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DEVELOPMENT OF CERTIFIED HEALTH EDUCATION
SPECIALISTS (CHES) IN THE UNITED STATES:

FOCUSING ON THE CHES RESPONSIBILITIES AND COMPETENCIES

Keiko SAKAGAMI*

Health education is an important profession. The certiˆcation of health education specialists
(CHES) has evolved in the United States (U.S.) over the past 50 years. This article brie‰y focuses
on the CHES system in the U.S. and research studies related to this topic, including coverage of the
CHES responsibilities and competencies by professional school programs in the U.S., as well as other
CHES issues. The CHES credentialing system in the U.S. was successfully developed over a long
period of time, and its history in the U.S. is unique. Japan has now started to develop a similar certiˆ-
cation process and is concerned about academic programs for training Japanese health educators.
Awareness of the CHES system and the U.S. health education certiˆcation process and framework
may help Japanese health educators and academics to tailor their health education certiˆcation
processes more eŠectively.
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I. Introduction

Health education is an important profession and
a learning process for fostering health and healthy
behavior. In 1943, the American Public Health As-
sociation (APHA) deˆned health education as the
`̀ process of facilitating desirable learning experiences
through which people become more aware of health
problems and actively interested in securing their
solution''1). By that time, the importance of health
education had already been recognized in the United
States (U.S.). At the end of the World War II, the
ˆrst health educator was employed in Massachusetts.
Since then, tremendous eŠorts have been made in
developing the ˆeld of health education, including
the establishment of a credentialing system, entry-
level and graduate-level responsibilities and com-
petencies, and a certiˆcation process for health edu-
cation specialists2～4). The responsibilities and com-
petencies developed for health education specialists
in the U.S. have been used to guide curriculum de-
velopment for health education-related professional
preparation programs in the U.S.5) These respon-
sibilities and competencies have recently been updat-
ed by the National Commission for Health Educa-

tion Credentialing, Inc. (NCHEC).
This article brie‰y focuses on the CHES de-

velopment process in the U.S. and also includes a
review of research studies related to coverage of the
CHES responsibilities and competencies by profes-
sional school programs in the U.S., as well as other
CHES issues. It is important for academics and cur-
rent Japanese health educators to be aware of how
the CHES credentialing system/body was successful-
ly developed/established in the U.S. over the past 50
years. It is hoped that this article may be a good
resource for future development of both Japanese
health educator and health education.

II. Brief Overview of Health Education in
the U.S.

By the time of World War II, health education
and public health were already established entities,
and taught in health-related programs at colleges and
universities in the U.S. Health education began to be
promoted as an important profession in American
society. In 1996, the NCHEC stated that the goal of
health education in the U.S. was to promote, main-
tain, and improve individual and community health.
The Commission noted that health educators played
important roles in achieving this goal and in assisting
the nation's eŠorts to promote health and prevent
disease. However, to provide better health education
and develop high-quality health educators, the Com-
mission recognized that health educators needed to
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increase their basic knowledge, skills, and profes-
sional capacities6～9). Improving academic prepara-
tion programs for health educators and establishing a
credentialing system to certify health educators
professionally have since been topics for serious
consideration6,10～12). Health educators in the U.S.
today continue to pursue a wide range of competen-
cies and, as professionals, have actively engaged in
improving the health of individuals, communities,
and society by promoting the importance of
credentialing7,12,13～19).

III. The Development Process for the Cer-
tiˆed Health Education Specialists in
the U.S.

Both the professional development of health
educators and the establishment of a credentialing
system to certify health education specialists in the
U.S. were initiated by Helen P. Cleary, the ˆrst
health education specialist in the U.S.20～21) Her de-
termination led her to outline the roles to be played
by health educators and to develop a credentialing
process for U.S. health education specialists, a topic
long discussed by American health education profes-
sionals. In the 1960s and 1970s, Cleary's signiˆcant
contribution and eŠorts toward developing the
credentialing system and clarifying the roles and
responsibilities of U.S. health educators involved
working with health-related professional organiza-
tions, especially the Society for Public Health Educa-
tion (SOPHE). In 1978 she helped to create the Na-
tional Task Force on the Preparation and Practice of
Health Educators, which became the National Com-
mission for Health Education Credentialing
(NCHEC) 10 years later20).

