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Abstract
Nutrition-related policy, system, and environmental (PSE)
interventions such as farmers’ markets have been rec-
ommended as effective strategies for promoting healthy
diet for chronic disease prevention. Tools are needed to
assess community readiness and capacity factors
influencing successful farmers’ market implementation
among diverse practitioners in different community con-
texts. We describe a multiphase consensus modeling
approach used to develop a diagnostic tool for assessing
readiness and capacity to implement farmers’ market
interventions among public health and community nutri-
tion practitioners working with low-income populations in
diverse contexts. Modeling methods included the follow-
ing: phase 1, qualitative study with community stake-
holders to explore facilitators and barriers influencing
successful implementation of farmers’ market interven-
tions in low-income communities; phase 2, development
of indicators based on operationalization of qualitative
findings; phase 3, assessment of relevance and impor-
tance of indicators and themes through consensus con-
ference with expert panel; phase 4, refinement of indica-
tors based on consensus conference; and phase 5, pilot
test of the assessment tool. Findings illuminate a range of
implementation factors influencing farmers’ market PSE
interventions and offer guidance for tailoring intervention
delivery based on levels of community, practitioner, and
organizational readiness and capacity.
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INTRODUCTION
Within the USA, chronic diseases such as cardio-
vascular disease, cancer, and obesity represent sig-
nificant health burdens accounting for the majority
of healthcare spending [1–3]. Increased consump-
tion of fruits and vegetables is a key protective
factor for the prevention of chronic diseases [4,
5]. There is growing evidence that access to fruits
and vegetables tends to be less common in low-
income and racial and ethnic minority communi-
ties where chronic disease rates are highest [6–9].

In response, the Centers for Disease Control and
Prevention (CDC) and the US Department of Ag-
riculture (USDA), Supplemental Nutrition Assis-
tance Education (SNAP-Ed) program, have made
recommendations for implementation of nutrition-
related policy, system, and environmental (PSE)
interventions such as farmers’ markets to promote
access to and consumption of fruits and vegetables
as a broader strategy for reducing chronic disease
trends and disparities [1, 10]. Farmers’ market PSE
interventions include strategies focused on: (1) get-
ting Electronic Benefit Transfer (EBT) machines at
markets to accept Supplemental Nutrition Assis-
tance Program (SNAP) benefits; (2) advertising
about SNAP/EBT at markets; and (3) promoting
incentive programs that increase the amount of
benefit dollars that shoppers can use to purchase
fruits and vegetables at markets. In this analysis,
we sought to unpack the black box between these
recommendations for implementation and wide-
scale change by developing a diagnostic tool to
assess community readiness and capacity
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Implications
Practice: Implementation of community-based
public health interventions should be guided by
careful assessment of readiness and capacity to
promote the uptake of the interventions within
daily practice.

Policy: Tools that assess readiness and capacity for
implementing community-based nutrition inter-
ventions are needed to facilitate the development
of practice guidelines and public health policies.

Research: Future research is needed to examine
whether implementation strategies tailored to a
community’s level of readiness and capacity will
foster success as well as sustainability of
community-based nutrition interventions.
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influencing farmers’ market implementation
among frontline practitioners working in public
health and SNAP-Ed programs.
Just as individuals vary in their readiness to

change, communities also vary. As Edwards and
colleagues [11] noted, each community may be at
different levels of readiness and capacity to initiate
community-based interventions. Moreover, com-
munities involve diverse groups with different
background and perspectives. Due to this complex
nature of community, there is a need for tech-
niques, such as consensus modeling, that promote
collaboration among key stakeholders to inform
decision-making processes for implementing
community-based interventions [12, 13]. The pri-
mary goals of consensus modeling methods are to
determine the extent to which various stakeholders
agree about causes and solutions to targeted issues
through iterative discussion and reflection used to
develop the best strategies for implementation [14–
17].
Taken together, community-based interventions

targeting chronic diseases are more likely to be suc-
cessful if implementation is informed by careful assess-
ment of community readiness and capacity that can be
utilized to tailor intervention efforts [11–13]. Further-
more, the assessment of community readiness and
capacity should be developed through close partner-
ship and collaboration among key stakeholders to
capture different viewpoints that will influence imple-
mentation of community-based interventions. Quali-
tative evidence suggests farmers’ market implementa-
tion is influenced by several organizational and com-
munity readiness factors including norms and beliefs,
capacity, social capital, logistical factors, and sustain-
ability issues [18]. However, these concepts have not
been operationalized into diagnostic tools to inform
farmers’ market implementation decision making
across diverse contexts [19, 20].
We address this gap in community-based implemen-

