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Abstract

Program designers and nurses developed and implemented the COACH Relationship Model to help low-income mothers change health-related behaviors as part of a clinical trial conducted from 1990 to 1994 of the impact of nurse home visitation. By first orienting the program nurses to the theoretical underpinnings (caring, ecological, role supplementation, and self-efficacy theories) and then involving them in developing program materials to translate the theoretical and philosophical concepts into nursing interventions, the essential features of the relationship model were retained through the implementation process.


  Social policy makers continue to seek ways to improve health and developmental outcomes for mothers and children with low socioeconomic status. Healthy People 2000 [1] warned that not only physical threats to health such as low birth-weight but also emotional, psychological, and learning problems are associated with low socioeconomic status. Improvements in health and developmental outcomes depend both on family lifestyle changes and on changes in the system of health and social services. While the social infrastructure for families is deficient and must improve, [2] health care professionals must also find ways to help families consider how personal choices-about physical activity, nutrition, tobacco and alcohol use, family planning, mental health, and violent behaviors [1] -can improve their health and well-being.

  Successful programs to improve health and developmental outcomes must be both well designed and well executed. Nursing researchers must address both the causal model and the implementation process. This article describes the implementation of a relationship model developed within a program designed to address the specific needs of health promotion for families with low socioeconomic status. The model's acronym-COACH-refers to the core concepts: caring; ongoing commitment; active involvement of the client; consideration of context; and harmony or congruence among the client's values, goals for change, and behaviors.
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  BACKGROUND AND DEVELOPMENT OF THE MODEL

  New mothers program

  The COACH Relationship Model was developed for a longitudinal clinical trial of the impact of nurse home visitation on

  •pregnancy outcomes-birthweight and premature delivery;

  •infancy outcomes-health, growth, and development;

  •women's chances to improve their life course-completing basic education, postponing unwanted births, and finding work; and

  •government costs.

  Participants were enrolled in the program before the 29th week of pregnancy. They were predominantly young, unmarried, and African American. Their average age was 18, and 85 percent had family incomes below federal poverty guidelines. They were generally healthy and were without chronic illness or pregnancy complications when enrolled. This was the first child for these mothers; pregnancy was a new experience, and their child-rearing beliefs and behaviors were not firmly established. Few abused drugs or alcohol at enrollment; however, they were young and at high risk of starting illegal drug and alcohol use, which was common in their neighborhoods.

  The program was a primary prevention program designed to help families promote health and prevent disease. [3,4] The program aimed to change the trajectory of health and development, thereby increasing the opportunities for the families' future well-being. Nurse home visits, which occurred about every other week during pregnancy and the first 2 years of the child's life, focused on women's health-related behaviors during pregnancy, the qualities of infant caregiving, and women's choices in terms of their own personal growth and development. The nurses' work consisted of the following main activities:

  •physical and psychosocial assessment,

  •education,

  •involvement of family members and friends in supporting the mother and infant,

  •linkage of the family with health and human services,

  •direct support and nursing care from the nurse, and

  •goal setting and problem solving.
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  COACH Relationship Model

  To put in place an effective and feasible health promotion program for socially disadvantaged families, we had to make the theoretical orientation of the program readily available to the nurses. From selected theories explaining the impact of interventions on maternal and child outcomes (caring, [5] ecological, [6,7] role supplementation, [8] and self-efficacy [9]) and a review of relationship models, [10-15] we developed a unique eclectic approach to families and referred to it as the COACH Relationship Model. Coaching implies bringing out the mother's own inherent strengths and abilities and facilitating the mother's own work. Using the acronym COACH organizes central elements from the theoretical orientation and reminds the nurse of her supporting role, with the client the central actor, thus creating a pocket protocol of the COACH model:

  •caring: knowing, being with, doing for, enabling, and maintaining belief [5];

  •ongoing development: working toward long-term goals;

  •action: fostering the mother's active participation;

  •context: understanding and respecting the mother's culture and life situation; and

  •harmony: seeking harmony between values, goals, and behaviors.
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  IMPLEMENTING THE NEW MOTHERS PROGRAM

