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PATCH: Its Origin, Basic Concepts, and Links 
to Contemporary Public Health Policy 

Marshall W. Kreuter 

PATCH, the acronym for Planned 
Approach to Community Health, is a 
cooperative program of technical assis- 
tance managed and supported by the 
Centers for Disease Control (CDC). 
PATCH is designed to strengthen state 
and local health departments' capacities 
to plan, implement, and evaluate com- 
munity-based health promotion activi- 
ties targeted toward priority health prob- 
lem& 

The PATCH concept emerged in 
1983 primarily as a CDCresponse to the 
shift infederalpolicyregardingcategori- 
calgrantstostates.Oneofthosecategori- 
cal grant programs was the Health 
Education-Risk Reduction (HERR) 
Grants Program. 

In 1979, the HERR program was 
createdunder the authority ofPublicLaw 
94-317, The Health Information and 
HealthPromotion Act of lW6.Through 
thisprogram,amodestamountofresources 
helpedlocal, state, andfederalhealthagen- 
cies take an o r e  planned approach 
tocommunity-basedintervedons. Agen- 
cieswereurgedtomakemaximumuseof 
existing resources and to monitor and 
evaluate progress. 

This unprecedented federal effort 
was designed to provide five years of 
economic support for state health agen- 
cies to establish (1) a focal point for health 
education (staff andorganizational infra- 
structure)tocarryout andmanage state- 
level risk reduction programs, and (2) a 
program of local grants program, man- 
aged by the state health education focal 
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point, to support tobacco and alcohol abuse 
prevention and education programs for 
youth(HERR fundsrequired applicants 
todemonstrate that theirprogramsplaced 
primary emphasison tobaccoand alcohol 
abuseamongyoutbAlso, someportionof 
program activityhad tobedirededtoward 
minority populations). 

The local intervention grants re- 
quired grantees to submit proposals that: 

* documentedstate or territorialand 
local health needs; 

* revealed detailed plans for the 
inclusion or development of a health pro- 
motion, disease prevention network; 

included evidence of either the 
existence or development of a statewide 
mechanism to provideandmaintainadata 
base for monitoring prevalence of se- 
lected risk factors; 

* 

* demonstrated that the proposed 
intervention was part of an "organized 
approach within the target community. 

* secured program evaluation assis- 
tancefrom appropriateuniversityniversityprograms 

program,federalpolicyshifted. The eco- 
nomic philosophy of President Reagan's 
administration held that statesshouldas- 
sume greater responsibility for theman- 
ner in which federal resources were to be 
spent.TheAdministrationa~r~~&- 
termined that categoricalgrants to states, 
managed by federal agencies, should be 
combmedintomoregeneric"b1ocks" un- 
derthe management controlofthe states. 
Asaresult,theHERRgrantsprogramwas 
consolidated into the"PreventionB1ock" 
with seven other categorical grant pro- 

Atthemidpointmthefim-\ne-qnearHERR 
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grams: emergency medical services, 
healthincentive grants, hypertension con- 
t d , d ~ ~ ~ d , ~ ~ t y ~ d s c h o o l -  
based fluoridation, home health services, 
and rape prevention and services 
(Bran4 1981). 

For the first year of the new block 
grants, the formula for determining the 
level of money available for the entire 
block was the sum of the previous year's 
allocation for each of the programs within 
the block, less 25 percent. 

Even thoughthe bbckgrant approach 
evoked the principle of local control and 
reduced the federal prevention expendi- 
ture, the blow it dealt to the HERR pro- 
gram was especially severe. The key 
concept in the HERR program was to 
strengthen the health education capacity 
at the state and local levels. The federal 
policy decision to create blockgrants im- 
mediately eliminated the CDC support 
functiaqandshiftedthemanagementfunc- 
tionofthe program from the federallevel 
to the state. In most instances, this shift 
occurred before the state focal point was 
fully in place, thusweakeningthe attempt 
to strengthen the federal, state, and local 
level health education infrastructure. 

So, halfway through theHERR pro- 
gram, healtheducationunitsineachstate 
and territoryhadtocompeteforresources 
froma poolthat alreadyhadbeenreduced 
by25percenththeaftermathoftheblock 
grant policy, a few HERR programs con- 
tinued to prosper, most continued amid 
severe economic cuts, and a few were 
discontinued (Kreuter, Christensen, & 
DiVincenzo, 1982). 

