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Latino young people are significantly more likely to 
be obese than their non-Latino white peers.1–3 Higher 
obesity rates place Latino young people—one of the 
largest, fastest-growing ethnic groups in the United 
States—at a heightened risk for developing a range 
of chronic diseases, including obesity, cardiovascu-
lar disease (CVD), and type 2 diabetes.4–8 Moreover, 
Latinos are far from meeting the recommended daily 
intake of fruit and vegetables,9–12 which is a critical 
public health concern considering that maintaining a 
healthful diet, including fruit and vegetables, is a key 
strategy for preventing chronic disease.13–21 

The food environment influences dietary behavior. 
However, social and economic factors lead to stark 
variations in the composition and quality of food 
among communities that help explain disparities in 
dietary practices and health outcomes.22–28 Specifically, 
low-income communities of color have less access to 
fresh, affordable fruit and vegetables than more afflu-
ent communities.25,26,29–31 Furthermore, low-income, 
racial/ethnic minority families often find it easier to 
purchase energy-dense foods (characterized as high in 
fat, calories, and sugar) than healthier options, such as 
fresh fruit and vegetables.25,29,32–34 One such example is 
East Los Angeles (East LA), an urban, predominantly 
Mexican-American community that has limited access 
to affordable, healthful food, but an abundance of 
fast-food restaurants and other sources of unhealthful 
food.35,36 The food environment is one factor that helps 
explain why East LA residents experience higher rates 
of heart disease, diabetes, hypertension, and stroke 
than residents of more affluent LA neighborhoods.37 

Converting corner stores to improve access to 
affordable, healthful foods is one potential strategy 

to improve the food environment.28,34,38–44 There is no 
one definition, or approach, for conducting corner 
store conversions. However, common strategies include 
improving the store’s façade and installing refrigera-
tion units to store the newly available fresh produce.44 
The University of California, Los Angeles (UCLA) 
Center for Population Health and Health Disparities 
(CPHHD) implemented a community-engaged corner 
store conversion project called Proyecto Mercado-
FRESCO (Fresh Market Project) in East LA and the 
neighboring community of Boyle Heights. This inter-
vention converted four locally owned corner stores 
with the goal of increasing access to healthful food and 
reducing CVD risk. The CPHHD approach emphasized 
collaboration among community residents and orga-
nizations, public health agencies, local public schools, 
and store owners.44–47 The process included moving less 
healthful food items (i.e., chips, soda, and candy) to 
the back of the store, installing a fresh produce section 
at the front, improving the interior and exterior store 
façade, replacing alcohol and tobacco advertisements 
with healthful food messages, and providing business 
skills training to store owners. 

A major supplement to the conversion was a youth-
driven campaign of community nutrition education 
and social marketing to promote the converted stores 
and increase the purchase of fruit and vegetables.45–47 
An elective course was implemented at two public high 
schools, one in East LA and one in Boyle Heights, to 
build the capacity of local students to lead the com-
munity social marketing campaign. Students received 
classroom and field training in nutrition, food justice, 
media production, and social marketing. The campaign 
consisted of the following activities: performances at 
schools, community centers, and parks; short videos 
on buses; the design and dissemination of posters at 
bus shelters and marketing materials in neighborhoods 
surrounding converted stores; and cooking demonstra-
tions at the stores (Photos 1 and 2). In addition to lead-
ing the social marketing campaign, young people were 
actively involved in the stores’ physical transformation.

The importance of youth perspectives in imple-
menting policy advocacy, social marketing, and health 
projects has been well established in tobacco and 
substance use prevention.48–54 While some reports 
document the engagement of low-income, minority 
young people in advocating for improvements in 
their access to healthful food, few reports focus on 
corner store interventions, and none use qualitative 
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data to examine the perspectives of Latino young 
people.55–59 We sought to inform youth engagement 
activities related to corner store interventions through 
qualitative research that describes young people’s 
perceptions of their food environment, perceptions 
and involvement with the market conversion project, 
and leadership development. This research may prove 
helpful to other public health interventionists seeking 
to mobilize young people in corner store conversions 
and other community-engaged efforts to improve the 
food environment.