In the 1950s, before the National Task Force
and NCHEC had formally established their roles to
oversee the credentialing of entryle-vel health educa-
tors in the U.S. SOPHE had been established, and
had started to develop standards for undergraduate
community health education preparation programs.
During the 1960s, a speciˆc SOPHE committee for-
mulated a statement on the functions of community
health educators at both the Bachelor's and Master's
degree levels and published a document entitled
`̀ Guidelines for the Preparation and Practice of
Health Educators''18,20,22). The American Associa-
tion for Health Education (AAHE) then joined
SOPHE to support this work. The guidelines
became the ˆrst document on standards for under-
graduate community health education programs. In
the 1970s, accreditation of professional preparation
programs such as the School of Public Health and the
Master's degree programs in community health edu-

cation, conducted and sponsored by American Pub-
lic Health Association (APHA), was developed. As
a result, the National Task Force on the Preparation
and Practice of Health Educators was established to
develop a credentialing system for health education
specialists17,18,20,22～24).

In the early to mid-1980s, SOPHE revised and
updated the guidelines, which NCHEC published as
`̀ A Framework for the Development of Competency-
based Curricula for Entry-Level Health Educators.''
At the same time, professional preparation programs
and speciˆc curricula for health educators in the
U.S. began to develop. This phase involved the con-
struction of the guidelines for minimum-level
responsibilities and competencies for health educa-
tors as well as the certiˆcation process for health edu-
cation specialists. Many conferences and committee
meetings for providing consensus on these issues
were conducted among health-related professional
organizations, including AAHE, SOPHE, and
APHA, to verify and reˆne the roles of health educa-
tors. SOPHE and AAHE collaborated to develop
updated guidelines and a framework for a competen-
cy-based curriculum for entry-level health educators,
and to further consider guidelines and a framework
for graduate-level health educators as well. In 1984,
they sponsored a single review process focusing on
baccalaureate programs in community health educa-
tion and implemented this through the SOPHE/
AAHE Baccalaureate Program Approval Committee
(SABPAC). Four years later, the Task Force was re-
named the National Commission for Health Educa-
tion Credentialing (NCHEC), and its members
became an Interim Board of Commissioners initially
charged to deˆne the credentialing mission for
NCHEC2,23). In addition, NCHEC worked with a
Professional Examination Service (PES) to develop
the ˆrst written examination for certifying health
education specialists. The NCHEC identiˆed the
CHES as an individual who met the proper qualiˆca-
tions and successfully passed a competency-based ex-
amination demonstrating skill and knowledge of the
basic-level standards or responsibilities upon which
the credential is based. The CHES examination has
undergone several revisions since it ˆrst was started
in 199018,20,25).

Seven responsibilities and 27 competencies have
been identiˆed as standards for entry-level health
educators since the guidelines were revised for entry-
level health educators in 198514,20,25～28). The entry-
level standard for the professional preparation of
health education specialists requires a baccalaureate
degree in health education, which entails a 4-year
college or university program focusing on the speciˆc
contents and skills necessary for health education



919

Table 1. 27 Entry-Level CHES Competencies

Responsibility I : Assessing individuals and community needs for health education
Competency 1 : Obtain health-related data about social and cultural environments, growth and development factors,

needs and interests.
Competency 2 : Distinguish between behaviors that foster and those that hinder well-being.
Competency 3 : Infer needs for health education on the basis of obtained data.
Responsibility II : Planning eŠective health education programs
Competency 4 : Recruit community organizations, resource people and potential participants for support and as-