  Approach to implementation

  When program goals are complex and actions to achieve those goals are dependent on context, Hanf and Toonen [16] suggested using the "bottom-up perspective" to implement the program. From the bottom-up perspective, interaction vertically between administrators and providers and horizontally among program providers, program participants, and other organizations determines what the program will be. The program implemented using this perspective is neither the anarchy of "street-level bureaucracy" [17] nor the unthinking execution of policy by service providers in a hierarchical organization. [18] In such a program, providers cannot simply execute tasks predetermined by program administrators. Nor should providers have discretion to design their own unique intervention. Successful implementation of a complex program such as the New Mothers Program requires sophisticated commitment by, and active involvement of, the professional service provider to match the structure and content of interventions to the theory and goals of the program design.

  The nurses implementing the New Mothers Program were committed to the program's philosophy and goals and were active participants in the implementation process. After studying the program philosophy, goals, and theoretical underpinnings, during a pilot program the nurses developed ways to structure the visit, to assess, to provide care, and to teach that were consistent with the COACH Relationship Model. The nurses created new or adapted existing nursing tools to these theoretical and philosophical concepts and to the mothers' educational level and attention span. Through a careful orientation to theory and active involvement in translating theory into practical tools, the nurses understood the conceptual model and consciously used it to guide their work, adapting the protocol to each individual family's needs.
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  Tools to implement theory

  Plan sheet for the visit

  Nurses created a plan sheet to structure the visit to actively involve the client. The visit structure facilitates values exploration, values clarification, information incorporation, and commitment to achievable goals. First, the nurse and mother review what has happened since the last visit-this may involve dealing with current crises that cannot wait. Then the nurse and mother review the plan sheet to evaluate progress on goals and to remind themselves of the agenda for this visit. Next, the nurse and mother explore new information or ideas through completing and discussing assessment tools. After that, the nurse works with the mother to carry out any indicated physical assessment or direct care. Finally, the nurse and mother complete the plan sheet for the next visit to end the visit with a commitment to activities each will carry out before the next visit. The plan sheet ensures shared control and responsibility during the visit. This sheet has a column for what the mother agrees to do and for what the nurse agrees to do before the next visit. Using the plan sheet, they mutually agree on the timing and content of the next visit and on which other friends or family members should be present for it.
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  Assessment materials

  To focus on the mother's active role in assessment and behavior change, we changed the name from "assessment tool" to "facilitator." Facilitators are materials that contribute both to nursing assessment and to clarifying for the mother her own strengths, values, and goals. The mother choose among assessment materials (and related teaching sheets) that interest her. For example, the mother could choose to explore any of the following issues when her child was aged 12 to 24 months: sleep, mealtime, bathing, dressing, toilet training, trips, television, music, books, conflict and violence, safety, learning through play, family and social relationships, discipline and nurturing, language skills, and child development milestones.

  The facilitators served two purpose: suggesting domains in which the mother could become self-determining and providing a way to introduce the information she needed to be self-determining. Facilitators are usually several short yes or no questions about facts, values, and choices of actions with regard to a specific topic. Each facilitator allows the nurse and the mother to work on many levels, from simply sharing information to the intense emotional work of therapeutic counseling. It is the mother who decides the work level by what she reveals as she and the nurse discuss her responses to the questions.

  One facilitator, sexual choices, illustrates how posing questions to a mother and discussing her answers provides a way for the nurse to work toward two goals in a specific domain: suggesting that the mother can take control of her sexual behavior and protect herself and introducing the mother to information on consequences of certain sexual practices. A question such as, "Do condoms help protect my partner and me from sexually transmitted diseases?" addresses the mother's knowledge of facts. A question such as, "Do I sometimes have sex even when I really don't want to have sex?" helps the mother reflect on her present actions and leads into discussion of goals for behavior change.

  The facilitators were a primary key to behavior change. In using the facilitators the mother and nurse initiated a process of discovery-of beliefs and desires-that most mothers had never experienced.
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  Teaching tools

  After completing a facilitator, the nurse and the mother may decide that the mother wants and needs more information. By first assessing learning readiness, reading level, and any need for specific information with the facilitator, the nurse can better adapt teaching tools to each client's needs and interests.

