs and catering staff). 
In round two and three there was an online questionnaire, the experts 
answered questions the for the second time by themselves, but the third 
time around participants saw the average voting  their peers had given and 
could either agree on them or not. Following the findings, a list of seven 
core competencies was considered to be relevant by the three target 
groups. These core competencies then were used to further develop the 
five learning modules that were created by the eHAP partners. 

 

3.2 The eHAP programme – learning modules 

All the modules are a mix of e-learning and face-to-face activities. They go 
beyond traditional education because modern ICT tools are considered an 
important factor.  The main purpose of the modules is to increase 
knowledge, skills and competencies for the health promotion workforce in 
one way or another. 
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Figure 2 Modules that were created 

All the modules are based on the same overall concept that has the main 
focus point on how to become a Health Agent and how to communicate 
health related matters to students or others who are interested in health 
education as a part of their continuing education.  

The eHAP partners cooperated in developing the five modules for the 
overall project. Norway was in charge of module 1: Dietary and physical 
activity guidelines and assessment of the situation; Denmark organized 
module 2: Health communication and behavior change, which was also the 
pilot module; Iceland took care of developing module 3 and 4: Creating 
healthy menus, and Food safety and food quality. Portugal took care of 
module 5: Community projects (see appendix 7.5).  

The full course consists of an introduction, five thematic modules and a 
final evaluation. Students can take a single module or do the full 
programme. The full programme accounts for 20 ECTS credits, but the 
introduction part is 2 ECTS, the modules from 1-5 account for 3 ECTS each 
and the final evaluation is 3 ECTS credits. In the curriculum it is suggested 
that finishing all parts of the programme is awarded with an Health Agent 
diploma.  

The timeline for the each module is six weeks and expected workload for 
each module is 75-90 hours. Each module consists of several steps and ends 
with an evaluation activity related to the module. Learning outcomes of the 
modules are reached through online courses, reading material, face-to-face 
sessions and digital interaction. The learning outcome is reached by an 
online portfolio where all the work is gathered and the teacher can 
evaluate the project. There is also self evaluation. For full description of the 
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eHAP programme see appendix 7.5. (Kruse, Ólafsdóttir, Mosdøl, & Gray, 
2011).  

 

 

Figure 3 Structure of the full programme towards becoming a Health Agent  

 

3.3 The pilot module for eHAP project 

Module 2 was chosen the piloting module for the eHAP project. It focuses 
on health communication and behavior change with emphasis on 
motivational interviewing. The main aim of the piloting was to test a part of 
the curriculum, but even more importantly, to test the use and integration 
of the ICT part, both as a way of teaching the curricula and in teaching the 
use of ICT in health promotion. The main learning content of module 2 is 
structured on data that is built on the results from the Delphi study that 
identified change in health behavior and communication among the core 
competencies. The curriculum for the pilot course was not full 6 weeks as is 
suggested in the curriculum. The course was cut down to 3 weeks in total 
work for the students and it was based on an online lecture and online 
learning, reading material and digital interaction between students.  

The participants started working on the LMS platform called Fronter 
which was used for the course. Fronter was chosen to be the LMS platform 
for the eHAP project by ICT experts at the University College Sealand in 
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Denmark as they identified it as number one choice for LMS for the whole 
institution. In the pilot module there was a teacher from Denmark in charge 
of the course and an assistant from Iceland that helped the students if 
needed. The course was taught in English. 

In the main module the learning should be based on blended learning. 
However, in the piloting of the module it was decided to do an online 
course only since participants came from five different European countries. 
Also, different time zones made it hard to organize scheduled meetings 
allowing for face-to-face sessions overseas (with Skype or other 
equipment). The majority of the learning material, or over 80%, was 
mediated online, that’s why the piloting module is considered as an  online 
course (Allen, et al., 2007). The assignments the students were given were 
mediated online with the help of Fronter. The curriculum for the 
participants was as follows: 

• Students needed to upload a professional background and 
pictures etc. 

• Watch a video lecture online  on the topic of the module 

• Watch three video clips on Youtube on motivational interviewing 

• Read three chapters  on motivational interviewing 

• Do one e-tivity assignment  

In all the assignments the students needed to be active and interactive and 
make comments on their own work as well as other students’ work. After 
the online video lecture, students were able to comment on the lecture. 
They also learned how to be in charge of motivational interviews by the 
YouTube video clips (created by the teacher of the course) and the reading 
material. The students made an e-tivity assignment based on motivational 
interviewing regarding how they would react to a certain situation under 
certain circumstances they tried to figure out a way to help each other 
change their behavior, with the help from their peers. Then they uploaded 
their assignments to Fronter and the other students were interactive and 
commented on other students’ cases, helping out and figuring out together 
what was best to do in each situation. There was no grade or evaluation 
given in the pilot module; however, in the full modules of the eHAP 
programme the evaluation is in the form of a portfolio evaluated by the 
teacher, and a self assessment.  
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3.4 Pilot course participants 

Fifteen people belonging to the target groups were asked to participate in 
the pilot module from the five European countries, three participants from 
each country, i.e. Belgium, Denmark, Norway, Iceland and Portugal. The 
participants that qualified for the pilot module were people working within 
the health promotion workforce.  

 The time period for the pilot course was from 1st to 21st of September 
2011. However, the deadline was postponed by two weeks due to several 
reasons, for example the piloting was supposed to be during the 
spring/summer but was delayed until September. Fronter served as a 
platform for the evaluation of the course because of the questionnaire at 
the end of the course was located there. 

Eight out of fifteen participants finished the course by answering an 
anonymous questionnaire online at the end of the course. Five out of the 
eight participants who finished the course were interviewed via Skype and 
e-mails to get a better perspective on the results that had already been 
given with the online questionnaire. 

 

3.5 Online questionnaire 

The online questionnaire at the end of the course was built around the 
main points that were needed to evaluate the course content, the teaching 
method and the e-learning process. It was also structured around the 
results of the Delphi study and the curriculum itself.  

To scale the responses in the questionnaire, a five point Likert scale was 
used (Likert, 1932). Participants filled in their responses horizontally, 
starting with the most positive answer and ending with the most negative 
one (see appendix 7.3). Data was collected from the online questionnaire 
which was set up in a programme called Survey Xact and gave quantitative 
results. The results where then exported from Survey Xact directly into 
Microsoft Excel where tables with descriptive statistics were created.  

By the end of the questionnaire there was an open question where 
participants could give their opinion on the course. An e-mail reminder was 
sent out twice to participants to remind them about answering the online 
questionnaire.  
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3.6 Interviews via Skype and e-mail 

Qualitative data was gathered after the course finished with interviews by 
e-mail and Skype conversations which were conducted between the 
student and the interviewer/researcher and took approximately 10-15 
minutes each. Five out of eight participants who finished the course gave 
their approval for an interview. Three participants from three different 
countries gave their approval for a Skype interview. Two other participants 
answered open questions via e-mail. The interview questions that were 
developed were based on the findings from the quantitative online 
questionnaire (see appendix 7.4). 