sistance in program planning.
Competency 5 : Develop a logical scope and sequence plan for a health education program.
Competency 6 : Formulate appropriate and measurable program objectives.
Competency 7 : Design educational programs consistent with speciˆed program objectives.
Responsibility III : Implementing health education programs
Competency 8 : Exhibit competence in carrying out planned educational programs.
Competency 9 : Infer enabling objectives as needed to implement instructional programs in speciˆed settings.
Competency 10 : Select methods and media best suited to implement program plans for speciˆc learners.
Competency 11 : Monitor educational programs, adjusting objectives and activities as necessary.
Responsibility IV : Evaluating eŠctiveness of health education programs
Competency 12 : Develop plans to assess achievement of program objectives.
Competency 13 : Carry out evaluation plans.
Competency 14 : Interpret results of program evaluation.
Competency 15 : Infer implications from ˆndings for future program planning.
Responsibility V : Coordinating provision of health education services
Competency 16 : Develop a plan for coordinating health education services.
Competency 17 : Facilitate cooperation between and among levels of program personnel.
Competency 18 : Formulate practical modes of collaboration among health agencies and organizations.
Competency 19 : Organize in-service training programs for teachers, volunteers, and other interested personnel.
Responsibility VI : Acting as a resource person in health education
Competency 20 : Utilize computerized health information retrieval system eŠectively.
Competency 21 : Establish eŠective consultative relationships with those requesting assistance in solving health-related

problems.
Competency 22 : Interpret and respond to requests for health information.
Competency 23 : Select eŠective educational resource materials for dissemination.
Responsibility VII: Communicating health and health education needs, concerns and resources
Competency 24 : Interpret concepts, purposes and theories of health education.
Competency 25 : Predict the impact of societal value systems on health education programs.
Competency 26 : Select a variety of communication methods and techniques in providing health information.
Competency 27 : Foster communication between health care providers and consumers.
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practice, including the 7 entry-level responsibilities
listed below, and required competencies needed for
health education specialists, initially developed by
SOPHE2,17,25,29).
Responsibility I: Assessing individual and com-

munity needs for health educa-
tion (3 competencies)

Responsibility II: Planning eŠective health edu-
cation programs (4 competen-
cies)

Responsibility III: Implementing health educa-

tion programs (4 competen-
cies)

Responsibility IV: Evaluating the eŠectiveness of
health education programs (4
competencies)

Responsibility V: Coordinating the provision of
health education services (4
competencies)

Responsibility VI: Acting as a resource person in
health education (4 competen-
cies)
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Responsibility VII: Communicating health and
health education needs, con-
cerns, and resources (4 com-
petencies)

Twenty-seven entry-level CHES competencies are
shown in Table 1.

The CHES examination items have been con-
tinuously revised up to the present. The examination
consisting of multiple-choice items, became more
systematic in the early 1990s. The current CHES ex-
amination includes 150 knowledge-based and prac-
tice-based multiple-choice questions. Over time,
more test sites have been developed, and the exami-
nation has been implemented in collaboration with
colleges and universities in over 40 States. By 1998,
over 8,000 people had become certiˆed health educa-
tion specialists in the U.S.18,30,31) A continuing edu-
cation system and several further self-study oppor-
tunities for health education specialists have also
been developed and oŠered since the 1990s.

From the early 1990s, the Joint Committee of
AAHE, NCHEC and SOPHE also adapted and de-
veloped standards speciˆcally for graduate-level
health educators in a document entitled `̀ A Com-
petency-Based Framework for Graduate-Level
Health Educators''2). This framework was published
to expand upon the original framework for entry-lev-
el health educators, with new competencies and sub-
competencies re‰ecting advanced skills. This frame-
work also included three new advanced-level respon-
sibilities and 46 competencies and sub-competencies,
re‰ecting research, management, and supervisory
skills required for future employment and career de-
velopment, leadership knowledge/skills, advocacy,
and ethical principles2,30,32). These three responsibili-
ties for graduate-level health educators were:
Responsibility VIII: Applying appropriate research

principles and methods in
health education (3 competen-
cies)