  Consistent with the bottom-up perspective to program implementation, all nurses took responsibility for developing, updating, or replenishing the stock of tools. They found or developed teaching tools with up-to-date and accurate information to address issues as varied as infant sleeping patterns, discipline, sexuality, job hunting, and finding good child care. Many tools, such as one to help a mother obtain subsidized housing, had to be adapted to the program site. Furthermore, teaching tools were adjusted for the individual client's reading skill. For example, to teach toilet training, nurses had a one-page set of simple instructions for mothers with limited reading skills, but they also had articles from medical and nursing journals for more educated mothers who wanted to understand the psychology and physiology of bladder control in young children.
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  IMPLEMENTING THE COACH RELATIONSHIP MODEL

  Selected caring behaviors

  The "C" in COACH represents the caring behaviors explicated by Swanson-Kauffman [5]: knowing, being with, doing for, enabling, and maintaining belief. To implement the concept of knowing, nurses used the life history calendar. This facilitator asked the mother to jot down on paper where she had lived, whom she had lived with, and important events from earliest memory to the present. As with all facilitators, there were multiple possible outcomes from using this tool. The nurse and the mother herself could reflect on the mother's behavior at many levels. The nurse learned how many different schools the mother had attended and the success or failure she might have experienced in school. The nurse learned how many major caretakers the mother might have had. The mother might identify areas of need, such as describing abuse from a caretaker, as she completed this facilitator and thus present an opportunity for the nurse to start therapeutic counseling.

  Facilitators often elicited unexpected information and opportunities for the nurse to implement caring interventions. One facilitator, the baby's names exercise, usually allowed the mother to explore not only the meaning and possible impact of various names she could give the infant she was carrying, but also allowed the mother to reveal how she imagined the unborn child. Somewhat unexpectedly, using this facilitator allowed a nurse to share the intense pain one mother experienced with a previous early fetal death. In this instance, while talking about infant names the mother volunteered the information that she had never seen or named her infant who was born dead. The mother was still grieving and had not resolved this loss. The nurse suggested that the mother could name the dead child and have the fetal death certificate amended. The mother eventually chose to do this and was able to partially resolve her grief through this action.
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  Ongoing development

  The "O" in COACH represents ongoing development of the mother and of the relationship between the nurse and the mother. Unlike most current home visitation models, the relationship does not stop with resolution of crisis and stabilization of the home situation. Instead, this is a long-term relationship with mutual commitment toward achieving the mother's self-determined goals. The use of facilitators and teaching sheets directs the work of the nurse and mother toward ongoing development over the two years of home visits.

  For example, to help mothers look into the future, nurses used the exercise "What I Want My Baby to Be." In this exercise the mother and nurse explored what this infant would be like when he or she was grown. The nurse and mother could talk about feasible steps, such as a good diet and opportunity for active play, to achieve the long-term goals of the mother to have a healthy, well-developed child. The nurse and the mother can also talk about more abstract ideas not in the mother's repertoire, such as self-concept, and try to identify behaviors, such as praising the child for helping her around the house, to help this child develop a positive self-concept.
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  Action

  The "A" in COACH represents the active role of the mother. Sharing control and responsibility is difficult for both the nurse and the mother. Nurses espouse patient-directed care, but institutional constraints may interfere with this goal. Thus, mothers are usually socialized to be passive, and nurses are usually socialized to direct the work. As the mother needs to identify assertive role models she can imitate, the nurse needs administrators and peers to provide role models for the nurse to support rather than direct the mother's actions.

  In the COACH Relationship Model, active involvement of the mother varies according to her energy, drive, and ability to be self-determining.