METHODS

Participants
Three focus groups with 30 participants total (54% of 
the total number of students) were conducted with 
teens aged 16–17 years enrolled in an elective course, 
“Market Makeovers and Social Marketing,” at two public 
high schools. Signed assent and consent forms were 
obtained from the participants and their parents. Par-
ticipants were recruited from June 2011 to December 
2012 during after-school informational sessions. 

Photo 1. Students transforming the exterior of a local 
corner store in East Los Angeles, California, before 
(above) and after (below) conversion. Photo by Public 
Matters, LLC

Procedures
Focus group interviews lasted 60 minutes and were con-
ducted in English by trained moderators. Participants 
completed a one-page demographic questionnaire. The 
discussions were audiotaped and field notes were taken. 
A semistructured focus group format with open-ended 
questions assessed the teens’ perceptions of their food 
environment, their role and view of the market conver-
sion, leadership development, and recommendations 
for sustaining the intervention and engaging young 
people. Thematic saturation was reached by the third 
focus group. 

Data analysis
Audiotapes were transcribed verbatim and field notes 
were summarized and analyzed. Research staff verified 
transcriptions by listening to the tapes while reading the 
transcripts and identified and coded themes through 
content analyses. Data were analyzed by integrating 
both inductive (i.e., interviewee-generated categories) 
and deductive (i.e., interviewer-generated categories) 
analyses.60–62 Related codes were then linked to capture 
broad views of the participants. A second reviewer 
independently identified themes to control potential 
bias. There was high concordance among the reviewers. 

RESULTS

Several themes emerged focusing on young people’s 
perceptions of their food environment, community 
engagement of young people, capacity building, and 
recommendations for sustaining the market conversion 
work (Table 1). 

Participant demographic characteristics
Twenty-three participants were female high school 
seniors, 23 participants were born in the United 
States, the mean age of participants was 16.9 years, 
and participants spent a mean of 14.1 years of their 
life in the United States. The majority of participants’ 
parents (n514) had not completed high school. Eight 
participants reported that nutrition and healthful eat-
ing were often discussed at home, and 20 participants 
reported living with someone who had been told by a 
doctor they had diabetes (Table 2). 

Perspectives of the community food environment 
and the relationship between socioeconomic status 
and access to healthful food 
Students regarded their community food environ-
ment as critical to healthful eating. All students clearly 
stated that there is unequal access to healthful food in 
LA County and commented on the variation in food 
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environments across neighborhoods. For example, 
they explained that some neighborhoods are less con-
ducive to healthful eating because of limited access to 
affordable, healthful food, yet easy access to fast food 
and alcohol. They indicated that other neighborhoods 
have more health-promoting factors, such as available, 
high-quality, affordable produce at grocery stores (e.g., 
Whole Foods and Trader Joe’s). They added that 
shopping for healthier grocery items is challenging 
in East LA, as many residents lack transportation and 
find it difficult to carry items on crowded buses along 
multiple routes. Moreover, students recognized that 
East LA has higher rates of CVD, diabetes, obesity, and 
high cholesterol than more affluent neighborhoods. 

Students were asked to describe their community 
food environment in general. However, students 
themselves identified and articulated the strong role 
of socioeconomic status in this matter. Several partici-
pants reasoned that differences in race/ethnicity and 
socioeconomic factors underlie inequities in access 

Left: Boyle Heights pet lovers choose fruit and vegetables. Right: Boyle Heights cyclists choose fruit and vegetables.

Photo 2. Two of 45 bilingual (Spanish and English) bus shelter posters, designed by high school students, 
installed throughout East Los Angeles and Boyle Heights to promote healthy eating. Photo by Marlene Franco

to healthful food. Many students argued that health-
ful food is more available in affluent neighborhoods, 
where residents are perceived to have more economic 
and political clout to influence their environment.

