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The Use of Logic Models In Health Promotion Practice
Michael Goodstadt Ph.D.
1.

Introduction

A review of recent professional literature related to health promotion practice and
research indicates that the use of logic models is growing in popularity for the
planning and evaluating health promotion initiatives (i.e., programs, policies, or
services).
Although, it is common to refer to an initiative’s “conceptual framework”, rather
than to its “logic model”, logic models and conceptual frameworks are both
concerned with the “theoretical” and/or “action” components of interventions, and
their expected outcomes.
For simplicity, our discussion will refer to “logic models”, but it should be
understood that our discussion applies in a similar fashion to the nature and use
or “conceptual frameworks”.

2.

Definition of “logic model”

The general purpose of logic models is exactly what their name implies, that is, to
provide a summary of the underlying "logical flow" related to the planning,
development, implementation, and/or evaluation of an initiative.
A general and comprehensive definition of logic models is the following:
“A program logic model is a picture of how your program works—the
theory and assumptions underlying the program. … This model provides a
roadmap of your program, highlighting how it is expected to work, what
activities need to come before others, and how desired outcomes are
archived” (W.K. Kellogg Foundation Logic Model Development Guide,
2001; www.wkkf.org).
As this definition indicates, logic models are most commonly employed in
program planning and evaluation: they identify an intervention’s conceptual and
operational elements, and its intended outcomes.

3.

Four functions of logic models: four kinds of logic models

Logic models differ in the extent to which they focus on an initiative’s “theoretical”
versus its “action” components.
We can identify four broad perspectives that logic models can take:
1. Explanatory factors logic model: this logic model (or conceptual
framework) focuses on our understanding of the nature and origins of an
issue/problem
2. Change/influence process(es) logic model: this logic model (or
conceptual framework) focuses on our understanding of processes of
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change or influence that will be employed in our initiative (e.g., theories
and concepts related to “stages of behavioural change”)
3. Program/action logic model: this logic model integrates our explanatory
factors logic model with our change/influence process(es) logic model
to form the plan for action for our initiative. This program logic model
answers the questions: who will do what, with whom, how, when, with
what resources, with what expected outcomes, etc.?
4. Outcomes/evaluation logic model: this logic model focuses on our
initiative’s expected outcomes (both shorter-term and longer-term) and the
relationships among these objectives.
The particular focus and form that a logic model takes depends on its intended
use. However, as shown in Figure 1, the four possible functions of logic models
are not only not independent, they are inherently inter-related. That is, there is a
logical flow:
1. from the use of logic models to specify the factors that explain or describe
our issue/problem
2. through a logic model that specifies our proposed processes of
change/influence
3. to a logic model that identifies the components of our initiative’s action
plan
4. arriving ultimately to a logic model that specifies our initiative’s expected
outcomes.
There is also a feedback relationship from outcomes to our original assumed
relationships among the “explanatory” factors, change/influence processes and
program elements.
As will be apparent from the examples provided in Section 8 below, in practice,
some logic models incorporate elements related to more than one of the four
functions outlined above. In addition, some of the studies referenced in Section 8
employ more than one logic model (Lafferty, C. K., & Mahoney, C. A. (2003) is an
outstanding example of this use of multiple logic models).
Figure 1

Michael Goodstadt Ph.D.: February, 2005

Page 2

Introduction to the use of logic models in health promotion

4.

Relationship between planning and evaluation

Program evaluation is so closely related to program planning that evaluation can
be viewed as the "flip side" of program planning. That is, program evaluation
should directly follow the program logic model that underlies the planning of our
initiative, assessing success in achieving the initiative’s goals and objectives, its
constituent activities and processes, and the inter-relationships among an
initiative’s elements, as specified in its program logic model.

5.

Components of logic models

There is no single or uniform template for developing logic models.
Some are templates are simple, involving relatively few components. Others are
more complex, involving a larger number of inter-related components.
Ultimately, the appropriate content of logic models depends on their intended
purposes, and the contexts in which they are being used. In practice, for any
initiative, there exists an array of possible logic models, reflecting different levels
of conceptual analyses and different stages in planning and evaluating an
initiative.
The most common template for developing logic models involves identifying a
logical flow such as is shown in Figure 2.
Figure 2
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A more complex template for developing logic models is provided in the
elaborated logic model in Figure 3.
Figure 3

The different components of this logic model should be spelled out in greater
detail, often in the form of their own logic models.
Thus, our understanding of the “assumptions” component underlying our initiative
could (and should) be represented by its own elaborated logic model (or
“conceptual framework”) (see discussion of “explanatory factors logic model”
and “change/influence process(es) logic model,” above).
Similarly, the broad components of our initiative, and their required
resources/inputs and associated activities, would be specified in greater detail in
our “program/action logic model” (see above).
Finally, the components related to outcome/process objectives and outcomes
should reflect the elements of the fully specified “outcomes/evaluation logic
model” (see above).
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6.