 The Skype interviews were all recorded with the consent of the 
participants. The interview recordings were listened to, transcribed, coded, 
and the information summarized all of which are presented in this thesis.  
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4  Results 

4.1  Results from the Delphi study 

The main competencies needed within the health promotion workforce 
were gathered with the help of the Delphi study. The three main target 
groups were represented by 40-50 participants each (table 1). 

Table 1 The three target groups 

 

 

A total of 134 participants took part in the Delphi study from five European 
countries, i.e. Iceland, Portugal, Denmark, Norway and Belgium. The 
distribution between the countries was fairy even, or about 20% of the total 
from each of the five countries (table 2). 

Table 2 Country of Delphi study participants 

 

 

 

 

 

 

 

The competencies are evaluated from 1 being the lowest and 6 the highest 
or most needed competencies. The top ranking competencies for each 
question on health behavior was used as a platform for creating learning 
module 2 which is also the pilot module (table 3). Table 3 shows how the 
participants responded on the relevance of competencies related to change 
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in health behavior within their profession. When participants responded on 
their need for further education the reply was usually lower than the 
relevance for their profession.    

 

Table 3 Competencies related to change in health behavior 

 

Table 4 shows that the competencies for the use of ICT tools within the 
participants work field was thought of as a bit relevant or relevant and the 
further education regarding the competency was not thought of as highly 
and in other fields. 



 

42 

 

Table 4  Competencies related to communication 

 

The seven core competencies where used as a foundation to build all the 
five learning modules in the eHAP programme. Learning module 2 was 
developed and designed with competencies four and five as a foundation 
for the course content (table 5). 

Table 5  Seven core competencies identified as relevant for Health Agents and the 
eHAP programme 



 

43 
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Response Percentage
Teachers of primary and secondary school 2 25,0%

Chefs and catering 1 12,5%
Health professionals working on public health in priamry 
health care 5 62,5%

Total 8 100,0%

 

4.2  Results from the evaluation of the pilot module 

In this chapter the main results from the evaluation of the pilot module will 
be presented. Results from the online questionnaire, Skype and email 
interviews that where done after the piloting of module 2 are listed in this 
chapter. 

4.3 Results from the online questionnaire 

Main findings of this study where analyzed and presented in seventeen 
tables and two open questions along with Skype/email interviews that 
where conducted after the course was finished. The participants that 
finished the course were all female and five out of eight participants were 
in the age range 41-50 years old (table 6).  

 

Table 6 Age of participants 

 

The majority of the participants or 5 out of 8 registered themselves as 
health professionals working within public health in primary health care. 
Two out of eight participants were teachers in primary and secondary 
school, but only one participant had a chef and catering background (table 
7). 

Table 7 Participants educational background 

 

Response Percentage

20-30 years old 2 25,0%

31-40 years old 0 0,0%

41-50 years old 5 62,5%

51-60 years old 0 0,0%

61 and over 1 12,5%

Total 8 100,0%
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Response Percentage
Highest and most positive score 1 12,5%

 2 25,0%

 4 50,0%

 1 12,5%
Lowest and most negative score 0 0,0%

Total 8 100,0%

Response Percentage
Highest and most positive score 3 37,5%

 4 50,0%

 1 12,5%

 0 0,0%
Lowest and most negative score 0 0,0%

Total 8 100,0%

 

 

Three out of eight participants thought that the course was relevant to their 
workplace. Four out of eight participants were neutral towards the 
relevance of the subject for their workplace (table 8).  

Table 8 How important/unimportant was the course for participant’s workplace  

 

 

 

 

Participants agreed that they had gained knowledge on how to use 
counseling as a way of doing health promotion. Furthermore seven out of 
eight participants thought they had gained knowledge on counseling as a 
way of doing health promotion (table 9). 

Table 9 Have participants gained knowledge on how to use counseling as a way of 
doing health promotion   
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Response Percentage
Highest and most positive score 2 25,0%

 3 37,5%

 2 25,0%

 1 12,5%
Lowest and most negative score 0 0,0%

Total 8 100,0%

Response Percentage
Highest and most positive score 3 37,5%

 3 37,5%

 2 25,0%

 0 0,0%
Lowest and most negative score 0 0,0%

Total 8 100,0%

Response Percentage
Highest and most positive score 4 50,0%

 4 50,0%

 0 0,0%

 0 0,0%
Lowest and most negative score 0 0,0%

Total 8 100,0%

Five out of eight participants answered with a high and positive score and 
said they had increased their skills to promote good health as a health 
agent/health specialist (table 10).  

Table 10 Has the course increased participants skills to promote good health?   

 

 

Majority of participants liked the blended learning and e-learning approach. 
Two participants answered in a more neutral way, but none of them 
disliked the approach (table 11). 

Table 11 Did participants like/dislike the blended learning/e-learning approach?   

 

All participants were positive towards the flexibility in learning/studying 
within the course and responded with a high and positive score (table 12). 

Table 12 Did participants like/dislike the flexibility for learning within the course? 
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Five out of eight participants thought the layout of the platform, Fronter, 
was helpful as seen in a positive score. Two out of eight participants 
answered in a more neutral way. Only one participant gave the platform a 
low and more negative score (table 13). 

Table 13 Did participants like/dislike the layout of the platform Fronter   

 

 

 

The majority of participants or seven out of eight responded with a positive 
score on how well they were able to manage their study time in 
combination with their daily work routine. Only one out of eight 
participants answered with a more negative score (table 14). 

Table 14 How well/badly were participants able to manage time and combine the 
course with their daily routine at work   

 

 

 

 

 

 

Response Percentage
Highest and most positive score 1 12,5%

 4 50,0%

 2 25,0%

 1 12,5%
Lowest and most negative score 0 0,0%

Total 8 100,0%

Response Percentage
Highest and most positive score 2 25,0%

 5 62,5%

 0 0,0%

 1 12,5%
Lowest and most negative score 0 0,0%

Total 8 100,0%
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A vast majority of the participants or seven out of eight liked the online 
lecture in the course and only one participant responded with a more 
negative score (table 15). 

Table 15 Did participants like/dislike the online lecture?  

 

 

 

Table 16 shows inconsistency in the results when participants were asked if 
they liked the e-tivity they performed in the course. Four out of eight 
participants liked the e-tivity they performed in the course but also three 
out of eight participants disliked the e-tivity and responded more 
negatively. 