Despite these difficulties, experi- 
encesfromthefirsttwoyearsoftheHERR 
program convindstaffinCDCsCenter 
for HealthPromotionand Education that 
the capacity-building and community in- 
tervention principles of the HERR pro- 
gram should remain a priority in their 
overall prevention mission. As a result, 
two key components of the HERR pro- 
grambecameinstitutiomIkdatCDC (1) 
themonitoringandassessment dimension 
of the program was formally developed 
intowhat isknownnowastheBehavioral 

RiskFactor SurveillanceSystem (BRESS), 
and (2) PATCH. 

Basic Concept: Diffuse Effective 
Strategies 

From its inception, the primary goal 
of PATCH to create a practical mecha- 
nism through which effective commu- 
nity health education action could be 
targeted to address local-level health pri- 
orities. A secondary goal was to offer a 
practical, skills-based program of techni- 
cal assistance wherein health education 
leaders in state health agencies would 
work with their local level counterparts 
toestablish communityhealtheducation 
programs. (Kreuter, 1984; Nelson, 
Kreuter, Watkins, &Stoddard, 1987). 

During the formative stages of 
PATCH, knowledge of what constituted 
effective community-based health 
education interventionswasby no means 
complete and, of course, remains in a 
continuous state of development. How- 
ever, as investigators directing commu- 
nity-based cardiovascular disease inter- 
vention programs began to describe re- 
sults of their work in the literature, it be- 
came evident that there was a consistent 
pattern across successful interventions 
(Farquhar,Fortmann, Wood,& Haskell, 
1983, Carlaw,R.W.,Mittlemark,M.,Bracht, 
N., & Lupker, R. (1984); Puska, P., 
Nissinen, J., Tuomilehto, J., & Salonen, 
T., 1985). Those interventions included 

* a strong core of representative local 
support andparticipation in the process; 

* the collection and analysis of local 
data and health issues; 

* setting objectivesandstandards to 
denote progress and success; 

* the design and implementation of 
multiple intervention strategies to meet 
objectives including strategic application 
ofbehavioral sciences, communitymobi- 
ht ion,  healtheducation, andmassmedia; 

* continuous monitoring of prob- 
lems andintervention strategies to evalu- 
ateprogresanddetecttheneedforchaoge; 

* securing support of a public health 
infrastructure (system) either nationally, 
within the target community, or both. 

While providing clear details on re- 
searchmethods and initial results, the lit- 
erature reportingthe findingsfrom com- 
munity intervention studiesprovided only 
superficia-oftheintervention's 
methods and strategies. State and local 
level health education specialists encour- 
aged their CDC counterparts to develop 
a means by which details of intervention 
innovations couldbe sharedwith them. 

These community intervention ele- 
ments described above, organizedwithin 
the context of the PRECEDE model 
(Green, Kreuter, Deeds, & Partridge, 
1980; Green, & Kreuter, 1991), became 
essential components of the PATCH pro- 
gram- 

Basic Concept: Local Ownership 

The most effective center of gravity 
for health promotion is the community. 
Governments can and should exercise 
their responsibiities for formulatingpoli- 
cies, providing leadership, and allocating 
funding in support of prevention pro- 
grams. Individuals can govern their own 
behaviors and control thedeterminants of 
their own health up to a point, but the 
decisions for social change affecting the 
more complicated lifestyle issues can be 
madebest collectively, as close as possible 
to the homes and workplaces of those 
affected. Relevant and appropriate pro- 
grams are more likely to result in such a 
context, since those for whom the pro- 
gram is intended will be engaged in all 
phases of the program. Accordingly, 
PATCH has been influenced greatly by 
the literature on community organization 
and community development (Minkler, 
1980, Green, 1986, Bracht, & Tsouros, 
1990) and theModelStandura3:A Guide 
for Commune R?ventive Senica (1985). 

The principle of communitypartici- 
pation also embodies the often used, but 
rarely defmed, concept of empowerment. 
Cuoto (1990) describes empowerment as 
a process wherein information, skills and 
resources aretransferred to"improvethe 
decision making power of individuals and 
groups.. .empowerment begins with the 
realization that a condition, problem, or 
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need is not theirs only, but that of others as 
well" (pp. 145-146). 

Ironically, the element of the PATCH 
process that usually is identified as the 
mostdemandingfordpartiesturnsout to 
be the primary source of local empower- 
ment: gathering and analysis of local area 
data to facilitate program planning and 
evaluation. On average, communities 
spendaboutayearcollectingandanalyz- 
ing data. This energy appears to be well 
spent,however. Withinformationtodocu- 
ment the magnitude and extent of their 
health problems and to set measurable 
health priorities for health promotion and 
disease prevention, communitieshave ad- 
ditional leverage to strengthen their re- 
quests for resources. 