Using logic models in health promotion

Using logic models in planning and evaluating health promotion initiatives
requires a further elaboration of the generic logic models identified above. Health
promotion, as understood by the Ottawa Charter for Health Promotion, is
expected to give attention to a particular set of goals, values, and strategies (see,
for example, www.bestpractices-healthpromotion.com/coursereadings/id1.html ).
To accommodate this particular perspective, the generic logic model in Figure 4
is suggested for the planning and evaluation of health promotion initiatives.
Figure 4
GENERIC LOGIC MODEL FOR PLANNING AND EVALUATING HEALTH PROMOTION (Goodstadt, 1999)
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Michael Goodstadt Ph.D., Centre for Health Promotion, University of Toronto, July 12, 1999

This logic model contains all the generic elements related to the planning and
evluation of health promotion inititives, as guided by the Ottawa Charter for
Heatlh Promotion. A full discussion of the model can be found at: “A Generic
Model for Planning and Evaluating Health Promotion”
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PLANNING HEALTH PROMOTION
INITIATIVES

EVALUATION LOOP

THE FOUNDATIONS OF HEALTH
PROMOTION
(Ottawa Charter for Health Promotion)

CORE HEALTH PROMOTION PERSPECTIVES
CORE HP VALUES
Positive health, holistic health, social justice, equity, participation
CORE HP MECHANISM
Empowerment: Enhancing capacities of individuals & communities to exercise control over the
determinants of health
PRE-REQUSITES (DETERMINANTS) OF HEALTH
Income inequity, social status, social support networks, education, employment & working conditions,
physical environments, biology & genetics, personal health practices & coping skills, healthy child
development, health services
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7.

Examples of the use of logic models in health promotion
practice

Figure 5 provides an example of the use of a logic model in planning a broad
strategy related to the prevention of eating disorders. This model includes
components related to:
1. the assumed etiology of eating disorders
2. the continuum of risk associated with the assumed risk factors for eating
disorders, domains of prevention strategies
3. an array of available strategies associated with health promotion
4. the relationships between the outcomes of these strategies and the those
at different levels of risk for eating disorders
5. impact on the risk factors themselves.
(A PowerPoint presentation related to the development of this logic model is
available by clicking here).
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Figure 5
Logic Model for a “Continuum of Care” in Responding to Eating Disorders
Michael Goodstadt Ph.D., C.Psych.

November, 2004
Elaboration

Risk & protective
factors for developing
eating disorders
Individual
factors

Socioenvironmental
factors

Risk/protective
practices

Risk/protective
cognitions

Indirect factors

Direct factors

Continuum of risk
for developing
eating disorders

Continuum of
eating disorder
problems

No risk

No risk

Low risk

Low risk

Moderate risk

Moderate risk

Research-based
risk & protective
factors

High risk

High risk

= prevalence of eating disorders

Research-based
problems &
prevalence rates
related to eating
disorders

Risk of developing eating disorder problems

Prevention
responses to eating
disorder problems

Primary prevention:
risk avoidance
Secondary prevention:
risk reduction & early intervention

Goals

Tertiary prevention:
clinical & other intervention

Health promotion/
prevention strategies
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This logic model builds on those developed in the fields of alcohol/drug abuse and gambling (see, for example,
Ontario Problem Gambling Research Centre Framework at <http://www.gamblingresearch.org/
contentdetail.sz?cid=2007>)