The home environment: family norms and  
dietary behavior 
Although the home environment was not explicitly 
included in the focus group questions, the students 
frequently raised this topic as influential in their dietary 
practices. Students emphasized the role of family in 
shaping dietary behavior and explained that healthier 
eating is easier if the entire family participates. Some 
students added that they were challenged by their par-
ents’ preferences for large portion sizes and Mexican 
dishes cooked with lard. Others recognized that their 
families’ tastes and preferences were reflective of the 
less healthful fare that is readily available at fast-food 
restaurants and liquor stores in their community. 
In addition, students inadvertently discussed dietary 
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Table 1. Focus group themes and comments about health disparities and the community food environment 
among Latino teens (n=30) participating in a corner store makeover project in East Los Angeles and  
Boyle Heights, California, 2011–2012

Prominent themes Example comments

Young people’s perceptions of their community food environment (deductive)

Limited access to high-
quality, healthy foods

Here in East LA, the food has passed through a lot of other stores. Nobody else wants it, it’s really bad 
quality, and it’s really expensive. 

Easy access to fast food Even if you put in as many healthy options as you can, we are still going to be surrounded by fast food. 
Like, you still see a McDonald’s every two blocks. 

Diet-related chronic disease 
linked to community food 
environment

Right now you can see the percentages of kids with obesity going up. So, if we try to make more liquor 
stores healthy, we could have more little kids going to the store and instead of getting chips, they will go 
for the apples, the bananas.

Relationship between socioeconomic status and access to healthy food (inductive) 

Food access shaped by 
socioeconomic status

Trader Joe’s puts stores where there is a big graduation rate from college because they know people 
there have enough money to buy their groceries there. Here in East LA, the graduation level is not as 
high, and our parents don’t make that much money.

Healthy food costs more 
than junk food

Fast food is cheaper than fresh fruit and vegetables. So, a lot of the time people resort to fast food rather 
than eating fresh fruit and vegetables because they don’t have the money for fresh produce. 

Limited transportation 
impedes healthy food 
purchases

Some people don’t have transportation, so they buy the easy stuff rather than the vegetables, because 
they are heavier to transport. 

The home environment: family norms and dietary behavior (inductive)

Cultural practices promote 
healthy eating

My mom [from Mexico] has brought that kind of teaching to us. When I go to the kitchen, the first thing 
I see is a bowl with fruit, bananas, sandía, watermelon, and oranges. And the first thing I get is a banana 
because it’s easy to peel. Sometimes when I am bored and have nothing to do, I cut the watermelon and 
put it on the table. And when I come back, it’s already gone. Making it easier for people makes them eat 
healthier.

Family involvement makes 
healthy eating easier

When you eat healthy and you’re alone, you don’t want to feel lonely, but when you eat with the whole 
family, everyone has to eat this way, and it feels good.

Time constraints are 
associated with unhealthy 
eating

We are in a community where people need to work so many hours so they can provide for their family. 
Once they get home, there’s no time to make a healthy meal that covers every food group. Sometimes 
it’s easier for them to go to a drive-through, come home, eat, rest, and get ready for the routine again 
tomorrow.

Perceptions of corner stores (deductive)

Expensive and used for 
emergency purposes only

I live next to a corner store, and for emergencies we go to the store to see if they have something, and 
then we end up not buying it because it’s too expensive.

Well stocked with junk food 
but limited in their healthy 
foods selection

East LA has a lot of liquor stores and they don’t really sell healthy food; they only really sell chips and 
junk food. 

Limited business interest to 
sell healthy foods due to 
low community demand

People won’t buy fresh fruit and vegetables, so corner stores won’t care enough to put it in the stores. 
They figure they’d get more money by selling more fatty food, food that is more hazardous to people, 
because it will make more money for them.

continued on p. 410

 acculturation, as some students asserted that relatives 
who had been in the United States for a shorter period 
of time placed more emphasis on eating fruit and veg-
etables than did family members who had been in the 
United States longer. Participants perceived financial 
and time constraints as factors influencing their fami-
lies’ diets. Thus, the students explained that as their 
families struggled financially, they tended to consume 
more quick, low-cost, unhealthy foods.