In 1987,Z PATCH projects were 
underway in 12 states. A survey of those 
Zprojectsrevealedthata totalof$564,000 
had been secured by localities for pro- 
gram support beyond the resources in- 
vested in PATCH by CDC or the states. 
For every dollar invested in PATCH in 
1987, the community generated an addi- 
tional $9 for program implementation 
(J.EklloniandC.F. Nehn,personalcom- 
m unication). 

Basic Concept: Vertical and 
Horizontal Networks 

Although PATCH is applied at the 
locallevel, the totalprocessisdesigned to 
operatewithin aninterdependent system 
that connects local, state, and federal pub 
lic health agencies.Thisprocess addresses 
a priority concernvoicedby publichealth 
leaders: the need to strengthen the infra- 
structure and system of public health @a- 
tional Academy of Sciences, 1988, Roper, 
1990). The arrangement also makes 
PATCH unique among other community 
intervention efforts. 

As has been mentioned previously, 
PATCH was envisioned as a means to 
strengthen existing communication chan- 
nels among state health agencies, their 
localcounterparts, andCDC. These agen- 
cies, which sharea common mission, con- 
stitute theverticalchain ofpublic health. 
The effectiveness of PATCH largely de- 
pends on the chain's functional capacity. 

The PATCH program also requires 
horizontal collaboration and partnerships 
at each of the three vertical levels. For 
example, at the national level, CDC has 

cooperative efforts of national voluntary 
agencies, foundations, other agencies 
withinthePublicHealthService,andother 
federal agencies, including the Depart- 
ment of Transportation and the Coopera- 
tive ExtensionService oftheDepartment 
ofAgriculture (Figure 1). 

Similarly, state health agencies have 
leveraged support of public, private, and 
voluntarysector organizations to support 
PAn=H.Inthespirit ofcommunitypartici- 
pation,PATCHprogramsat thelocallevel 
are required to bring together represen- 
tativesofthecommunitynotonlytomaxi- 
mize the probability that existing health- 
related resources will be put to use, but 
also toensure that the interests,wants, and 
needs of the community are fairlyrepre- 
sented throughout the process. 

Positioning PATCHwithin the con- 
text of a functional vertical and horizontal 
system builds in the opportunity to pro- 
vide technical assistance and training, so 
essential for effective execution of com- 
plicated community intervention pro- 
grams. As a part of an established infra- 
structure, this support can be sustained 
over time and thus provide continuity 

gained support for PATCH by engaging throughout the system. 

Figure 1. PATCH: Mobilizing Vertical and Horizonal Communication and Support Among the National, 
Regional, and Community Levels 

A State within 
the Nation 

Communities Served 
by State 

t 
Sculc Board or State Hullh 

Agricullum Edualion Agcocles Voluntary 
Agencks Ertenrloa 

nn nn 

Horizonal Communica- 
tion among National 
Level Partners 

Horizonal Communication 
omong State Level 
Partners 

Horizonal Communication 
among Groups within 
each Community 
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Although PATCH operates Within 
the existing system of official public health 
agencies, its intention has been and con- 
tinues to be the nurturing of prevention 
leadership wherever it might be found at 
any of the three levels. For a variety of 
reasons -political, economic, or financial 
-thelocalhealthagencymaynotahvaysbe 
the most appropriate and/or effective fo- 
calpointforPATCH,primarycare clinics, 
university groups, businesses, and other 
nongovernmental organizations may be 
inabetter position toexercise leadership 
for a PATCH program. However, at a 
minimum, thelocal healthagencyshould 
be engaged actively in the process; it 
should serve as facilitator to nurture and 
support the effort and as the key commu- 
nication link both to sectors at the local 
ledandtothestatehealthagencyandCDC. 

PATCH and Contemporary 
Health Promotion/Disease 
Prevention Policy 

PATCH citizens provide a demo- 
craticmechanism tobecomeeither equal 
orseniorpartnersindeterminingthequal- 
ity of life and health in their communities. 
This approachis consistentwithcontern- 
porary public health policy. Healthy 
People2000: NatiodHealthPromdon 
and Disease Prevention Objectives is a 
comprehensive report that outlines the 
national strategy for improvingthenation’s 
health in the decade from 1990 to 2000. 
The report calls upon communities to 
translate nationalobjectivesintostateand 
local action.To facilitatethat translation, 
Healthy Communities 2ooo: Model Stan- 
dardsprovides aflexible planningtool to 
enable communities to share in various 
efforts necessary to attain these objec- 
tives; specifically, the document offers 
community implementationstrategies for 
putting the objectives of Healthy People 
2OOO into practice (Health Communities 
2000: Model Standards, 1991). 