tation science by describing a consensus modeling
approach used to develop the farmers’ market PSE
readiness assessment and decision instrument (FM
PSE READI), a diagnostic tool for regularly assessing
readiness and capacity to implement farmers’ market
interventions among practitioners working with low-
income populations in diverse contexts. We first de-
scribe methods to gain consensus from community
residents and practitioners about the variety and im-
portance of different factors influencing farmers’ mar-
ket implementation. Next, we describe the iterative
process of integrating community feedback into a
user-friendly diagnostic tool.

METHODS
Participants
Over 200 stakeholders in Ohio participated in the
process of consensus modeling used to develop the
FM PSE READI. These stakeholders included
county- and state-level public health and community

nutrition practitioners, community residents including
people receiving federal food assistance benefits, ex-
perts in farmers’ market programming including
farmers’ market managers and cooperative extension
agents, and academics. In particular, the public health
practitioners were supported through a state-wide pro-
gram, Creating Healthy Communities (CHC), orga-
nized by the Ohio Department of Health. The com-
munity nutrition practitioners worked within SNAP-
Ed, a national program funded by the USDA and
implemented within states to improve the likelihood
that persons eligible for SNAP will make healthy
choices within a limited budget and choose active
lifestyles [1].

Consensus modeling process
Amultiphase, consensus modeling approach was used
to capture diverse perspectives and shared beliefs
about factors influencing farmers’ market implemen-
tation within communities [16–18]. As depicted in
Fig. 1, the process of consensus development can be
summarized into five phases: (1) qualitative study with
community stakeholders, (2) development of indica-
tors, (3) consensus conference, (4) indicator refine-
ment, and (5) pilot testing.

Phase 1: qualitative study with community stakeholders
Between April and June 2015, we conducted in-person
and focus group interviews with community stake-
holders in nine counties (five urban, four rural) across
Ohio. The interviews were semi-structured and open-
ended based on interview guides developed by the
research team (see Appendices 1 and 2 for interview
and focus group guides). The interviews lasted be-
tween 1 and 2 h, including time necessary to review
consent forms. All interviews were conducted in En-
glish by two trained researchers and audio-recorded
for transcription.
Purposive sampling was used to recruit participants

[21]. First, nine counties in Ohio were targeted for
recruitment because they had on-the-ground CHC
and SNAP-Ed staff to support PSE implementation.
These nine counties also represented diversity in terms
of county health ranking, geographic location, adult
obesity rates, and SNAP participation. Within each of
these counties, two participant groups were included.
The first were frontline practitioners working with the
CHC or SNAP-Ed programs; these individuals were
recruited by email. The second participant group in-
cluded community members receiving or eligible to
receive federal food assistance benefits and members
of CHC coalitions organized within the targeted
counties. Community members were recruited
through flyers posted within public spaces or at CHC
coalition meetings in the targeted communities; inter-
ested participants called the study phone line to learn
about the study and, if interested, sign up for a focus
group. All participants providedwritten informed con-
sent to join the study.
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Analysis began immediately after data collection.
Data were transcribed verbatim and analyzed by re-
searchers using qualitative data analysis software, Atlas
ti. (version 7). A modified grounded theory approach
was used to develop the coding structure [22]. First,
line-by-line reading of the data guided the develop-
ment of open codes to authentically represent the
participants’ own words and capture emerging con-
cepts. Next, thematic coding was guided by a code-
book developed based on existing theory related to
community readiness and capacity for implementation
of prevention interventions [13, 23] as well as the
emergent codes. The researchers then linked the open
codes to subthemes, and the subthemes were assigned
to their respective themes. For instance, logistical fac-
tors represented a theme related to factors that are
needed to coordinate the implementation of farmers’
market interventions with the following subthemes:
convenience, transportation, cost, and space. Example
open codes related to the convenience subtheme in-
cluded: BHours of operation is a barrier to utilize
farmers’ markets^ and BI like to shop there (farmers’
market), but it’s only between these hours and these
hours and it’s not as convenient as a grocery store.^
The themes that were most common across the inter-
views and focus groups were used to focus indicator
development in phase 2.