 

Table 16  Did participants like/dislike the e-tivity they performed?   

 

 

 

 

 

 

Response Percentage
Highest and most positive score 3 37,5%

 4 50,0%

 0 0,0%

 1 12,5%
Lowest and most negative score 0 0,0%

Total 8 100,0%

Response Percentage
Highest and most positive score 3 37,5%

 1 12,5%

 1 12,5%

 3 37,5%
Lowest and most negative score 0 0,0%

Total 8 100,0%
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Table 17 shows that only two out of eight participants thought they had 
gained ICT knowledge throughout the course. Three out of eight 
participants were neutral on the subject and also three out of eight 
participants thought that they had gained none or little ICT knowledge 
throughout the course.  

Table 17 Did participants gain ICT knowledge throughout the course?  

 

 

 

The majority of participants or six out of eight thought that they gained a 
better perspective on health and health education and how ICT tools may 
help them in their work or profession, one was neutral and one gave a 
negative score (table 18). 

Table 18 Have participants gained better perspective on health and health 
education and how ICT tools may help in their work/profession  

 

 

 

 

 

Response Percentage
Highest and most positive score 2 25,0%

 0 0,0%

 3 37,5%

 2 25,0%
Lowest and most negative score 1 12,5%

Total 8 100,0%

Response Percentage
Highest and most positive score 3 37,5%

 3 37,5%

 1 12,5%

 0 0,0%
Lowest and most negative score 1 12,5%

Total 8 100,0%



 

50 

 

The majority of participants or six out of eight thought that the use of ICT 
within their profession would make a difference for them within their 
working environment. Two out of eight participants were neutral on the 
subject (table 19). 

Table 19 Would more ICT engagement in participant’s profession make a 
difference for them within their working environment?  

 

 

 

 

Six out of eight participants thought that the work hours within the course 
where reasonable and answered with a high positive score, whereas one 
was neutral and one gave the lowest, most negative score (table 20). 

Table 20 Did the participants think the work hours within the course were 
reasonable?   

 

 

 

 

 

 

Response Percentage
Highest and most positive score 4 50,0%

 2 25,0%

 2 25,0%

 0 0,0%
Lowest and most negative score 0 0,0%

Total 8 100,0%

Response Percentage
Highest and most positive score 2 25,0%

 4 50,0%

 1 12,5%

 0 0,0%
Lowest and most negative score 1 12,5%

Total 8 100,0%
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Table 21 shows that four out of eight participants liked the reading material 
and the course content was up to their expectations. Two out of eight 
participants responded in a more neutral way on the subject and another 
two did not find the reading material and the course to be up to their 
expectations. 

Table 21 Was the reading material and the course content up to participants 
expectations  

 

 

 

 

The majority of the participants would recommend the course to a friend or 
work colleague. Two out of eight participants responded with a more 
negative score (table 22). 

Table 22 Would participants recommend this course to a friend or work colleague 

 

Response Percentage
Highest and most positive score 2 25,0%

 2 25,0%

 2 25,0%

 0 0,0%
Lowest and most negative score 2 25,0%

Total 8 100,0%

Response Percentage
Highest and most positive score 3 37,5%

 2 25,0%

 1 12,5%

 2 25,0%
Lowest and most negative score 0 0,0%

Total 8 100,0%
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4.4 Results of the open questions 
The open questions at the end of the questionnaire allowed a different 
view on the results that otherwise would not have been noticed. One 
participant complained that the social part of education was lacking and 
wanted to have face to face sessions with students/teacher and/or via 
Skype or other virtual rooms that could help getting the social part into the 
education.  

The majority of the students liked the way the lecture was made online 
so that participants could watch it again without problems and said that the 
teacher’s language was easy to understand. The interaction between the 
student and the teacher was lacking and the feedback from the teacher 
back to the students. The quality of the reading material could have been 
better and it was hard to read because the text was not clear.  

Participants talked about liking the course and would love to learn more 
about the subject of motivational interviewing. Some of the participants 
said that the language was a barrier and they had hard time reading the 
English both because it was in another language but also because of the 
new terminology.  

Finally participants were asked if there was anything they would change 
within their workplace after the course. Some of the participants said they 
were already using motivational interviewing in their workplace so that 
they would just keep on doing it and others said that they would definitely 
use it in upcoming staff interviews.  

 

4.5 Interviews with participants after the piloting 
After the piloting of the module, five participants from four different 
countries were interviewed and asked about their opinion on the course in 
English. 

 

4.5.1 More blended learning within the course 

After the participants were interviewed via Skype/email at the end of  the 
piloting of the course the results showed that participants from Iceland, 
Portugal and Denmark commented on that it would have been great to 
have all the students opinions and comments on the course so that they 
could debate about different opinions on the subjects. On the other hand 
one participants said that too much face-to-face was not good because it is 
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more time consuming and not as flexible. Participants also thought that the 
pilot module was lacking a virtual room for all the participants could gather 
or meet up and view their opinions on the subject.  

Here are some answers participants gave:  

It’s good to have feedback from your peers.   

It would be good to go online and talk on Skype to other 
students to get feedback from your peers. 

 

4.5.2  Feedback from the teacher to the students 

It is very important in a course like this that the teacher has the skills to 
develop the student’s interest and keep it. All the five participants were in 
agreement that the teacher needed to give the students more feedback on 
their work in the course. One participant said that the teacher might have 
to be more hands-on when there are new and younger students involved 
but for more educated students it is not necessary for the teacher to be as 
steering.  Another participant said that it mattered how well educated 
students were before they entered the course, the higher their latest 
degree the less the teacher needed to be steering.  

Here are a few examples on how the participants answered: 

The teacher could have had more hands-on the course and 
given more feedback to the students.  

It is a huge de-motivation when the teacher does not give 
feedback to the student and is enemy number one in building a 
good motivation for students.  

4.5.3 Internationalized within Europe 

Participants from Iceland, Portugal and Denmark thought that this kind of 
course could definitely be internationalized within Europe and that it was a 
course that students with different background could go through and learn 
from.  

There is a lot to gain from this kind of project for example optimizing the 
learning of a large number of students and there is a diverse range of 
students that benefit from the collaboration. One participant suggested 
that in order for the project to be internationalized there needed to be 
more collaboration among students and teachers.  

Here are examples on how participants answered: 
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This kind of course could be internationalized within Europe.  

This kind of course would be difficult to internationalize but 
could be done with a few adjustments in each country.  

 

4.5.4 Motivation and online learning 

Participants thought that the motivation to study was not lacking for 
students that go through the course in distance learning. The students that 
go through this kind of continuing education have already finished their 
education and have got their degrees and are ready to expand their 
knowledge by adding to their comprehension on the subject but also to get 
ahead in their workplace.  