Responsibility IX: Administering health educa-
tion programs (4 competen-
cies)

Responsibility X: Advancing the profession of
health education (3 competen-
cies)

Additional responsibilities and competencies
have recently been considered for the needs of ad-
vanced-level competencies. In 1998, the Competen-
cies Update Project (CUP), a project conducted by
the Steering Committee, was commenced to re-veri-
fy entry-level health education competencies and to
further delineate and verify advanced-level com-
petencies and skills needed by health educators. In
January 2000, the Steering Committee comprised 24

representatives, including Executive Directors of
health-related professional organizations and
NCHEC, who had worked in various health educa-
tion practice settings, who were familiar with role
delineation projects, and who were involved in de-
veloping Graduate Standards for health education
specialists33～35). These representatives were inter-
viewed using a checklist to ensure that the survey
documents were clear and contained concise state-
ments about the tasks performed by health education
specialists. The Steering Committee conducted a
preliminary research study from September 1998 to
October 1999 as well as a four-state (Iowa, New
York, Oregon, and Texas) national pilot study from
October 1999 to March 2000, with selected samples
contacted by postal mail or email. The primary pur-
pose of the pilot test was to identify the population of
health educators as well as the feasibility of various
response modes to obtain the highest response
rate34). After the pilot test, a ˆnal project was con-
ducted from March 2000 to August 2001. The ˆnal
project phase involved conducting the full study to
determine what health educators actually do in prac-
tice, analyzing the data, and communicating the
results to various public and public agency
members34,36).

The SOPHE annual meeting, held in Atlanta in
October 2001, featured a group discussion on the
need for new additional competencies for health edu-
cation specialists. Four new competencies, identiˆed
at the meeting, were recommended to expand the
knowledge base of health education specialists in
ˆelds such as environment, genetic counseling, and
public health law37). However, these four new com-
petencies and sub-competencies will need to be more
clearly speciˆed and clariˆed in the future.

In recent years, other countries have become in-
terested in developing health education specialists.
The NCHEC has supported and advised these coun-
tries and tried to assist foreign health educators or
professionals who want to be certiˆed as health edu-
cation specialists. The NCHEC has oŠered oppor-
tunities to those in other countries such as Taiwan
and Israel to take the U.S. CHES exam, and those
who pass the exam have become certiˆed health edu-
cation specialists (CHES)38). However, some coun-
tries such as Japan have developed their own creden-
tialing systems for health education specialists, and
China, Taiwan, Brazil, and India have developed,
changed, and reviewed their health education sys-
tems and curricula for health educators or health
promoters over the past decade39～43). Australia has
accepted the challenge of developing a system-wide
approach to link both education and practice for
health education and public health practitioners9).
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IV. Research Studies on Professional
Health Education Preparation Pro-
grams in the U.S.

Several articles have focused speciˆcally on
professional preparation programs for health educa-
tors. Schwartz, O'Rourke, and Eddy et al. (1999)44)

reported on the use and impact of CHES competen-
cies for planning curricula. Survey questionnaires
were distributed to all departments (N＝214) listed
in the most recently published AAHE directory of in-
stitutions oŠering undergraduate and graduate
degree programs in health education (response rate:
74.9％). Nearly all respondents (96.9％) indicated
personal familiarity with the CHES competencies;
about 85％ felt that their faculty members were
familiar with the competencies; and 92.9％ indicated
that the programs prepared students in the com-
petencies. The impact of the competencies was exa-
mined with a Likert scale ranging from 1 (not at all)
to 10 (very strong). Health education curricula
(Mean＝8.4) had the greatest impact on the respon-
sibilities and competencies for entry-level health edu-
cators, compared with any other listed program com-
ponent. The quality of students who graduated from
these programs (Mean＝7.3) and student employ-
ment prospects (Mean＝6.5) impacted second and
third, respectively. Less aŠected by the responsibili-
ties and competencies were the students' demands
for both the undergraduate and graduate programs,
department image and credibility, faculty develop-
ment, faculty composition and hiring, and adminis-
trative support. The study concluded that the
majority of health education programs have used the
competencies in formulating their programs. Finally,
the study recommended that NCHEC should work
with both public and private employers of health
educators to require or encourage them to be certi-
ˆed as health education specialists if the employers
value these competencies.