Phase 2: development of indicators
The goal at phase 2 was to narrow down the list of
themes and subthemes to focus on those mentioned
most frequently by participants and operationalize
themes and subthemes into potential indicators of
farmers’ market implementation. We established a
threshold to limit the qualitative data by focusing on
themes with at least 50 unique reference across all data

sources and subthemes that met a minimum preva-
lence threshold (1% of the total open codes) to focus on
indicators more commonly identified as facilitators or
barriers of farmers’market implementation. Using the
themes and subthemes that met the threshold, four
research team members worked together to generate
theme definitions and develop the indicators for
farmers’ market implementation through an iterative
process of discussion and refinement.

Phase 3: consensus conference
In the third phase, a 14-member expert panel was
recruited to assess the relevance and importance of
the indicators and themes for farmers’ market imple-
mentation. Panelists were recruited purposively be-
cause of their expertise in farmers’ market develop-
ment and management, experience in community nu-
trition and public health practice, and/or experience
working with low-income populations. The primary
purpose of this process was to generate ideas, uncover
controversial issues, and synthesize stakeholder opin-
ions to ascertain legitimacy of the indicators for
farmers’ market implementation [15–17].
The 2-h consensus conference involved five steps.

First, the research team presented overall goals and
rationale of the study, major findings of qualitative
data, and introduction to the process of consensus
development. Second, panelists were asked to work
in small groups (two to three panelists per group) to
conduct a pile sorting activity [24] to sort each indica-
tor into the relevant theme pile. Operational defini-
tions of each theme were provided prior to the pile
sorting activity. Third, these groups rank-ordered in-
dicators within each theme based on their relevance
(in characterizing readiness with respect to the theme
in question) for successful farmers ’ market

Phase 5

Phase 4

Phase 3

Phase 2

Phase 1

•Pilot Tes�ng
- 4 prac��oners
- Assess face validity and content validity

•Indicator Refinement
- Remapping indicators/themes by 6 researchers
- Development of response op�ons

•Consensus Conference
- 14 expert panelists/ 2-hour face-to-face mee�ng
- Sor�ng and ranking indicators and weigh�ng 
themes

•Indicator Development
- Itera�ve process among 4 researchers
-  8 themes and 73 indicators

•Qualita�ve Study
- Interviews with 194 prac��oners and community 
residents
- Examine facilitators and barriers for 
implemen�ng farmers' market interven�ons

Fig. 1 | Five-phase consensus modeling process for developing assessment tools of community readiness and capacity for
implementing farmers’ market interventions
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implementation. The research team recorded the re-
sults of the ranking conducted by the groups. Fourth,
panelists were asked to individually assign weights to
the themes through an interactive voting process. Pan-
elists received 25 tokens and were asked to distribute
all tokens based on importance and relevance of each
theme for successful implementation of farmers’ mar-
ket PSE interventions. Panelists recorded the number
of tokens distributed to each theme on a worksheet.
Finally, the research team recorded all the data from
the two ranking activities into an excel spreadsheet
and assignedweights to the top three indicators chosen
by each group of the panelists (first choice = 3, second
choice = 2, and third choice = 1). At the end of the
consensus conference, the research team then present-
ed a summary of findings to the expert panel.

Phase 4: indicator refinement
In the fourth phase, the research team met multiple
times to discuss and refine the indicators based on
findings and recommendations from the consensus
conference in phase 3. The research team also identi-
fied indicators that could be combined because of
similarities as well as indicators that should be exclud-
ed due to irrelevance or lack of clarity. When indica-
tors were combined, the higher weight assigned by
panelists in phase 3 was applied to the combined
indicator. The next step in this phase was to reduce
the number of potential indicators on the FM PSE
READI to design a parsimonious assessment tool that
will reduce participant burden while capturing signifi-
cant variability related to farmers’ market implemen-
tation. For each respective theme, we determined the
total weight (sum of indicator weights within the
theme) of the indicators chosen in the consensus con-
ference, and selected the highest-scoring indicators
accounting for at least 80% of the total weight.
With the final theme weights (as per the token exer-

cise), and with the final list of indicators within each
theme (and their corresponding indicator weights), we
then proceeded to define a hierarchical scoring algo-
rithm for the FM PSE READI. At the top of this
hierarchy was an overall readiness score (0–100
points), which was defined as a weighted sum of
theme-specific readiness scores, using the theme
weights. Similarly, at the next level of the hierarchy,
the theme-specific readiness scores were defined as a
weighted combination of indicator-specific scores for
that theme, using the indicators’ weights.