  A New Mothers Program nurse provided an example of how a young mother moved toward self-determination: Joy had been working with LaShawna since LaShawna was 15 years old and pregnant with Dawn. When Dawn was a year old, she was hospitalized for possible meningitis. When Joy visited LaShawna and Dawn in the hospital, LaShawna was upset that Dawn needed a dry diaper but there were none in the room. Joy explained that LaShawna could go to the nurses' station and ask for more diapers. LaShawna asked Joy to request the diapers. Joy told her, "You can do that for yourself. I'll stay here with the baby." LaShawna came back with diapers and a bottle of milk for Dawn; the young mother smiled and proudly explained that the hospital nurse had showed her where the diapers and milk were stored and had told LaShawna just to inform her when she got supplies for Dawn. Joy helped LaShawna take a possible step toward acting independently for her baby's welfare.
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  Context

  The second "C" in COACH represents the importance of seeing the mother in her context or environment. This is a basic tenet of ecological theory. The mother and the nurse must consciously identify the elements of the contexts in which each functions. We encouraged the nurses to become culturally competent, to communicate their respect for human diversity. We provided the nurses with a variety of ethnographic material on African American culture and on low-income class expectations. The nurses used this background knowledge of culture and class to remain open to individual uniqueness and to avoid preconceived interpretations of what the mother said or did. Program participants confirmed that nurses were able to cross racial and class barriers to become valued confidantes and coaches. One African American mother enrolled in the program said, "At first I thought that I wanted a black nurse. After we had worked together, I didn't want any other nurse. She is my nurse."

  There were other exercises to help the nurse and the mother understand the mother's relationship with her environment. One was the Network Survey. [19] In this exercise the mother identified all her "helpers." The nurse encouraged her to move out from the inner circle of family and friends to include church and community agencies. Another exercise that revealed the world of the mother to the nurse was called "Family Traditions." The mother described how the family celebrated holidays and other unique ways they observed family values. This exercise also allowed the nurse and mother to discuss how the mother was raised and how she planned to raise her infant. These exercise helped identify family or friends that should participate in visits.
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  Harmony

  The "H" in COACH represents harmony. The mother must reestablish both individual and family harmony as she adopts new behaviors to accord with the values and goals of desired role models. Role models chosen by the mother may not be from her immediate family. Families may see a teenage mother's new behaviors and goals as destructive to the established routine of family life. In something as simple as trying to establish a routine bedtime for her infant, the teenage mother may disrupt late evening activities that the family has enjoyed.

  Self-efficacy theory suggests that growth and change occur by small steps. These steps must be somewhat compatible with individual and family expectations. Thus, after each step in behavior change, the mother must give herself time to be comfortable with the integrity of newly established values and behaviors. Likewise, the family must have time to adjust to her new roles. Immediately after the birth of the infant, the nurse visits frequently but does not try to introduce new activities. Instead, the nurse praises the mother's care of her infant and might use the facilitators "Grandmothers Do More Do Less" or "Fathers Do More Do Less" to help family members negotiate how to assign infant care tasks such as holding the infant, discussing child care, and providing supplies for the infant. It is important that the nurse be present to help guide the discussion of how to share child care tasks and to promote clear communication. In some instances the nurse might decide that there is so much conflict between the parents or between a mother and her mother about caring for the infant that doing the exercise would escalate rather than decrease conflict.
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  CHALLENGES TO SUCCESSFUL IMPLEMENTATION

  Certain situations were problematic for nurses using the COACH Relationship Model as they tried to sustain a focus on self-determination and growth. These situations demonstrate why it is important that the service providers understand and claim the program philosophy and conceptual model as their own. Identifying critical periods for growth is difficult. When there is crisis after crisis, it is hard to return to a growth focus. When the family is apparently healthy and mother and infant are busily involved in meeting developmental milestones without difficulty, the family and the nurse may question the need for such intense work. When program goals and family or individual goals conflict, the nurse might struggle to honor their self-determination. Nurses used various strategies to address these problem situations while still adhering to the COACH model.
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  Timing

  Timing the health promotion intervention to coincide with a family's interest in growth was difficult. We found that during certain life events-pregnancy, for example-the family may welcome the nurse to explain symptoms as well as anatomy and physiology. However, the nurses discovered, and others working with similar programs confirmed (personal communication with Kathryn Barnard, PhD, August 1991), that once a healthy infant is born, the family often loses interest in the basic concept of health promotion-improving a situation that may not be viewed as problematic. With the variety of facilitators developed by the nurses, the mother could still identify some area of desired growth.
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  Crises