 Participants from Denmark said that if students are not motivated all 
ready when they start the course there needs to be an extra motivation for 
those students.  

Here are examples of comments: 

Students need to have independent will to study and not rely 
solely on the teacher to give them their next assignment.  

I have already finished my education but would like to get an 
extra experience and more knowledge by doing this course. 

 

4.5.5 Is the course a viable choice for the health workforce? 

A vast majority of the participants thought that it is a good possibility for 
people to go through this kind of course even if they are currently in the 
workforce and have family and hobbies, because of the flexibility and the 
different way to gain knowledge in your own pace and at your own time.  

One participant said that if students are organized and can manage their 
time and schedule this kind of course is not a problem for people who are 
working within their profession and have families. It is better to be just in 
one course at a time and finish that before you start on another one or 
need to juggle multiple courses throughout the semester.  

One participant said that it was challenging for people in the workforce, 
with families to take out time to do this kind of project but they also need 
to consider what you gain from doing this course for example acquiring new 
skills and the flexible learning according to students needs and the learning 
pace. 
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Here are a few answers from participants: 

"When you reach a certain age you don’t think about doing the 
assignments badly but you do your best each and every time, you want to 
live up to your own expectations ". 

"If I would want to exploit this to my best advantage I would have to go 
through all the five modules to become a Health Agent so I would get the 
diploma and therefore get higher salary". 

 "I feel so lucky that I was able to be a part of this course it has expanded 
my horizon both the subject and for possibilities in continuing education". 

  

4.5.6 Isolation and online distance learning 

All the participants that were interviewed where in agreement that the 
isolation distance learning students sometimes come across was not an 
obstacle in this course.  

Here below are a few answers from participants: 

This course is an excellent opportunity for more mature 
students that do want additional education in the form of 
distance online learning without the need to quit their job to 
gain it. 

If you are organized and can manage your time and schedule 
this kind of course will not be a problem for people who are 
working within their profession. 

Who creates an online course has to think about strategies to 
overcome this isolation by involving students in order to 
motivate them to learn. 
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5 Discussion 

One of the main objectives of this research was to examine distance 
learning, e-learning and ICT within the continuing educational system, for 
people that are working with health promotion and want continuing 
education without having to resign from their job. Distance learning is an 
option for students to stay in their work field without being forced to resign 
their job to get more education. Students can continue their education 
without having to go to the campus but also have the flexibility within their 
studies which is in the best interest for both the students and the workforce 
(Bonk, et al., 2006, p. 565). By studying through distance learning there is 
more opportunity for students who work in the field to maintain  and 
continue their education (Danielson, et al., 2005). 

5.1  Gathering the competencies with the Delphi study 

Participants in the Delphi study were all experts in their fields and had been 
working there for a while. Many competencies were suggested to start 
with, but with a lot of effort on behalf of the experts we were able to 
narrow them down to seven core competencies that were thought to be 
needed the most within the health promotion workforce. These were in 
turn used to build all the five learning modules for the eHAP project. Given 
that to reach the most reliable consensus of an opinion on any subject by a 
group of experts, the Delphi study is a good research method (Hasson, et 
al., 2000; Powell, 2003). Therefore, we did find the results to be a steady 
ground to build the curriculum on. 

 The results from the Delphi show that compared to the need for 
knowledge related to nutrition, health and health promotion, participants 
did not think they where in need of continuing education in the field of ICT 
tools. However, the eHAP partners argued that despite these findings the 
need for added ICT knowledge was urgent within the health promotion 
workforce. It is possible that stakeholders do not think about or are not 
aware of the immense possibilities that added ICT skills can offer. 

5.2 Continuing education in health promotion workforce   

The course participants consisted of fifteen students, two males and 
thirteen females. All the participants who finished the course were female 
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in the age range of 41-50 which is exactly the age group that the project 
was targeting. Females are thought to be more open to online learning 
(Billings, et al., 2001; Dabaj, 2009). This age group has commonly been in 
the workforce for a long time and there has been some time since they 
graduated from school and finished their education which is why they are in 
need of a continuing education that will strengthen them as professionals. 
This target group is perhaps not up to date regarding ICT and innovation 
within health promotion whereas there is a steady development in the field 
of technology and the changes have been immense over the recent years. 
New technologies present a different opportunity in health promotion for 
health practitioners and the fight against the major global health threats 
(Eng, 2004) . 

 

5.3 Gained knowledge and skills in health promotion 

The course was relevant to the participants’ workplace and they could use 
their newly gained knowledge in their profession. One participant said that 
she was conducting staff interviews the same week and was going to use 
the motivational interviewing technique on the staff, so the recently gained 
knowledge instantly came in good use for the participants’ profession. 
Participants figured they had gained knowledge during the course on how 
to use motivational interviewing and counseling as a way of health 
promotion. They also increased their skills to promote better health as 
health agent/health specialist during the time span of the course. A 
knowledgeable and skilled health promotion workforce is a key factor of 
the content that is required to promote health of populations (Wise, 2003). 
A competent workforce has skills, knowledge and abilities in translating 
policy, theory and research into effective action has become critical for the 
development of global health promotion (Battel-Kirk, et al., 2009).  

 

5.4 The use of e-learning 

According to participants they liked the e-learning that was accumulated 
within the course. They also thought the work hours within the course 
where reasonable as well as the flexibility for the learning/studying and 
could manage their time to study in combination with their daily routine at 
work. The blended learning has a more flexible time schedule for students 
and they notice the importance of managing their time and their need to be 
organized to be able to complete the course (Albrecht, 2006). The main 
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objectives for the course were that students could study within their own 
time frame and at their own speed. To change the education and the 
training of public health workers there is a need of a different approach and 
strategy in education for these students (Allegrante, et al., 2009).  Online 
learning is a new suitable way to enhance students’ knowledge and get 
more education (Karaman, 2011). As seen in a study by Costa et al (2010), 
the potential of e-learning is enormous whereas educators can teach large 
numbers of professionals by avoiding travel/accommodation costs, giving 
people that live far away from traditional educational sites a better chance 
for a continuing education.  

Participants liked the way the lecture was available online so that they 
could watch it at the time of their choice. Different approaches in education 
with the help of technology makes access to learning material easier and 
giving the students more flexibility in their education (Voos, 2003). The 
flexibility and the convenience is a vital part of the advantages of online 
learning (Karaman, 2011).  

The motivation to study was not missing for students who went through 
the course by engaging in e-learning. Simply because they had already been 
motivated just by deciding to take the course, that extra knowledge that 
was being presented to participants in the form of continuing education 
was recognized by them as a great opportunity. In a study by Wolgering et 
al., (2009) results showed that students who used blended learning 
technique increased their motivation for education. 