Michael Goodstadt Ph.D.: February, 2005

Page 7

Introduction to the use of logic models in health promotion

7.1. Examples of explanatory factors logic models
1. “Ecological stress process model for environmental health
promotion”—in, Parker, E. A., Baldwin, G. T., Israel, B., & Salinas, M. A.
(2004). Application of Health Promotion Theories and Models for
Environmental Health. Health Education & Behavior, 31(4), 491-509.
2. “Analytic framework for conceptualizing dissemination research and
activity”—in, Elliott, S. J., O'Loughlin, J., Robinson, K., Eyles, J.,
Cameron, R., Harvey, D., et al. (2003). Conceptualizing dissemination
research and activity: The case of the Canadian Heart Health initiative.
Health Education & Behavior, 30(3), 267-282.
3. “A framework for evidence-based purchasing of health promotion
programmes”—in, Rada, J., Ratima, M., & Howden-Chapman, P. (1999).
Evidence-based purchasing of health promotion: Methodology for
reviewing evidence. Health Promotion International, 14(2), 177-187.
4. “Organizational capacity for community development in regional
health authorities: A conceptual model—Germann, K., & Wilson, D.
(2004). Health Promotion International., 19(3), 289-298.
5. “Heart health promotion capacity-building model”—in, MacLean, D.
R., Farquharson, J., Heath, S., Barkhouse, K., Latter, C., & Joffres, C.
(2003). Building capacity for heart health promotion: Results of a 5-year
experience in Nova Scotia, Canada. American Journal of Health
Promotion, 17(3), 202-212.
6. “Factors influencing public health agency implementation of heart
health promotion activities”—in, Riley, B. L., Taylor, S. M., & Elliott, S. J.
(2001). Determinants of implementing heart health promotion activities in
Ontario public health units: A social ecological perspective. Health
Education Research, 16(4), 425-441 and Riley, B. L., Taylor, S. M., &
Elliott, S. J. (2003). Organizational capacity and implementation change: A
comparative case study of heart health promotion in Ontario public health
agencies. Health Education Res., 18(6), 754-769.
7. “Conceptual model of how organizational competence affects
communities at risk for sexually transmitted diseases (STDs)”—in,
Thach, S. B., Eng, E., & Thomas, J. C. (2002). Defining and assessing
organizational competence in serving communities at risk for sexually
transmitted diseases. Health Promotion Practice, 3(2), 217-232.
8. “Causal chain for relationship outcomes”—in, Brinkerhoff, J. M. (2002).
Assessing and improving partnership relationships and outcomes: A
proposed framework. Evaluation and Program Planning, 25(3), 215-231
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9. “A conceptual framework for advocacy in health promotion”—in,
Carlisle, S. (2000). Health promotion, advocacy and health inequalities: A
conceptual framework. Health Promotion International, 15(4), 369-376.
10. “Conceptual model of organizational characteristics explaining
groups’ use of diverse advocacy tactics”—in, Zakocs, R. C., & Earp, J.
A. L. (2003). Explaining variation in gun control policy advocacy tactics
among local organizations. Health Education & Behavior, 30(3), 360-374.
11. “Conceptual framework for organizational effectiveness of
antihunger advocacy organizations”—in, Laraia B.A., Dodds J., & E., E.
(2003). A Framework for Assessing the Effectiveness of Antihunger
Advocacy Organizations. Health Education & Behavior, 30(6), 756-770.
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7.2. Examples of change/influence process(es) logic models
1. “An integrated model for change”—in, de Vries, H., Mudde, A., Leijs, I.,
Charlton, A., Vartiainen, E., Buijs, G., et al. (2003). The European
Smoking prevention Framework Approach (EFSA): An example of integral
prevention. Health Educ. Res., 18(5), 611-626.
2. “Conceptual framework and theoretical foundations driving the
culturally grounded REAL curriculum”—in, Gosin, M. N., Dustman, P.
A., Drapeau, A. E., & Harthun, M. L. (2003). Participatory Action
Research: creating an effective prevention curriculum for adolescents in
the Southwestern US. Health Educ. Res., 18(3), 363-379.
3. “Peak (Program) theory of change logic model”—in, Lafferty, C. K., &
Mahoney, C. A. (2003). A framework for evaluating comprehensive
community initiatives. Health Promotion Practice, 4(1), 21-44.
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7.3. Examples of program/action logic models
1. “The triangulation (methods and sources program) strategy”—in,
Nakkash R., Soweid R.A.A, Nehlawi M.T., Shediac-Rizkallah M.C., Hajjar
T.A., & Khogali M. (2003). The Development of a Feasible CommunitySpecific Cardiovascular Disease Prevention Program: Triangulation of
Methods and Sources. Health Education & Behavior, 30(6).
2. “Integrated model showing the theoretical base and outcome
variables for diabetes patient education”—in, Cooper, H. C., Booth, K.,
& Gill, G. (2003). Patients' perspectives on diabetes health care education.
Health Educ. Res., 18(2), 191-206.
3. “Building capacity for heart health promotion”—in, Joffres, C., Heath,
S., Farquharson, J., Barkhouse, K., Hood, R., Latter, C., et al. (2004).
Defining and operationalizing capacity for heart health promotion in Nova
Scotia, Canada. Health Promotion International., 19(1), 39-49.
4. “Heart health promotion capacity-building project logic model”—in,
MacLean, D. R., Farquharson, J., Heath, S., Barkhouse, K., Latter, C., &
Joffres, C. (2003). Building capacity for heart health promotion: Results of
a 5-year experience in Nova Scotia, Canada. American Journal of Health
Promotion, 17(3), 202-212.
5. “Peak (Program) initiative (stakeholder) components”—in, Lafferty, C.
K., & Mahoney, C. A. (2003). A framework for evaluating comprehensive
community initiatives. Health Promotion Practice, 4(1), 21-44.
6. “Peak (Program) logic model”—in, Lafferty, C. K., & Mahoney, C. A.
(2003). A framework for evaluating comprehensive community initiatives.
Health Promotion Practice, 4(1), 21-44.
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7.4. Examples of outcome/evaluation logic models
1. “An outcome model for health promotion” and “Six-stage
development model for the evaluation of health promotion
programmes”—in, Nutbeam, D. (1998). Evaluating health promotion-progress, problems and solutions. Health Promotion International, 13(1),
27-44.
2. “Integrated model showing the theoretical base and outcome
variables for diabetes patient education”—in, Cooper, H. C., Booth, K.,
& Gill, G. (2003). Patients' perspectives on diabetes health care education.
Health Educ. Res., 18(2), 191-206.
3. “Community initiative evaluation model” and “Steps in the
community initiative evaluation process”—in, Wallerstein, N.,
Polascek, M., & Maltrud, K. (2002). Participatory evaluation model for
coalitions: The development of systems indicators. Health Promotion
Practice, 3(3), 361-373.
4. “The getting to outcomes (evaluation) framework”—in, Wandersman,
A., Imm, P., Chinman, M., & Kaftarian, S. (2000). Getting to outcomes: A
results-based approach to accountability. Evaluation and Program
Planning, 23(3), 389-395.
5. “Framework to assess antihunger advocacy organizational
effectiveness”—in, Laraia B.A., Dodds J., & E., E. (2003). A Framework
for Assessing the Effectiveness of Antihunger Advocacy Organizations.
Health Education & Behavior, 30(6), 756-770.
6. “A framework for evaluating media advocacy”—in, Stead, M., Hastings,
G., & Eadie, D. (2002). The challenge of evaluating complex interventions:
A framework for evaluating media advocacy. Health Educ. Res., 17(3),
351-364.
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8.