  Families often lived from crisis to crisis. Survival, rather than growth, was frequently the family's goal. Families often believed that they had little control over their lives. During crises the nurse often increased the frequency of her visits, but she still used the plan sheet to adhere to the usual visit structure. At each visit the nurse still included a small amount of growth-oriented content. The mother might list her own actions that addressed the crisis as well as who else helped her get through the crisis. This review of the process of handling the crisis helped reinforce the mother's ability to be self-determining and to communicate well with family as well as with agencies.
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  Self-sustained growth

  Some families seemed to have everything under control. The concept of higher-level wellness espoused by health promotion programs is that there is always growth potential. But realistically families may simply be too busy with important activities like school and work for this intensive intervention. If the nurse and the family believe that growth is well established, visits can be less frequent. A periodic reassessment can identify when the family has new aspirations and is ready to work more intensively again.
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  Goal conflict

  There were families that had no expressed need for health promotion activities. The mother may have felt that her life was manageable and without current crisis. The mother may not have wanted to change what was a less than optimal but comfortable situation. Clinical experience taught us that, at times, to stimulate growth the nurse had to be a problem-posing element. That is, the nurse offered positive alternatives that were not yet in families' repertoires. For example, the nurse might help the mother consider that her child would profit from more language skills. But helping the child develop vocabulary requires new behaviors-for example, reading to a child with a short attention span and talking to the child about topics a teenage mother might consider inappropriate and uninteresting, such as the color of blocks and what the dog says. Furthermore, even when the mother finds a new activity exciting, her family may oppose her behavior change because they consider that change threatening or just unacceptable.

  Deciding to pose problems in order to disrupt the system is a difficult decision. In such a situation the nurse and mother disagree on defining what a problem is. For example, the mother might have believed that leaving a toddler in a dark house watching television all day with an aged caregiver was not a problem, while the nurse was worried about the toddler's language development and ability to play with other children. While exploring other opportunities for the child, the nurse learned how much disruption the mother (and her family) could tolerate. This disruption resulted in a knowledge of resources and new possibilities the mother had never even considered.

  Our experience was that the goals of most mothers did not conflict with the program. The mother might, however, behave in ways the nurse thought were inconsistent with these goals. For example, a woman said that finishing school is a value, but she did not believe that she needed to go to school every day. Since the goal of the COACH approach is to help the mother explore and clarify her own values and to make decisions congruent with those values, the nurse does not use an external standard to judge the mother's actions. The pocket protocol reminds the nurse that growth is a long-term process and that she must trust the mother to make choices right for herself. As these decisions are the mother's, the nurse is less vulnerable to burnout and avoids becoming paternalistic. While the nurse may have believed that alternative behaviors were better for the client, she did not coerce since this would have limited the client's opportunity to be self-determining. For example, there is scientific evidence that breast-feeding is the best alternative for nourishing an infant. The nurse provided this evidence as well as opportunities for the client to observe and talk with women who had breast-fed their infants. If the mother reclarified her values and still wanted to bottle feed, the nurse helped the mother carry out that decision.

  The principle of self-determination was violated only when the behavior of the mother violated the rights of another, specifically her child. If this happened, the nurse tried to help the mother explore what she wanted for her child and the effect of her behaviors. Since the mother generally did not choose to endanger her child, if she could see harmful effects of her behavior the mother sought alternatives. If the nurse had to report behaviors to child abuse authorities, she continued to help the mother try to find alternative behaviors to replace the harmful ones.

  Theory, philosophy, and nursing intervention are well integrated in this program. This was possible because we chose the bottom-up perspective to implement the program. [20,21] That is, the nurses helped create and refine the intervention themselves. The nurses first read and discussed theoretical articles as part of their orientation. Then they were directly involved in developing the protocol and materials for the program. Because the nurses worked out of the same office, formal case conferences and informal conversations reinforced an approach to the family and materials consistent with the COACH model. While the theoretical orientation was more intense for the nurses starting the program, nurses who were hired once the program was in place easily adopted the philosophy of the program. Experienced nurses linked concepts from the relationship model to their actions as they demonstrated to new nurses how to conduct a visit and use program materials. As nurses worked with families, their clinical experience confirmed and reinforced the logic of theory and nursing interventions.