The results showed that participants thought it was a great opportunity 
for people to go through this kind of a course, even if they had to juggle 
time for family, work and school. The flexibility and the online learning was 
a prerequisite for the participants to actually do the course. By being able 
to study through distance learning there is an increased opportunity for 
people who work in the field to maintain their education and start their 
continuing education (Danielson, et al., 2005). 

The results indicated that the majority of participants did not think that 
the isolation that distance learning students sometimes go through applied 
to this course although one participant complained that the social part of 
education was lacking. This course was thought of as an excellent 
opportunity for more mature students that do want additional education in 
the form of online distance learning without the need to resign their job.   
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5.5 Use of and the creation of the web based platform 

There were different views by the participants regarding the platform 
“Fronter” where they both liked it and disliked it. When web based 
platforms are being created there is always a way to make it better and 
more engaging for the student. It does take a lot of work for the teacher to 
create such a course and it is time consuming. However, when teachers 
start new courses they always need to put in a lot of time to make it their 
own and gather all the knowledge they want to teach during the course. 
But when the platform is finally ready, the teacher has gained more 
experience in working with the ICT, teaching with the help of e-learning and 
the blended learning approach. Next time around it will be less time 
consuming to start a new course and the layouts are also re-usable, and 
even some of the study material. The innovation is great in the field of 
blended learning and therefore more technological infrastructure is 
needed, and of course more teacher training (Massy, 2006, p. 417). With 
the fast pace of technology and growing technical solutions it has been 
suggested that it is becoming more difficult for the teacher to choose from 
all the tools available than before (Wenger, et al., 2009).  There have been 
enormous changes in the development of ICT which teachers and students 
need to take into consideration and use to their advantage in continuing 
education (Salmon, 2000, p. 9).   

 

5.6 Use of ICT and the e-tivities  

Results were inconsistent when participants were asked if they liked the e-
tivity performed in the course. Different levels of computer skills that 
participants have need to be taken in account. For some this task would 
have been easy but for others it might be harder to finish because of lower 
computer knowledge. E-tivities should be motivating, engaging and 
purposeful and based on interaction between students and usually through 
written message contributions. They involve the students and computer 
based resources that have already been made (Salmon, 2002, p. 1/3). 

Participants were not in agreement as to whether they thought they had 
gained ICT knowledge throughout the course and some thought they had 
not gained any ICT knowledge. However, when looking at these results it is 
necessary to take into account the different professional backgrounds of 
the participants as some may have a lot of ICT skills and others less. If the 
ICT skills that participants have are high prior to the course it is unlikely that 
ICT knowledge will increase throughout the course. However, they will be 
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able to use new and different ideas for better health promotion. Worldwide 
there are constant changes in technology and health practitioners are more 
and more expected to use information technology in their daily work 
(Corcoran, 2007, p. 116). Students who use computers more often and are 
more technology driven have a more positive perception of online learning 
(Karaman, 2011). 

Participants figured that they had gained a better perspective on health and 
health education and how ICT tools can help them in their work or 
profession. Communication technology is one of the approaches to better 
health and social care which is needed in terms of health promotion (WHO 
Regional Office for Europe, 2010). The possibilities for ICT are enormous 
and how this new emerging technology can be used in the field of health 
promotion is limitless (Eng, 2004). 

 

5.7 Feedback from teacher and peers 

According to participants, the interaction between the student and the 
teacher was lacking and the feedback from the teacher back to the students 
was also lacking. One of the participants complained that the social part of 
education was not up to par and felt that participants were missing out on a 
face-to-face school room activity. Older students want more face-to-face 
learning compared to online learning (Billings, et al., 2001; Dabaj, 2009; 
Jakobsdóttir, 2008). In the full length of the five modules there will be more 
face-to-face learning for the students.  E-learning will never equal the 
physical interaction between students and teachers, however, this modern 
technology has the potential to achieve great support for further education 
within various professions (Danielson, et al., 2005).  

The participants wanted more online connection between themselves 
and the teacher and they also wanted more feedback from their peers. But 
it is always debatable on how much interaction students want because of 
the flexibility of the time frame in the course. Some wanted a virtual room 
where all the students could meet up and chat about the subject e.g., 
Facebook or Skype.  For online learning to be successful there needs to be 
an active and interactive communication between students and teachers 
(Salmon, 2002, p. 1). The students often take charge in communication 
within the online community and step in the role of the teacher of the 
course without the students even knowing they are doing it, when 
commenting or talking to their peers (Anderson, Rourke, Garrison, & 
Archer, 2001). 
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 The teacher needs to be more hands-on in this project especially in the 
beginning when it is new to the students. He also needs to give more 
feedback to the students to keep them motivated. Participants also thought 
that the more mature students might require less guidance from the 
teacher and therefore be more self-sufficient. Students who are getting 
their higher education are more linked in and up to date than before. They 
make their own choices regarding education and understand the 
technology better (Salmon, 2009). There is a different way of learning and 
teaching by the fast development in technology and it works well in higher 
education (Salmon, 2000, p. 9). 

  

5.8 Recommendation to co-workers and internationalization 

The majority of the participants would recommend this course to their 
work colleagues which is great because of the popularity of the course 
within the professional workforce is helpful as a marketing tool. All the five 
modules are ready to be used as a foundation to educate the health 
workforce, and the material may be amended to national needs in every 
country or be used with a blended group from different countries at one 
time. The Open Educational Resources, also known as OER, include any 
teaching or learning material, in full courses, programs, course materials, 
modules etc. and in any medium that resides in a public domain and has 
been released under an open license that allows access and use by others 
without any limitations (Commonwealth of Learning and UNESCO, 2011).  

This kind of an e-learning course could most definitely be 
internationalized within Europe according to the majority of the 
participants. It is ideal for students with different educational and 
professional backgrounds to go through and learn from. It is great because 
there is a possibility to teach large number of students without the 
limitation of the typical classroom teaching. E-learning is a way that 
strengthens the development of health care professionals (Higher 
Education Founding Council for England, 2005).   

Blended learning has found a solid acceptance in higher education over 
the last decade and has been achieved by combining face-to-face and 
online instruction for students (Graham, 2006; Voos, 2003). Worldwide 
there are constant changes in technology so the professional within the 
workforce will need to stay ahead of developments to be efficient in 
promoting better health (Corcoran, 2007, p. 116).  
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Overall, the participants liked the course and wanted to learn more, 
some participants were already using motivational interviewing in their 
workplace, others were definitely going to begin using it.  

 

 

5.9 Strengths and weaknesses of the project 

When the pros and cons of the project are examined there some issues that 
come to mind.  