Phase 5: pilot testing
Results from phases 1–4 were integrated to inform the
development of the FM PSE READI tool for pilot
testing with four new external expert panelists who
might be potential end-users of this tool. The FM
PSE READI was sent by email to these four panelists
to ascertain face validity as well as content validity.
These panelists included two CHC and two SNAP-Ed
staff from four different counties in Ohio. Pilot testing
included two steps. First, experts completed the FM

PSE READI and noted areas of concern or ambiguity
to guide refinement. Second, a phone interview was
conducted to learn more about the relevance of the
indicators, overall impression of the assessment tool,
and suggestions for improvement. Feedback was re-
corded and discussed during research team meetings
and informed additional refinement of the indicators
and overall FM PSE READI instrumentation
methods.

RESULTS

Phase 1: qualitative study with community stakeholders
Eighteen in-person interviews and 23 focus groups
were conducted by a total of five researchers. In all,
194 participants completed either interviews (n = 20)
or focus groups (n= 174). Of those who participated in
the in-person interviews, 11 were CHC practitioners
and 9 were SNAP-Ed practitioners. Focus groups in-
cluded 127 community members and 47 CHC coali-
tion members including people from public health
departments, schools or childcare centers, and
community-based organizations in the targeted
counties. The majority (69%) of the focus group par-
ticipants were female and 65% self-reported current
receipt of federal food assistance benefits such as
SNAP. Nearly 60% of participants in the focus groups
self-reported they were white and 40% were African
American. Due to confidentiality issues related to
CHC and SNAP-Ed staff, demographics of interview
participants were not recorded.

Phase 2: development of indicators
When the thresholds for themes and subthemes were
applied, there were reductions in themes from 23 to 8
and subthemes from 70 to 30. These 8 themes and 30
subthemes resulted in the development of 73 indica-
tors associated with successful implementation of
farmers’ market interventions. These 73 indicators
covered the 8 themes related to organizational capac-
ity, practitioner awareness, practitioner attitudes and
beliefs, networks and relationships, community per-
ceptions, logistical factors, sustainability, and commu-
nity food norms and skills.
Operational definitions for each theme were also

developed. For example, the sustainability theme was
defined as factors that increase the supply and demand
of farmers’ market PSE projects. Using this definition,
the theme was then operationalized into measureable
indicators that captured different dimensions of the
construct. For instance, four indicators were devel-
oped for sustainability related to successful implemen-
tation of farmers’markets: BAre there enough farmers/
vendors to support current and/or new farmers’ mar-
kets in your service area?^; BHave you or other part-
ners in your community secured funding sources for
healthy food incentive programs at farmers’
markets?^; BAre there programs in your service area
to support increasing the number of farmers/vendors
able to sell products at farmers’ markets?^; and BAre
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there incentive programs in your service area that
target vulnerable populations (i.e., the elderly, people
with disabilities, seniors, and people with diabetes)?^

Phase 3: consensus conference
Five groups of panelists participated in sorting indica-
tors into their relevant themes. The expert panel also
rank-ordered indicators for each theme based on their
importance with regard to successful implementation
of farmers’market interventions.Weights ranged from
0 to 13. There were 16 indicators with weight scores of
zero, which means none of the expert panelists ranked
them for successful implementation of farmers’market
interventions. These indicators were excluded for fur-
ther consideration resulting in 57 indicators remaining
after this phase.
The theme weights assigned by each panelist based

on the token allocation exercise ranged from 0 to 10.
Total weights for each theme from all panelists ranged
from 21 for Bpractitioner attitudes and beliefs^ about
farmers’ market PSE interventions to 42 for
Borganizational capacity^ for farmers’ market imple-
mentation. The expert panel perceived that organiza-
tional capacity defined as the availability of budgets,
human capital, and resources, and work plans was the
most important factor for successful implementation of
farmers’ market interventions among public health
and community nutrition practitioners.