In discussing his vision for imple- 
menting these nationalhealth objectives, 
James 0. Mason, M.D.,Assistant Secre- 
kuyforHealth,US.Department ofH& 
and Human Services, citing the impor- 
tantxofstateandlocalparticipation, spe- 
&caUycalls attentiontotherolePATCH 
can play as a critical part of the nation’s 
overall prevention strategy (Mason, 1990): 
“Statesandco~unitiesmustmaketheir 
own decisions, based on assessments of 
health needs and resources at their own 
levels. Using the national objectives as a 
template, they can select priorities, objec- 
tives, and implementation plans toguide 
their efforts.CDC’sPlannedApproach to 
~ m m u u i t y H e a l t h ( P A ~ p r ~ a m c a n  
be used to define and r e h e  those priori- 
tiesintocammunityactionandpublichealth 
activities.” (p.28) 

Put Our List 
On Your List 
Our list can help you do the other things you have on your list. Such as buy a 
car. . . estimate social security. . . start the 
diet. . . check out investments. . . 

Our list is the Consumer information 
Catalog. It’s free and lists more than 200 
free and low-cost government booklets, 

-- ,c 
on employment, h%alth, safety, nutrition, 

you can save money. 
---c/o housing, Federal benefits, and lots of ways c;7/d/- 9 

So to shorten vour list, send for the free _ -  - ~ 

Consumer Informition Catalog. It’s the thing 
to do. 

Just send us your name and address. Write: \ 
Consumer lnformatlon Center 
Department L L  Pueblo, Colorado 81009 
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Comment: The Future of PATCH 

Oneoftheleswnshedfromimpk- 
menting PATCH reinforcesthe “assess- 
ment”recommendationsintheIdtuleof 
Medicine’s Fururn of Ar blic Health (1988), 
and hasimportant implicationsfor health 
policy makers: none of the communities 
participatiugin the program had any sys- 
tem or capacity to collect data routinely 
thatisadequateforplanningandevaluat- 
inghealthpromotion programs. As a re- 
sult, considerable time and effort go into 
gathering those data. 

Because of limited resources for the 
overall PATCH effort, data collection is 
often carried out by persons who have 
little or no experience and only marginal 
interest inthe process;further,resources 
spent ondatacollectioncannot beused to 
implement the program. Communities 
need systems that can routinely and effi- 
ciently gather relevant data their preven- 
tion status. Such systems would not only 
facilitate but also would help to establish 
standarddatabases,thusenablingcollec- 
tion of comparable small-areadata across 
divergent populations. 

Although PATCH continues to have 
broadintellectuasupport,itsfuturewillbe 
dependent upon allocation of economic 
resources sufficient to support the man- 
agement, developmental, and technical 
assistance aspects of the program. Eco- 
nomic support necessary to stimulate ex- 
pansion has been problematic, largely 
because government funding tends to 
target categorical problems, such as HIV/ 
AIDS, heart disease, unintentional and 
intentional injuries, and women’s cancers. 
Within these and other problem catego- 
ries, one can find varying levels of sup- 
port for basic research, applied research 
anddemonstration projects, and program 
implementation and diffusion. 

Witha focuson transfer of community 
interventiontechnologythroughstates to 
localities, communityPATCHapplications 
do not start with anapitihn’ health problem; 
they beginwith community members try- 
ing to understand what their particular 
healthproblems a e .  Economicsupport is 

problematic in the absence of a discernable 
problem up front. 

In some cases, PATCH planning 
leads to a priority problem for which re- 
sources are available; in others, where the 
indicated problem is not a priority of the 
government, the community may have to 
choose between shifting focus to a health 
issue for which there are available re- 
sources, or go without. This has been a 
long standing problem with PATCH - in- 
deed, all community-basedhealth prome 
tion programsthat requireextensive tech- 
nical assistance face this dilemma. 

If public health commitment to 
strengthening community competence is 
to go beyond words, public health leaders 
must work with elected officials at all 
levels to find a mechanism that will do-  
cate health promotion resources equita- 
bly without compromising the need to 
respond to categorical priorities. 
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