 One of the strengths of this study is definitely how the competences 
were gathered with the Delphi study. Without that there would not have 
been as much consistency in finding the competences, where the study got 
experts’ shared opinion on what competences are needed within the health 
promotion workforce. By participating in a project as this one, and on 
international level where five nations are working together, overall the 
eHAP project is seen with a broader perspective and there are various 
opinions and experiences that need to be taken into account. The 
cooperation with the other countries also gives the advantage of being able 
to deliver more work in both amount and diversity if it is distributed among 
the countries.  

The majority of the participants came from the group of health 
professionals who were working within public health in primary health care, 
but background education and interest in the topics of health promotion, 
even within professions differed between countries. Two out of eight 
participants came from the group of teachers of primary and secondary 
school and only one participant came from the chefs and catering 
background. The results may bit be totally valid because of too few 
participants to begin with, but also because of fewer participants in the two 
fields, i.e. teachers of primary and secondary schools and the chefs and 
catering background. The practice of health promotion is pursued in 
different fields, including schools and health care facilities, and by a diverse 
group of people, for example health educators, nurses, physicians and 
teachers (Butler, 2001, p. 23). 

One reason for the teachers to drop out, or not participating from the 
beginning might be the delay in starting the piloting from May until 
September (see methods chapter). Another reason might be the delay of 
the piloting, the participants who had agreed to do the course they might 
have lost interest. 
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Whereas only eight participants out of fifteen finished the course and 
five out of them also went through the interview there is a possibility that 
the respondents are a group of people that already have a lot of ICT skills 
and do a lot of work online. Because Skype and e-mails require a minimum 
knowledge of ICT there is also the possibility that they are using computer 
on a daily basis at work, whereas those not participating or finishing are less 
likely to do so.   

It also needs to be taken into consideration that he deadline for 
students to do the course was 21 days which might not be sufficiently 
flexible for some students. The deadline was postponed by two weeks to 
try to persuade students to finish their work on the website which took a 
lot of effort from the teacher of the course. There might be several reasons 
for this problem and one of them could be that the school year had recently 
started and school was starting again after summer vacation, causing 
teachers especially to drop-out or cancel participation.  Also the original 
plan was to run the piloting a few months earlier, during spring, and many 
of the planned participants had been contacted at that time. Postponing of 
the piloting might also have caused a loss of interest in taking part. 

 The reading material and the course content were in most instances up 
to participants’ expectations. But participants also thought that the text on 
the platform Fronter was unclear and was difficult to read. This was 
however due to bad quality in scanning the documents before they were 
put on the platform. This shows how important it is to consider every detail 
of the curriculum and study materials for the students.  

An interesting perspective was seen when participants said that it was 
better to have one course going over a period of time instead of multiple 
courses all at once.  

Health promotion information on the Internet is widespread and there 
has been a lot of concern by health professionals over scientifically based 
knowledge and other information and how the people can make the 
distinction between the two (Corcoran, 2007, p. 156; Greenberg, D'Andrea, 
& Lorence, 2004; Lintonen, et al., 2008). With the possibility of continuing 
education for the health promotional workforce there are more 
opportunities for them to gather and evaluate the scientifically based 
knowledge that is being presented on the internet and in the media. 
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6 Conclusions 

Over the recent years there has been a steady growth in diseases related to 
how we eat, drink and exercise all of which is a part of public health 
promotion. The influence of a diverse continuing education will be very 
profitable for people working within the public health workforce because of 
the rapidly changing and innovative technology in the world. By using 
blended online learning people can stay in their work field and will not be 
forced to resign their job to gain extra continuing education, increasing the 
flexibility within their studies.  

The group that was targeted in the eHAP project, and thus in this study, 
were mature people who have been apart of the workforce over the last 
decades and are in need of updating their education in terms of e-learning, 
online learning and information communication technology.  All of the 
participants were female and the majority of them were health 
professionals working within public health in primary health care. To be 
able to reach that particular group of professionals, it is important to make 
use of newly gained technology in education, such as e-learning, and 
making continuing education a flexible possibility and easily accessible for 
students.  

The results showed that the course was relevant to the participants’ 
workplace and they could use their newly gained knowledge and skills to 
promote better health in their professional work.  Participants thought they 
could manage their time to combine the course with family-life, work and 
their daily routine.  

 The development in continuing education in the field of e-learning, 
online learning and ICT is steady and the ongoing growth reaches towards 
endless possibilities in technology. With projects like eHAP there is an 
immense opportunity for the health promotional workforce to start looking 
in the direction of continuing education as a way of staying ahead in their 
profession and up to date with the new and innovative technology in public 
health which is bursting at the seams and is limitless for continuing 
education in the near and distant future. 
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7 Appendix  

7.1 My contribution to the eHAP project  

 
� Took part in developing and designing the questionnaire for the Delphi 

study 

� Got together participants for the Delphi study along with Anna Sigríður 
Ólafsdóttir and Hulda Sigurjónsdóttir from Iceland. Called participants and 
asked them to take part and also pushed them to finish the study. 

� Controlled the focus group interviews and worked as a mediator in the 
focus group  – Delphi study 

� Took part in work seminars abroad and here in Iceland – there where also 
Skype meetings about twice a month. 

� Organised and developed module 3 in eHAP project with Anna Sigga and 
Hulda. 

� Wrote about e-learning for the final publication in cooperation with Svend 
Rossen and Ane Kruse from Danmark.  

� Kept track of participants in the piloting of the module, wheareas 
participants could talk to me and I would help them out with the ICT and 
the study projects. 

� Wrote and developed questionnaire for the pilot module, that was put 
online for participants to answer  

� Wrote and developed another questionnaire that was for the Skype and 
email interviews. 

� Took the Skype and e-mail interviews at the end of piloting the course. 
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7.2 The eHAP project: Delphi-study framework for focus 
groups and questionnaire for rounds 2-3 

Notes for the focus group mediator:  

The mediator will lead the discussion and take notes in this questionnaire. It 
is encouraged to use your local language. Please indicate the composition 
of your focus group and gain as much insight as possible about their 
background and educational profile, tasks done and job description.  The 
sample used for the first round of the Delphi-study can be less standardised 
and with a more flexible approach than expected at later rounds. Some of 
the partners have focus groups planned for one particular target group. 
Others may decide to do this round more as structured interviews. The 
most important aspect of this round is to get a wide response on the initial 
ideas to form a more appropriate questionnaire at round 2 and 3.  It is 
assumed that the partners all together will cover all of the three main 
target groups for the eHAP. In round 2 and 3, we should aim at having 
answers from all three main target groups for the eHAP in each of the 
partner countries. 