Gaines (1984–1985)45) assessed the major con-
tent areas necessary for professional preparation pro-
grams of health education. All members of the panel
for this assessment were involved in college or
university health education programs, research,
and/or publication. The author compared the major
content areas in 1961 and 1981 included by college or
university health education programs. The major
content areas in 1961 included: Basic Health Con-
cepts; Health on the College Campus; Mental
Health; Marriage and Family; Heredity and En-
vironment; Care of Skin, Teeth, Eyes, and Ears; Fit-
ness; Posture and Body Mechanics; Recreation and
Health; Rest, Sleep, and Relaxation; Nutrition and
Diet; Consumer Health; Communicable Diseases;

Chronic and Degenerative Diseases; Stimulants and
Depressants; Accidents and Safety; Community and
International Health; and Health Careers. The
major content areas in 1981 also included most of
these content areas, but others such as Emotional
Health; Environmental Health; Drug, Alcohol, and
Tobacco Issues; Sexuality; and Community Health
were added. Gaines suggested that the emphasis on
the content of health education programs had
changed over the two decades. Similarly, another
study on this topic, conducted by Golaszewski et al.
(1982)46), also recommended including broader
areas and topics on health professional preparation
programs for health educators. They identiˆed skills,
competencies, and values speciˆc to health education
specialists working and practicing in these ˆelds.

Sondag, Taylor, and Goldsmith (1993)47) sur-
veyed 74 community agencies (CA) and 43 wor-
ksites (WS) to investigate employer perceptions of
the importance of the practice of health education
skills within these organizations. The survey includ-
ed a skills analysis of the 7 entry-level responsibilities
and 27 competencies recommended for health educa-
tion specialists in the U.S. at that time. The study
revealed: 1) the respondents generally felt that all
responsibilities and competencies were important for
health educators working in their organizations; and
2) health educators performed designated entry-level
skills less than 50％ of the time within the organiza-
tions surveyed. Worksite settings were more likely to
hire health educators to let them perform these skills
than were community agencies. This could be be-
cause the latter are more likely to hire other em-
ployees with health-related backgrounds who are
perceived as capable of carrying out these skills47～48).
In both settings, the most important role of health
educators was to respond to clients' health-related re-
quests (CA＝41.1％, WS＝53.8％). A second con-
tribution was to provide health-related information
for community agencies (39.7％) and written
materials for worksites (48.2％). A third role was to
implement health-based programs and provide con-
sultation for community agencies (38.2％), and to
provide and interpret information for worksites
(46.4％)47).

In another study focused on worksite settings,
Girvan and Kearns (1993)49) recommended that
school health educators be certiˆed health education
specialists. The logical reasons listed for this recom-
mendation were that this would: 1) increase credibil-
ity inside and outside the health-related profession;
2) augment school health teachers' eŠectiveness; 3)
assure that school health educators had taken course-
work meeting the current competency standards; 4)
facilitate collaborative eŠorts between school and
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community health educators; 5) provide for more
‰exibility and mobility on occupational choices; 6)
beneˆt rural communities; and 7) encourage stan-
dardization of preparation programs.

Hurster and Schima (1994)50) surveyed 88 in-
stitutions oŠering degrees in health education and
received 276 student responses from 26 participating
institutions. Competencies which most programs co-
vered were needs assessments, program planning,
spiritual health, identiˆcation of health sources and
information, deˆnition of health education and the
profession, and health ethics. Competencies not co-
vered were the evaluation and coordination of health
education services, and acting as a resource person.
In addition, geographical diŠerences were found in
curriculum design and teaching emphasis. The study
revealed that introducing entry-level responsibilities
and competencies is helpful and useful in updating or
renovating curricula, program content, and
requirements15,50～51). Brandon (1996)52) and Livin-
good et al. (1995b)53) also reported on the eŠective-
ness and in‰uence of the competencies on curricu-
lum development and accreditation.