Engaging young people in market conversion work
Students initially became involved in the corner store 
project because they thought it would be fun to learn 
how to use cameras and make videos. Gradually, 
however, video production became a catalyst for the 
students to become invested in improving their food 
environment. The process of making videos helped 
students realize the reality of food justice issues in 
their families and neighborhoods. Over time, students 
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developed a personal connection to the topic that 
cultivated a commitment to making changes in the 
community. The students said that their potential to 
make long-term changes in their community is what 
helped sustain their involvement in the project. 

Prominent themes Example comments

Youth engagement in market conversion work (deductive)

Focus on fun, educational 
opportunities outside the 
classroom

While creating different videos, it was a moment of realization that this is a cool project. At the beginning, 
it was just fun to go out and play with cameras. I actually got to go in my community and do something 
about it instead of just learning about it but not doing anything about it. 

Identify young people who 
want to take charge and 
improve their community

What really got me interested was the fact that it was rooted in the community, and I could relate to that 
because it wasn’t just another store coming in and not knowing the community. The intervention corner 
stores had been here for a while, and it just made me want to help them.

Involve young people in 
decision-making

I like to be involved in projects and I like for people to make me feel like I am important to the project 
and not just one of the workers.

Benefits of participating: building capacity in young people (deductive)

Experience impacted 
personal and family dietary 
behavior

I always took home something that I learned. I don’t let my mom buy junk food. I tell her, “We don’t want 
it,” so she doesn’t buy it. It changed my life because I am thinking long term, and it changed my mom 
and my family, too. I get to learn things in the classroom and then I get to go home and tell all my friends 
and my family about it. Then when I have a chance to do public speaking, I use the information that we 
learned in class to focus on issues in the community.

Camaraderie One of the things I enjoyed the most is that I got to meet a lot of new people. A lot of us might have 
seen or known each other from middle school, but we never talked. Because of the project, we started 
hanging out and we got really close.

Leadership and public-
speaking skills

I learned how to speak in front of crowds, I’ve gained leadership skills, and I’ve learned how to be more 
organized from planning events. I learned that we can actually make a change in the community if we 
work together.

Built self-esteem and self-
efficacy

There was this girl in our class who, whenever she gave a speech, sounded like she was about to cry. But 
now she can talk in front of people and not feel nervous. I see the benefits of participating for myself. 
What this class, or this project, has to offer is knowing that I am always going to have this information. 
And I know one day I am going to be a grown-up and I am going to have control over my own little 
family and our own little world. And one person in that family is going to have something to hear if I see 
them with a regular burger or something bad in their hand to eat. 

Sparked interest in public 
health

Public health is something I really was not aware of before. I just assumed that I would be more involved 
in the field of medicine, as a doctor or something like that. So, I guess it really expanded my perception 
of that, and now I am considering public health for college.

Youth perspective on sustaining store changes and improving healthy food access (deductive)

Maintain store changes After the makeover, sometimes I would go to a made-over store and see rotten fruit there, and that totally 
kills the purpose of fresh, good-quality fruit and vegetables. 

Sell fresh produce at 
competitive prices

I know the way community residents think is the way my mom thinks. And I think that I was a little worried 
that the made-over corner stores would not be able to sell the fresh fruit and vegetables because of the 
prices, and then the people would say, “Well, the Superior [larger food store] isn’t that far, so we might as 
well go down the hill to it.”

Promote converted stores 
widely 

My mom sees the made-over stores, but if I didn’t tell her she wouldn’t know about them and she 
wouldn’t buy the fruit and vegetables there. We have to raise awareness of converted stores to the 
community so people will keep going. 

Garner support from adults It would be nice for adults to come and actually help because we kids can’t do that much without adults 
with us. I know a lot of adults where I live want change, too. They are sick and tired of seeing liquor 
stores, and when I told them about the made-over stores, they all started going. 