The focus group/interview should start with an introduction by the 
mediator. Let group read the leaflet EU Health Program page 3-6 (can be 
downloaded on 
http://ec.europa.eu/health/ph_programme/documents/prog_booklet_en.pdf). 
The following text (preferably presented orally in native language by the 
mediator) will cover the main topics for the introduction:  

“The EU agenda “Together for Health: A strategic Approach for the EU 
2008-2013” is established to contribute to increased solidarity and 
prosperity in the European Union by protecting and promoting human 
health and safety and by improving public health.  The eHAP project was 
originally inspired by the EU Health Programme. To be able to make a 
strong European profile and link the competences needed for working with 
public health in the EU to eHAP our questionnaire is inspired by the 
objectives in the EU agenda. The agenda consist of three overall objectives. 
The first objective improve citizens’ health security is concerned with 
improving citizens security against health threats and securing their safety 
through developing the capacity to respond to communicable and non-
communicable diseases. The second objective promote health and reduce 
health inequalities is concerned with actions on health key factors such as 
promoting and improving physical and mental health by focusing on key 

http://ec.europa.eu/health/ph_programme/documents/prog_booklet_en.pdf
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settings such as education and the workplace. The third objective generate 
and disseminate health information and knowledge is focused on 
exchanging knowledge and best practice on health issues by collecting, 
analyzing and disseminating health information. Furthermore our 
questionnaire is inspired by Roger Hughes’ article “Competencies for 
Effective Public Health Nutrition Practice: a developing consensus”. 

The eHAP programme aims at providing further education for agents 
working with public health. The aim is to provide nutritional knowledge on 
the level needed and at the same time integrate ICT in the process. As a 
part of the European project ‘e-learning for Health Agents Programme in 
Europe’ (eHAP) which is a part of the Lifelong Learning program Leonardo 
da Vinci we would like to assess the competences and needs of Health 
Agents throughout Europe.  Health Agents is in this term to be considered 
in a broad sense.  

This questionnaire is focused on assessing the needs for nutritional 
update, the use of ICT in the daily praxis and to create a consensus on the 
competences needed when working with public health in different contexts 
throughout Europe. To better understand the need of the individual Health 
Agent, we would like your help on assessing need and competences of 
three different target groups.  

1: Teachers of Primary & Secondary School 

2: Chefs and Catering managers 

3: Others who hold an education concerning health and 
working with a focus on public health in primary health care 

The consortium developing eHAP is six European partners all engaged in 
educating health professionals throughout Europe. We would like for the 
eHAP to have a strong European profile and in meeting this aim we intend 
to make a survey in a European context to gain the knowledge needed to 
make such a European profile.  

The target groups are chosen to give a picture of the broad group of 
participant conveying the message of health to a number of persons in 
society. The first part of the discussion is related to how your profession can 
contribute to the overall objectives in the EU health Programme. In this 
policy your area work are mentioned. We have some examples of tasks. 
What do you think about these tasks? Would you consider it relevant for 
your profession? We use the word users in the meaning 
pupils/students/employees/consumers/patients that your profession 
relates to in their daily work.” 
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Please start by gaining some background information about how they 
describe the nature of their work and who their users are. What are the 
general nature of their work and required education?  

The tables below should be filled in by the mediator of the focus group. 
Please read each description of the tasks, and later the competencies and 
need for training and allow the group/interviewee to comment and discuss. 
End each line by asking the group/interviewee to give an overall rating. End 
each part by asking whether there are any other tasks/competencies which 
they think is relevant for their profession. 

SECTION 1: General question regarding tasks:  

Rating 1= Not applicable, 2=Not relevant, 3=a bit relevant, 4= relevant, 
5=very relevant, 6=extremely relevant 

 

Task Rating  Comment 

1. To analyse the health profile of your users (i.e 
pupils/staff/students/consumers/patients) and 
identify needs for interventions in the area of 
food, nutrition and physical activity 

  

2. To include messages/examples of how to 
promote a balanced diet, physical activity  and 
overall health into other activities which is part 
of your daily routine activities (for instance 
integrating health messages and related 
activities into pedagogical activities or talking 
to your users on how to make healthy 
shopping list) 

  

3. To discuss with your users their own health 
habits 

  

4. To encourage your users to take part in 
activities which will promote a balanced diet, 
physical activity and good health also when 
they are outside your influence 

  

5. To discuss and encourage your users to 
develop their own action competencies (for 
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instance engage in sports or composing 
healthy meals) 

6. To make use of ICT tools  to encourage your 
users to health promoting activities (for 
example reminders by e-mail, sms or mms to 
take part in a certain activity) 

  

7. To initiate web-based searches for information 
about diet, physical activity  and health issues 
and assist in sorting the quality of different 
information sources 

  

8. In situations where your profession are 
actively involved in deciding which food is 
made accessible for the users, to actively 
engage in securing healthy food choices 

  

9. To make a plan for how to promote of a 
balanced diet, physical activity and overall 
good health in the tasks of your daily practices 

  

10. To make plans and routines for when to call on 
other experts if you encounter a challenge 
which is outside area of expertise 

  

11. To coordinate efforts to promote health with 
other professions at the local level 

  

 
OPEN QUESTION: In addition to the tasks mentioned, can you think of other 
examples of other tasks which can be relevant for your profession in order 
to reach the public health objectives? 
 

SECTION 2: Having discussed possible tasks your profession may do in order 
to promote a balanced diet, physical activity and health, which 
competencies do you consider important for your profession? 
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Rating 1= Not applicable, 2= Not relevant, 3= A bit relevant, 4= relevant, 
5=very relevant, 6=extremely relevant 

Competency Rating Comment 

1. To asses your user’s 
situation in terms of their 
nutritional status, eating 
habits & physical activity 
level and identify if there is 
a problem 

 

  

2. To be able to compare 
different strategies to solve 
any problems and single out 
the most appropriate 
strategy to do something 
about for the situation if 
needed 

 

  

3. To combine and prepare 
food to make nutritional 
adequate meals  

 

  

4. To know how to modify the 
nutritional composition of a 
meal by exchanging 
ingredients using other 
cooking methods 

 

  

5. To be able to plan menus 
which will be appropriate to 
people with different needs 
related to life stage, special 
dietary needs, cultural and 
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sensoric requirements. 