Additional selected references related to logic models
Cheadle, A., Beery, W. L., Greenwald, H. P., Nelson, G. D., Pearson, D., & Senter, S. (2003).
Evaluating the California wellness foundation's health improvement initiative: A logic
model approach. Health Promotion Practice, 4(2), 146-156.
Cooksy, L. J., Gill, P., & Kelly, P. A. (2001). The program logic model as an integrative
framework for a multimethod evaluation. Evaluation and Program Planning, 24(2),
119-128.
Dwyer, J. J. M., Hansen, B., Barrera, M., Allison, K., Ceolin-Celestini, S., Koenig, D., et al.
(2003). Maximizing children's physical activity: An evaluability assessment to plan a
community-based, multi-strategy approach in an ethno-racially and socioeconomically diverse city. Health Promotion International, 18(3), 199-208.
Julian, D. A., & Clapp, J. (2000). Planning, investment and evaluation procedures to support
coordination and outcomes based funding in a local united way system. Evaluation
and Program Planning, 23(2), 231-240.
Kellogg Foundation. (2001). Logic model development guide. Obtainable from W.K. Kellogg
Foundation website at www.wwkf.org
Lafferty, C. K., & Mahoney, C. A. (2003). A framework for evaluating comprehensive
community initiatives. Health Promotion Practice, 4(1), 21-44.
Macaskill, L., Dwyer, J. J. M., Uetrecht, C., Dombrow, C., Crompton, R., Wilck, B., et al.
(2000). An evaluability assessment to develop a restaurant health promotion program
in Canada. Health Promotion International, 15(1), 57-69.
McLaughlin, J. A., & Jordan, G. B. (1999). Logic models: A tool for telling your program's
performance story. Evaluation and Program Planning, 22(1), 65-72.
Millar, A., Simeone, R. S., & Carnevale, J. T. (2001). Logic models: A systems tool for
performance management. Evaluation and Program Planning, 24(1), 73-81.
Rootman, I. (1988). Developing a system for evaluating a national health promotion
programme. Health Promotion, 3(1), 101-110.
Rush, B., & Ogborne, A. (1991). Program logic models: Expanding their role and structures
for program planning and evaluation. The Canadian Journal of Program Evaluation,
6, 95-106.
Schalock, R. L., & Bonham, G. S. (2003). Measuring outcomes and managing for results.
Evaluation and Program Planning, 26(3), 229-235.
Unrau, Y. A. (2001). Using client exit interviews to illuminate outcomes in program logic
models: A case example. Evaluation and Program Planning, 24(4), 353-361.
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