LA 5 Los Angeles

Table 1 (continued). Focus group themes about health disparities and the community food environment among  
Latino teens (n=30) participating in a corner store makeover project in East Los Angeles and  
Boyle Heights, California, 2011–2012

They felt ownership and pride in knowing their views 
contributed to the marketing campaign. Thus, it was a 
challenge for some students when they perceived that 
they were not included in some decision-making pro-
cesses. Moreover, some students were confused about 



From the Schools and Programs of Public Health  411

Public Health Reports / July–August 2015 / Volume 130

perceived as expensive stores full of junk food and 
alcohol that are used for emergencies only. Moreover, 
students expressed concern about the maintenance of 
the store changes, particularly regarding the pricing, 
quality, and display of fresh produce. However, students 
acknowledged that converted stores do indeed have 
the potential to make positive changes, especially at 
stores in convenient locations that are locally owned 
and run by friendly, familiar faces. 

From the students’ perspective, low levels of aware-
ness about the corner store conversions and the newly 
available produce at the stores among community 
residents was compromising patronage at the recently 
converted stores and thereby, the conversions’ sustain-
ability. Thus, students explained that their concern 
about low levels of awareness of the conversions and 
how it could be detrimental to the adoption of health-
ful eating habits and the project’s sustainability largely 
motivated their commitment to boosting social market-
ing efforts to promote the stores to their families and 
their community. 

Benefits of participating: youth capacity building
Students described how the project gave them an 
opportunity to develop leadership, public-speaking, 
and organizational skills. These opportunities increased 
their confidence in communicating nutrition knowl-
edge to their peers, families, and the community. As 
a result of their participation, the students explained 
how the project also improved nutrition knowledge 
and dietary behaviors within their families. Several 
students attested that their training influenced the 
healthfulness of their family’s grocery shopping, cook-
ing, and eating practices. Students expressed a desire 
to sustain these healthy behavior changes throughout 
adulthood and when they became parents themselves. 
Building camaraderie and new friendships was a com-
mon unanticipated benefit students described. As sev-
eral participants explained, they had attended similar 
schools for years but never spoken to each other, yet 
they became close friends as a result of the project. 

The project also influenced students’ educational 
and career plans. For some students, it reinforced pre-
existing career goals in medicine or public relations; 
for others, the project introduced them to new fields 
such as public health, nursing, and graphic design. 
The project provided students with mentorship and 
technical assistance on college applications from UCLA 
graduate students. Due to the practical and life skills 
garnered through project participation, many gradu-
ating seniors enrolled in college, becoming the first 
in their family to seek education beyond high school. 
In addition, some students have been hired as field 

Table 2. Demographics of Latino teens (n=30) 
participating in a corner store makeover project 
in East Los Angeles and Boyle Heights, California, 
2011–2012

Characteristic N Percent or mean

Gender
 Male 7 23
 Female 23 77

Mean age (in years): range (SD) 30 16.9: 16–19 (0.7)

Highest grade completed
 10th 9 30
 11th 21 70

Latino ethnicity 30 100

Country of birth
 Mexico 7 23
 United States 23 77

Number of years in the  
United States: range (SD)

30 14.1: 1.5–18.0 (5.1)

Number of people in household:  
range (SD)

30 4.7: 3–7 (1.3)

Parents’ highest level of education
  #8th grade 5 17
  ,High school 9 30
  $12th grade or GED 7 23
  Some college 6 20
  Bachelor’s degree 3 10
Healthy eating discussed in  
household
  Never 4 13
  Sometimes 18 60
  Often 8 27
Health professional told anyone in 
household has diabetes
  Yes 20 67
  No 9 30
  Don’t know 1 3

SD 5 standard deviation

GED 5 general educational development

how their input was incorporated into the final editing 
process of marketing materials. In response, partici-
pants suggested that young people’s involvement could 
be enhanced by directly involving them in key decisions. 
While they acknowledged the need for adult guidance 
on technical matters related to social marketing, stu-
dents emphasized the importance of integrating their 
own ideas despite their lack of professional training. 