Phase 4: indicator refinement
Six researchers worked together to modify and remap
indicators and themes and then developed response
options for each indicator. The number of indicators
reduced to 44 through this process. When we applied
the 80% of cumulative indicator weight rule within
each theme to create a parsimonious assessment tool,
14 indicators were excluded and the number of themes
was reduced from 8 to 6 to better reflect the refined
indicators. There were 30 indicators remaining after
the refinement process. The 30 indicators had unique
response options in this phase. For example, the indi-
cator, BHow familiar are you with steps involved with
implementing healthy food incentive programs such
as Double Up programs, prescriptions for healthy
food, and/or coupons at farmers’ markets?^ had a
four-point Likert scale response option from BNot at
all familiar^ to BVery familiar.^ The indicator, BMy
work plan for this year includes FM PSE projects,^
had a BYes^ or BNo^ response option.

Phase 5: pilot testing
Findings and feedback from pilot testing guided fur-
ther revisions of the FM PSE READI. First, the defi-
nitions for key terms were updated, and words and
phrases that were unclear to the panelists were revised
to promote clarity. Second, examples were added to
indicators to clarify terms that panelists did not under-
stand. Third, all indicators were revised using a com-
mon question and response options. Due to this
change, the response options for all indicators were

changed to a five-point Likert scale from BNot at all^
(coded as 0.00) to BExtremely^ (coded as 1.00) with a
BDon’t know^ option (coded as 0.00). Table 1 provides
a summary of the final version of the FM PSE READI
themes and indicators including their respective
weights based on this consensus process.

DISCUSSION
Nutrition-related PSE interventions such as farmers’
markets that improve behavioral settings (e.g., com-
munities) and thereby influence heath behaviors are
considered promising strategies to reduce chronic dis-
eases especially among low-income populations [1,
10]. Recently, community nutrition practitioners who
work in SNAP-Ed are now required to include these
PSE strategies and interventions in their SNAP-Ed
plans based on legislation in the Healthy Hunger Free
Kids Act 2010 [1, 4, 10]. Still, implementation of these
PSE interventions is complex and involves a variety of
mechanisms [25–29]. Communities and organizations
are at different levels of readiness and capacity. They
are also in different social, cultural, and economic
contexts as well as institutional settings that involve
various stakeholders and their interactions [11–13]. As
Glasgow and colleagues [27] noted, these contextual
differences necessitate tailored implementation strate-
gies based on the realities of community readiness and
capacity. This type of tailoring may include
preimplementation efforts to enhance general and in-
novation specific capacity to support future interven-
tion success [23]. In the absence of assessment tools
like the FM PSE READI, there is a risk that PSE
intervention implementation will widen rather than
narrow the health gap between communities because
places with the greatest health need for the interven-
tion (e.g., highest disease burden)may be least ready to
support implementation while those with less need
may have higher levels of readiness. The goal of the
FM PSE READI is to assist communities in determin-
ing the next steps to promote farmers’ market imple-
mentation given existing resources and limitations.
Ideally, readiness assessment tools will be used to
target additional resources such as trainings, funding,
and/or equipment that will be needed to promote
equity in PSE implementation.
Our consensus modeling approach has implications

for community-based implementation science. First,
this is a first attempt to understand facilitators and
barriers for successful implementation of farmers’mar-
ket interventions and to operationalize them into
measureable indicators developed through a multi-
phase iterative process of consensus development
among a variety of stakeholders. In particular, the
heterogeneity of participants, including community
residents, county- and state-level CHC and SNAP-Ed
practitioners, CHC coalition members, and academics
added to the richness of the discussion and reflection
and increased the appropriateness of the assessment
tool for use by practitioners in their planning efforts.
Second, the face-to-face consensus conference proved
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to be a valuable process for assessing relevance and
importance of indicators that were under consider-
ation. This consensus conference contributed to the
development of a conceptually sound set of indicators
through panelists’ active engagement. It also provided
an opportunity for new ideas and indicators to emerge
through the iterative feedback process. Third, oppor-
tunities to pilot test the indicators by a new set of
stakeholders allowed for assessment of the validity
and applicability of the FM PSE READI by the
intended end users. As a result, a total of six themes
and their respective 30 indicators were finally devel-
oped through this multiphase iterative process of con-
sensus modeling. These themes represent the follow-
ing: organizational and practitioner capacity, networks
and relationships, sustainability and community per-
ceptions, practitioner awareness and perceptions, lo-
gistical factors, and community food norms.
The next step in this research is to transfer the FM

