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ABSTRACT 

The research reported in this dissertation examines the dissemination ofheart 

health promotion within the Ontario public health system. It contributes to a relatively 

new research agenda to understand how to enhance implementation of the new public 

health; to apply knowledge of effective community- and population-based prevention. 

Three studies are reported, which extend research conducted in Ontario from 1994 to 

1998 as part of the Canadian Heart Health Initiative Ontario Project (CHHIOP). Study one 

combined diffusion c:cnd social ecological theories to examine the dissemination process at 

the level of the public health system and over a ten year period. Studies two and three 

examined the implementation stage in more depth, with a view to understand variability 

across Ontario communities. Study two was a quantitative path analysis to identify 

determinants of 199~' levels of implementation, and study three was a comparative case 

study to understand change in implementation from 1994 to 1996. Main data sources 

were quantitative and qualitative data from CHHIOP. Findings reinforce the need for a 

systems view of diss ~ruination; that dissemination is a long-term, iterative process; and 

that organizational c;:tpacity building is a vital part of the dissemination process, especially 

when new practices represent a significant departure from traditional concepts and ways 

of doing business. The research demonstrates that the interplay of internal organizational 

factors (e.g. champions, leadership, organizational structure) and external system factors 

(e.g. research, political priorities, experiences ofother jurisdictions, partnerships) helps to 
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explain movement within and across dissemination stages. Findings suggest promising 

areas for disseminati ::m research, including replicating similar research in other public 

health systems. Findmgs also suggest promising strategies to accelerate the dissemination 

of effective health promotion, including specific strategies to further enhance heart health 

promotion in Ontario. 
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CHAPTER!: 

Overview of the Dissertation and the Research Program 


CHAPTER OVERVIEW 


This chapter describes the format of the dissertation and the research program. It 

has these sections: 

• 	 Organization ofthe Dissertation: describes the purpose and contents of each 

chapter 

• 	 Research Focus and Rationale: describes the assumptions guiding the research 

• 	 Research Cor. text: provides an overview of the research setting and the Canadian 

Heart Health Jnitiative Ontario Project (CHHIOP)- a four year study (1994-1998) 

on which this dissertation research builds 

• 	 Research Objectives: articulates three research objectives, and describes the 

approach to meet each objective 

• 	 Scholarly and Practical Significance: describes the contributions to the 

geographic aLd health promotion literature, and to public health policy and 

practice 

• 	 Author's Penpective: describes relevant training and experiences that contribute 

to the content and process of this doctoral research 

1 
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ORGANIZATION OF THE DISSERTATION 

This dissertation is paper-based. The results of three studies are reported in three 

scientific papers (chapters 2, 3 and 4). All papers are published or in press in Health 

Education Research, md are reproduced with permission. Preceding the papers is an 

overview of the research program. The concluding chapter (chapter 5) summarizes 

scholarly and practical contributions of the research and suggests future research 

directions. 

The scientific papers that appear in this dissertation have not been altered from 

those submitted for publication, with one exception. To avoid duplication, references have 

not been included for individual papers; rather, references from all chapters were 

consolidated into a single bibliography, which appears at the end of the dissertation. 

RESEARCH FOCUS AND RATIONALE 

This doctoral research is about dissemination; the process to close the gap between 

science and practice by increasing the use ofpractices known to be effective (e.g. Lomas, 

1994; King et al., 1998; Kitson, 1999). The research focusses on the dissemination of 

heart health promotion within the public health system in Ontario. It is specifically 

concerned with organ zational aspects of advancing relatively new directions in public 

health. Heart health promotion emphasizes community-based interventions, intersectoral 

action, and a population approach to promote healthy behaviours and environments. 

These features exemplify the 'new public health' (World Health Organization et al., 1986; 

Frenk, 1993; Crichton, 1997), and are the foundation for effective prevention of 

cardiovascular and other chronic diseases with similar underlying risk factors and 
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conditions (Elder et al., 1993; Brunbach and Malecki, 1996; MacLean, 1996). The 

enormous societal bmden ofcardiovascular disease, opportunities for prevention, and 

gaps in knowledge provide a compelling rationale for the research reported in this 

dissertation. Specific ally: 

• 	 The societal burden ofcardiovascular disease is high. Although morbidity and 

mortality from cardiovascular disease (diseases and injuries of the heart and blood 

vessels) (CVD) have been on a steady decline since the 1960s, CVD is the leading 

cause of death of over one-third of Canadians and the third leading cause of 

premature death under age 75 (Heart and Stroke Foundation of Canada, 1999). 