Sustaining store changes and improving  
healthful food access 
Students were not entirely convinced that increas-
ing access to healthful food at corner stores would 
improve healthful eating in East LA. This finding was 
largely due to the fact that corner stores are commonly 
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interviewers for the project’s ongoing data collection 
and/or mentors for younger students. 

DISCUSSION

The two primary purposes of this study were to (1) 
ascertain young people’s perceptions of their food 
environment and (2) describe and examine the stu-
dents’ experience with the corner store conversion to 
inform future campaigns to improve the community 
food environments.

One strength of this study was the consistency of 
our findings with the existing literature. As reflected 
in prior studies, the students recognized that dietary 
habits are shaped by social and environmental factors, 
including household norms and behaviors, transporta-
tion, availability of healthful food, convenience, and 
cost.28,63–66 A common theme in the focus groups was 
the lack of access to healthful food coupled with an 
abundance of affordable, unhealthy food.57 Students 
also recognized that neighborhoods are segregated by 
race/ethnicity and socioeconomic factors, and this seg-
regation creates disparities in access to higher-quality, 
more healthful foods. Consistent with previous focus 
group studies, our participants understood the role 
these environmental factors play in negatively impact-
ing their community’s dietary behaviors and health 
outcomes.65,66

Food availability, convenience, cost, and time bar-
riers were cited as factors influencing eating habits 
at home. Participants reported that work schedules 
often led parents to choose less healthful family meals 
from fast-food restaurants rather than prepare more 
healthful meals at home.67,68 They were also aware of 
the impact of family norms and behaviors on health-
ful eating. For example, participants suggested that 
it was more difficult to eat healthfully among family 
members who had been in the United States for a long 
time and when the family members were not invested 
in improving their dietary habits.68,69 Despite these 
barriers, participants credited the project with enhanc-
ing their ability to effectively communicate and lead 
positive changes in dietary practices at home. Some 
students said that their own healthy role modeling 
resulted in their entire family becoming invested in 
more healthful eating habits. 

Participants cited multiple benefits of the project’s 
youth engagement activities. The opportunity to learn 
video production and work with cameras was particu-
larly appealing. This method of engaging young people 
as change agents aligns with other youth-friendly 
participatory research methods such as photovoice 
and community mapping.70–72 Youth-engaged media 

work served to increase awareness of health dispari-
ties and introduce students to community assessment 
and action. In the process of identifying community 
health issues and interpreting their findings, students 
became invested in realizing positive changes in their 
community. Their sense of ownership was expressed 
by their desire to maintain the changes at converted 
stores. Participants also described how the project 
helped them develop leadership and public-speaking 
skills that resulted in increased self-efficacy and confi-
dence in advocating for changes within their families 
and community. These outcomes are similar to what 
have been identified by other youth-engaged participa-
tory research efforts,57,63,73 thus reinforcing the unique 
opportunities a youth-focused approach to research 
has for building capacity and mobilizing community 
members on health issues. 

A unique characteristic of the CPHHD initiative was 
an emphasis on building local capacity and providing 
training and professional opportunities. The project’s 
youth engagement component was designed not only 
to increase the students’ knowledge of public health 
issues, but also to help them develop the skills necessary 
to continue being health advocates and to help sustain 
the project’s efforts beyond the elective course. For 
example, students were not only motivated to improve 
their own eating habits, but were also provided train-
ing on how to initiate behavior change among their 
peers and relatives. The project also carried out various 
efforts to help sustain youth engagement upon their 
graduation, including internships and paid opportuni-
ties that helped continue and expand the marketing 
and community nutrition education efforts. Develop-
ing strong partnerships with local high schools and 
community-based organizations facilitated these efforts. 

Limitations
This study was subject to two limitations. First, the 
generalizability of these results was limited to our 
convenience sample of primarily female high school 
students living in a low-income, Mexican-American 
community. Second, given that the study objective 
was to ascertain the perceptions of the young people 
involved in a corner store conversion project, this study 
did not include an assessment of community-level 
behavioral change as a result of the youth-engagement 
component. This limitation identified a current gap 
in the literature that future studies can help address. 