  We are often asked for our program materials-the plan sheet to structure the visit, New Mothers Program facilitators, and teaching tools. These materials are important, but they do not stand alone. Nurses must first understand and believe in the philosophy and theoretical basis of the COACH Relationship Model to create and use the program materials. Only then can the tools turn abstract concepts into activities that help accomplish program goals.

  Back to Top

  REFERENCES
1. Public Health Service, US Dept of Health and Human Services. Healthy People 2000: National Health Promotion and Disease Prevention Objectives. Washington, DC: USDHHS; 1991. DHHS publication PHS 91-50213. Cited Here...

2. Kahn A, Kamerman S. Integrating Services Integration: An Overview of Initiatives, Issues, and Possibilities. New York, NY: Columbia University, National Center for Children in Poverty; 1992. Cited Here...

3. Kitzman H, Olds D, Sprik M. New Mothers Program Nurse Orientation. Rochester, NY: University of Rochester School of Nursing; 1990. Cited Here...

4. Olds D, Kitzman H. Can home visitation improve the health of women and children at environmental risk? Pediatrics. 1990;86(1):108-116. Cited Here...

5. Swanson-Kauffman KM. There should have been two: nursing care of parents experiencing perinatal death of a twin. J Perinatal Neonat Nurs. 1988;2(2):78-86. Cited Here...

6. Bronfenbrenner B. Ecology of the family as a context for human development: research perspectives. Dev Psychol. 1986;22:723-742. Cited Here...

7. Bronfenbrenner U. The Ecology of Human Development: Experiments by Nature and Design. Cambridge, Mass: Harvard University Press; 1972. Cited Here...

8. Meleis AI. Role insufficiency and role supplementation: a conceptual framework. Nurs Res. 1975;24:264-271. Cited Here...

9. Bandura A. Self-efficacy: toward a unifying theory of behavioral change. Psychol Rev. 1977;84(2):191-215. Cited Here...

10. Barnard KE, Magyary D, Sumner G, et al. Prevention of parenting alterations for women with low social support. Psychiatry. 1985;51:248-253. Cited Here...

11. McNamee S, Gergen KJ, eds. Therapy as Social Construction. London, UK: Sage; 1992. Cited Here...

12. Nathanson CA, Becker MH. The influence of client-provider relationships on teenage women's subsequent use of contraception. Am J Public Health. 1985;75:33-38. Cited Here...

13. Zerweh JA. Family caregiving model for public health nursing. Nurs Outlook. 1991;39(5):213-217. Cited Here...

14. Pender NJ. Health Promotion in Nursing Practice. 2nd ed. Norwalk, Conn: Appleton & Lange; 1987. Cited Here...

15. Morgan BS, Barden ME. Nurse-patient interaction in the home setting. Public Health Nurs. 1985;2(3):159-167. Cited Here...

16. Hanf K, Toonen TAJ. Policy Implementation in Federal and Unitary Systems. Boston, Mass: Martinus Nijhoff; 1983. Cited Here...

17. Lipsky M. Street-Level Bureaucracy. New York, NY: Sage; 1980. Cited Here...

18. Scott RW. Health care organizations in the 1980s: the convergence of public and professional control systems. In: Meyer JW, Scott WR, eds. Organizational Environments. Beverly Hills, Calif: Sage; 1983. Cited Here...

19. Barnard KE. Nursing Child Assessment Satellite Training. Seattle, Wash: University of Washington; 1986. Cited Here...

20. Elmore RF. Organizational models of social program implementation. Public Policy. 1978;26:185-228. Cited Here...

21. Hanks C. The Interorganizational Implementation of State Health Policy: A Network Approach. Houston, Tex: University of Texas Health Sciences Center; 1987. Dissertation. Cited Here...



Keywords: health promotion, home visitation, nurse-client relationship, program implementation



Copyright © 1995 by Aspen Publishers, Inc.
  OEBPS/images/cover.jpg