 

6. To know about the 
production chain for food 
and how different factors 
influence our eating 
patterns 

 

  

7. To read and interpret 
nutrition labelling  

 

  

8. To plan and perform 
cooking which ensures the 
quality and safety of the 
food  

 

  

9. To consider the basis for the 
national guidelines for 
nutrition and physical 
activity 

 

  

10. To be able to consider 
important aspects of the 
nutritional 
recommendations through 
the lifespan 

 

  

11. To facilitate physical 
activities at the appropriate 
level for your users 
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12. To be able to discuss how 
social & cultural differences 
can influence what is 
appropriate to recommend 
in different situations 

 

  

13. To be able to use an 
adequate language with the 
users (according to their 
education, social and 
cultural level). 

 

  

14. To know how to implement 
objectives from the area of 
health, nutrition and 
physical activity into the 
general tasks related to 
your profession (for 
instance health promotion 
activity into teaching plans, 
dietary plans into health 
care for the elderly. Dietary 
variation in the menu into 
the cantina) 

 

  

15. To know the competence 
area of other professions in 
order to be able to call on 
their expertise when 
needed  

 

  

16. To know how to design, 
plan and implement small 
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interventions with in the 
area of your profession for 
promoting health and well 
being of the users 

 

17. To be able to know how to 
plan the finances and 
management of small 
interventions in the area of 
your profession. 

 

  

18. To be able to make use of 
media in designing, 
planning and implementing 
small interventions in the 
area of your profession. 

 

  

19. To be able to make use of 
ICT tools in designing, 
planning and implementing 
small interventions in the 
area of your professions 

 

  

20. To be able to discuss how 
different intervention 
strategies may widen or 
narrow the socioeconomic 
differences in diet, physical 
activity levels and health 

 

  

21. To know how to assess the 
mindset of the users to find 
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the most appropriate 
strategy to initiate change 
diet and physical activity 
patterns  

 

22. The ability to update your 
own knowledge within the 
area of nutrition, physical 
activity and health 

 

  

23. To be able to search for 
scientifically based 
information in the areas of 
health, nutrition and 
physical activity 

 

  

24. To distinguish between 
scientific advises from other 
types of information  

 

  

25. To be able to consider the 
social responsibility of your 
daily practice concerning 
the users health (for 
instance which food is 
presented for or 
encouraged to the user) 

 

  

26. To be able to plan proposals 
for bids/tenders in regards 
with food, nutrition, health 
and safety. 
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27. To motivate and lead 
colleagues in teamwork 
with the aim of promoting a 
balanced diet, physical 
activity and health within 
your professional role 

 

  

28. To regularly update your 
knowledge within the area 
of nutrition, physical activity 
and health 

 

  

 

OPEN QUESTION: Other competencies needed to reach public health 
goals? 
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SECTION 3: Go through the competencies again (including the newly 
suggested competencies from the open question): Ask the focus group: in 
which areas do your professions have a need for further training?  

Rating 1= Not applicable, 2=Not relevant, 3= a bit relevant, 4= relevant, 
5=very relevant, 6=extremely relevant 

Competency Rating Comment 

1. To asses your user’s 
situation in terms of their 
nutritional status, eating 
habits & physical activity 
level and identify if there is 
a problem 

  

2. To be able to compare 
different strategies to solve 
any problems and single out 
the most appropriate 
strategy to do something 
about for the situation if 
needed 

  

3. To combine and prepare 
food to make nutritional 
adequate meals  

  

4. To know how to modify the 
nutritional composition of a 
meal by exchanging 
ingredients using other 
cooking methods 

  

5. To be able to plan menus 
which will be appropriate to 
people with different needs 
related to life stage, special 
dietary needs, cultural and 
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sensoric requirements. 

6. To know about the 
production chain for food 
and how different factors 
influence our eating 
patterns 

  

7. To read and interpret 
nutrition labelling  

  

8. To plan and perform 
cooking which ensures the 
quality and safety of the 
food  

  

9. To consider the basis for the 
national guidelines for 
nutrition and physical 
activity 

  

10. To be able to consider 
important aspects of the 
nutritional 
recommendations through 
the lifespan 

  

11. To facilitate physical 
activities at the appropriate 
level for your users 

  

12. To be able to discuss how 
social & cultural differences 
can influence what is 
appropriate to recommend 
in different situations 

  

13. To be able to use an 
adequate language with the 
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users (according to their 
education, social and 
cultural level). 

14. To know how to implement 
objectives from the area of 
health, nutrition and 
physical activity into the 
general tasks related to 
your profession (for 
instance health promotion 
activity into teaching plans, 
dietary plans into health 
care for the elderly. Dietary 
variation in the menu into 
the cantina) 

  

15. To know the competence 
area of other professions in 
order to be able to call on 
their expertise when 
needed   

  

16. To know how to design, 
plan and implement small 
interventions within the 
area of your profession for 
promoting health and well 
being of the users 

  

17. To be able to know how to 
plan the finances and 
management of small 
interventions in the area of 
your profession. 

  

18. To be able to make use of 
media in designing, 
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planning and implementing 
small interventions in the 
area of your profession. 

19. To be able to make use of 
ICT tools in designing, 
planning and implementing 
small interventions in the 
area of your professions. 

  

20. To be able to discuss how 
different intervention 
strategies may widen or 
narrow the socioeconomic 
differences in diet, physical 
activity levels and health 

  

21. To know how to assess the 
mindset of the users to find 
the most appropriate 
strategy to initiate change 
diet and physical activity 
patterns  

  

22. The ability to update your 
own knowledge within the 
area of nutrition, physical 
activity and health 

  

23. To be able to search for 
scientifically based 
information in the areas of 
health, nutrition and 
physical activity 

  

24. To distinguish between 
scientific advises from other 
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types of information  

25. To be able to consider the 
social responsibility of your 
daily practice concerning 
the users health (for 
instance which food is 
presented for or 
encouraged to the user) 

  

26. To be able to plan proposals 
for bids/tenders in regards 
with food, nutrition, health 
and safety. 

  

27. To motivate and lead 
colleagues in teamwork 
with the aim of promoting a 
balanced diet, physical 
activity and health within 
your professional role 

  

28. To regularly update your 
knowledge within the area 
of nutrition, physical activity 
and health 

  

 

OPEN QUESTION: Competencies needed related to the suggested 
competencies from part 3. 
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7.3 Questionnaire that was conducted online after the 
course 
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91 
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7.4 Questions that were asked via Skype and by email after 
the course was completed  

 

1. DO you think that there was a need for more 
blended learning within the course? f.ex. face-to-
face sessions 

 

2. Do you think the teacher needed to be more hands-
on in the teaching, because it is a continuing 
education and the students have been out of school 
for awhile? 
 

3. Do you think the teacher needed to give moore 
feedback to students? 
 

4. In your opinion is do you think this kind of 
course could be internationalized in Europe for 
example? 
 

5. Do you think you where lacking in motivation when 
you didnt have the classroom confrontation? 
 

6. Do you thing that it is a possibility for people 
who are within the workforce to do this kind of 
course when take everything into the equation 
f.ex. family, work, hobbys? 
 

7. Do you think that the isolation that distance 
learning students have is a hindrance for the 
course? 
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7.5 eHAP publication – development and implementation of 
Modules based on the principles of E-learning 
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