CONCLUSIONS

This study adds to the growing body of literature on 
how young people perceive the role of social and 
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 physical environmental factors in community health, as 
well as how they can be directly engaged in addressing 
them. This study provides young people’s perspectives 
on how to effectively engage and sustain their involve-
ment in corner store interventions to improve the food 
environment and facilitate positive changes in dietary 
behavior. These findings might prompt future funding 
and policy initiatives to develop youth-engaged compo-
nents for community-level efforts, particularly efforts 
that focus on building local capacity and providing pro-
fessional development opportunities. Such efforts not 
only help sustain the skills that young people develop, 
but can also facilitate the projects’ sustainability. 
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ADVISING UNDERGRADUATE  
PUBLIC HEALTH STUDENTS:  
A PHASED APPROACH
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With the growth of undergraduate public health 
(UGPH) programs comes the challenge of providing 
effective advising for these new majors. UGPH students’ 
needs are distinct from those of master of public health 
(MPH) students: they seek broader perspectives of 
public health and have multiple curricular require-
ments outside their UGPH major. This difference in 
undergraduate and graduate student needs presents a 
challenge for undergraduates at schools and programs 
of public health, where advisors are experienced with 
more focused advising needed for MPH students. The 
distinction between UGPH and MPH students, particu-
larly related to professional growth and skills, can also 
be confusing for practitioners. In contrast, faculty/
staff in stand-alone UGPH degrees (i.e., at institutions 
without MPH programs) have expertise addressing 
general undergraduate needs, but their public health 
experience may be limited. 

The Association of Schools and Programs of Public 
Health’s (ASPPH’s) “Critical Component Elements of 
an Undergraduate Major in Public Health” outlines 
fundamental public health and liberal arts domains 
that UGPH degrees should address.1 The “Critical 
Component Elements” recognize the importance of 
advising but leave logistics to institutional discretion, 
with the understanding that schools work within exist-
ing structures to meet UGPH needs. Yet, is the tradi-
tional undergraduate advising model truly appropriate 
for UGPH?

Undergraduate advising ranges from ensuring that 
students meet graduation requirements to assisting with 
professional and personal development.2 Faculty, staff, 
and practitioners can assume three roles: academic 
advisors, who inform about degree requirements and 
academic rules; mentors, who focus on professional 

and personal growth, with no input on degree progress; 
and developers, who encompass both roles.3 For the 
purpose of this article, the term “advisor” encompasses 
all three roles.

Undergraduate advisors typically approach student 
interactions based on academic year: freshman sessions 
focus on curriculum planning, sophomore and junior 
meetings incorporate professional development, and 
senior sessions focus on post-graduation planning.4 
However, student needs also vary among peers within 
class year. One student may enter college with the 
knowledge of what major/career path to pursue, while 
another student may not decide until junior year. These 
different needs may not be discussed adequately using 
year-based advising. While this challenge has been 
raised in the literature, no solution has been offered. 

We suggest that UGPH programs approach advising 
in consideration of the student’s stage of educational 
discovery rather than purely academic year. Drawing 
on our collective experience in UGPH and discussion 
with colleagues, we propose four stages to the UGPH 
major (Table 1) and discuss related student needs and 
advisor roles.

UGPH STUDENT STAGES

Decider
The “decider” is a high school senior or undergraduate 
who is exploring degree options. Deciders know little 
about public health or may view it as a route to medical 
school that doesn’t focus on basic science. With a pas-
sion for helping others and saving the world,5 deciders 
often ask two key questions: (1) What is public health? 
and (2) How is public health different from medicine? 
These questions are followed with: What classes will I 
take in this major? and What can I do with my degree? 
(Table 1). The answers they receive are important fac-
tors in their decision to declare the major. 

Because deciders seek big picture information, 
advising should begin with an introduction to pub-
lic health fundamentals. Most information deciders 
receive comes from academic advisors, and websites 
can reinforce information and provide examples of 
public health in action (Table 2). Along with presenting 