PSE READI tool into a Web-based platform to sup-
port dissemination, quick assessment and feedback,
and connections to resources that are tailored to dif-
ferent stages of readiness as well as to collect data to
conduct internal validity and reproducibility tests
within and across diverse contexts and diverse practi-
tioners. The Web site will allow practitioners to com-
plete the FM PSE READI individually or with a team.
The ideal method for assessing readiness is the team
approach because different community stakeholders
may contribute different resources and perspectives
that combine to support farmers’ market implementa-
tion [12, 13]. Practitioners will establish accounts with
the FM PSE READI Web site to allow users to track
their progress and review proposed recommendations
at a later date. After completing the assessment, prac-
titioners will receive three tailored recommendations
based on the scoring algorithms generated through
consensus modeling. Each recommendation will in-
clude links to existing resources to support
practitioners.
The example in Table 1 illustrates responses from a

hypothetical practitioner. The results of the FM PSE
READI highlight the top three indicators that will be
used to guide tailored recommendations including in-
dicator 1, 15, and 25. The top three areas for improving
readiness and capacity are derived by calculating the
difference between the maximum possible indicator
score and the weighted indicator score based on a
practitioner’s response. Most other community readi-
ness and capacity assessments derive scores by treating
all indicators as equally important and relevant to im-
plementation [30–32]. We are aware of one other read-
iness assessment tool focused on HIV/AIDS preven-
tion that used a weighted algorithm similar to the meth-
od used in the FM PSE READI [33, 34].
The intention of the FM PSE READI is not simply to

score or grade practitioners’ readiness to implement
PSEs, but rather to use the tool to tailor recommenda-
tions commensuratewith level of readiness. Practitioners
may benefit from taking the FM PSE READI at any

stage of their practice. For instance, in the early stages,
the tool may yield recommendations to connect practi-
tioners with key partners needed to implement farmers’
markets. These partnersmay come together and take the
FM PSE READI as a group to assess their collective
strengths and prioritize opportunities for improvement.
FM PSE READI users will receive updated recommen-
dations when they reevaluate themselves assuming prior
recommendations were addressed. By using the FM
PSE READI, practitioners are directed to evidence-
based recommendations and resources tailored to local
need. This creates a more efficient, standardized, and
scalable method for accessing tailored resources.
Lastly, there are possible limitations inherent to the

consensus modeling approach. First, the consensus
modeling approach needs extensive time and efforts.
Nevertheless, the modeling process is necessary to pro-
mote strong partnership and collaboration among key
stakeholders to capture the complexity of community
readiness and capacity for chronic disease prevention
efforts in communities and develop tailored implemen-
tation strategies. Furthermore, this process supports
buy-in from practitioners, which may facilitate utiliza-
tion. Second, although participants were purposively
selected to represent different stakeholders of farmers’
market interventions, theymay not be representative of
all perspectives. However, given the purposive method
for recruiting diverse participants representing different
rural and urban contexts, it is anticipated that the results
of this research may be relevant to other contexts.
Third, unlike other consensus techniques such as the
Delphi method, we allowed expert panelists to interact
and synthesize their expertise through a face-to-face
consensus conference, which could result in potential
bias introduced by interpersonal dynamics such as
influence of dominant participants [14–17]. Fourth,
regardless of level of experience, we applied equal
weighting of all expert panelists’ opinions. We believe
that this potential limitation was mitigated through
extensive reflection and refinement among the research
team as well as additional feedback from the pilot
testing. In addition, it is possible that the indicators
excluded because either panelists did not rate them or
they were not within 80% of cumulative weights may
be important for successful implementation of farmers’
markets. Our strategy for these indicators is to include
the concepts in recommendations provided after prac-
titioners complete the FM PSE READI. Finally, given
we developed the indicators based on the findings of
qualitative study with community stakeholders within
the nine counties of Ohio, the FM PSE READI may
not be applicable to counties excluded.

CONCLUSIONS
Successful implementation of nutrition-related PSE in-
terventions such as farmers’ markets to reduce chronic
disease burdens within communities requires first
assessing community readiness and organizational ca-
pacity needed to support implementation. This study
was an effort to systematically develop an assessment

ORIGINAL ARTICLE

TBM page 515 of 516



tool with a range of indicators of community readiness
and capacity for farmers’ market implementation that
can be used by practitioners in their planning efforts.
This tool can help community nutrition and public
health practitioners and policy makers to understand
the complex factors associated with implementation of
farmers’ markets and offer guidance to them for tailor-
ing intervention delivery based on levels of community,
practitioner, and organizational readiness and capacity.
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