ChristoŠel (2000)54), Gebbie (1999)55), and
Merrill et al. (1998)56) stated that the publication of
the framework of responsibilities and competencies
for entry-level health educators has strongly in-
‰uenced professional preparation programs of health
education in the U.S. Discussions on the future of
health education and CHES in the U.S. have also
emphasized course content and training needs; the
need to change the school curriculum for graduate-
level health educators; the need for faculty training
and involvement in behavioral change research; ac-
creditation of graduate health education programs
and certiˆcation of their graduates; future employer
issues; and public health advocacy5).

V. Research Studies Focused on Other Is-
sues for Health Education Specialists in
the U.S.

Speciˆc research studies have focused on cost is-
sues for the certiˆcation examination. Ombres and
Bensley (1995)57) examined the opinions and rea-
sons why health educators, public health practition-
ers or individuals eligible to be certiˆed health educa-
tion specialists (CHES) choose not to be. Of 159
study respondents, 60％ believed that certiˆcation
was a means to strengthen the skills of health educa-
tion professionals, but 78％ indicated that they did
not believe that CHES are more competent than
non-certiˆed educators. In addition, the cost of the
CHES examination was a factor for 44％ who chose
not to be certiˆed and stressed the need for ˆnancial

support for the CHES examination and the renewal
of the CHES certiˆcate.

Donatelle et al. (1993)58) also compared fees of
examination, application, renewal for certiˆcate or
license, degree requirements, continuing education
requirements, and costs of re-certiˆcation with other
credentialing organizations. Goldman and Bloom
(1993)59) described continuing education issues for
CHES such as credit hours, fees, sponsorships, and
providerships of professional organizations for con-
tinuing education courses, and tips for potential
designated continuing education providers. Other
studies in the U.S. have evaluated such issues as
the continuing education and certiˆcation
process7,35,60,61).

Prelip (2001)62) measured diŠerences of job and
work satisfaction, pay, opportunity for promotion,
co-workers, and supervision for health educators be-
tween certiˆed and non-certiˆed health education
specialists (CHES). The results showed no diŠer-
ences in any of these areas between the two groups.
A signiˆcant diŠerence was only found in promotion
opportunities: those with CHES credentials were
more dissatisˆed.

Kai, Spencer, and Woodward (2001)8) stated
the importance of training health professionals for
work in an ethnically diverse society, particularly for
health educators and others in the health ˆeld such as
medical students, hospital physicians, and ther-
apists. Finally, Barry (2000)63) and Steckler et al.
(1995)64) recommended measuring skills and
speciˆc practices of health educators and interven-
tionists that would be necessary for the success of
health education intervention programs, for perfor-
mance standards increasing accountability in health
education, and for public health programs that are
operated by health educators, public health prac-
titioners or interventionists.

VI. Conclusion

Tremendous eŠorts have been made by profes-
sional organizations, task forces and coalitions to de-
velop the U.S. CHES credentialing system and relat-
ed professional preparation programs, and the
CHES framework over the past 50 years. Since the
ˆrst CHES exam was implemented in 1990, it has
been introduced in over 40 states in the U.S. As of
2003, over 11,000 U.S. CHES candidates have been
certiˆed as health education specialists.

However, some unresolved issues remain and in
terms of 21st century priorities, the NCHEC will
need to promote CHES issues more widely through
professional organizations and professional prepara-
tion programs in university/colleges. It must also
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emphasize the beneˆts of the CHES license to em-
ployers, and continuously update CHES responsibil-
ities and competencies. Much research on CHES is-
sues has indicated that important topics for future
discussion are continuing education, the certiˆcation
process, job satisfaction, promotion opportunities,
and CHES training. EŠective qualitative and quan-
titative research studies need to be implemented for
assessing these issues.
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