Costs to indiv[duals and societies are unacceptably high. In Ontario, coronary 

heart disease (the most common form ofCVD) claims 20,000 lives per year 

(PHRED, 2000). The Ontario health care system spends $2 billion a year treating 

coronary heart disease, and lost productivity due to work absences amounts to 

about $4.5 billion (Ontario Ministry ofHealth, 1993). 

• 	 Premature caJ-diovascular disease is preventable. While much remains to be 

learned about the causes of CVD, especially mechanisms to explain the higher 

rates of CVD among those lower on the social hierarchy (Wilkinson and Marmot, 

1998), much is also known. Several risk factors (notably smoking, high blood 

pressure, high blood cholesterol, physical inactivity, obesity, and psycho-social 

stress) are both prevalent and modifiable, and thus provide opportunities for 

prevention (Heart and Stroke Foundation of Canada, 1999). 
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• Effectiveprev~ntion calls for an emphasis on a population approach to prevention 

achieved by comprehensive, community-based heart health programs. 

Notwithstanding other approaches, priorities for primary prevention are to reduce 

risk behaviours; notably, smoking, sedentary living, and unhealthy diet. Since 

these behavio·1rs are prevalent throughout the population, the greatest reduction in 

death and discbility from CVD will be achieved by the entire population making 

small changes to reduce their risk (i.e. a population approach) (Rose, 1992). The 

need for a population approach, and the fact that health behaviours are embedded 

within social :md physical environments, underline the importance ofcommunity­

based programs to prevent CVD (Elder et al., 1993). These programs typically 

combine health education and environmental change programs, and require the co­

ordination ofpublic, private and voluntary sector activities. 

For population impact, heart health programs must be effective. 

Effectiveness of community-based heart health programs has typically been 

assessed using communities as the unit of intervention and analysis, and placing 

primary emphasis on behavioural and risk factor outcomes. The earliest projects, 

which began in the 1970s, report some positive outcomes [cf. (Vartiainen et al., 

1994; Schookr et al., 1997)]. Subsequent projects have generally yielded modest 

and mixed results, with the inability to discern effects attributed, in part, to 

methodologic.ll challenges and secular trends [cf. (Mittelmark et al., 1993; 

Dobbins and Thomas, 1996; Ebrahim and Smith, 1997; Schooler et al., 1997; 

Sellers et al., l997; Viswanath and Finnegan, 1997)]. Although more needs to be 

http:methodologic.ll
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learned about the effectiveness of community heart health programs, the 

knowledge ba:;e is sufficient to warrant their widespread application (Cameron et 

al., 1996; Frarkish et al., 1996; Nutbeam, 1996). 

• 	 Community-bused heart health programs need to be integrated into the existing 

public health system. Population impact also requires that effective programs have 

broad reach. Implementation of community-based programs, however, remains 

universally low (Crichton, 1997). In order to achieve widespread application of 

heart health programs, they must be integrated into the existing system of health 

programs and services (Health and Welfare, 1992; Advisory Board of the 2nd 

International Heart Health Conference, 1995). Public health services are 

particularly important, because of their focus on disease prevention and health 

promotion within populations. Accordingly, public health leadership is a central 

strategy for CVD prevention worldwide (Advisory Board of the 1st International 

Heart Health Conference, 1992). 

• 	 Knowledge ofdissemination ofeffective practices within public health systems is 

limited. Despi:e a clear goal to enhance health promotion activities within existing 

public health ~:ystems, little is known about the dissemination process. Very few 

studies addres:; dissemination of health promotion among organizations, in 

general, and among public health agencies, in particular (Johnson et al., 1996; 

Orlandi, 1996: Hawe et al., 1997; Kitson, 1999). Those that do, typically focus on 

single interventions (Steckler and Goodman, 1989; Orlandi et al., 1990; Parcel et 

al., 1990; Rogers, 1995) rather than a cluster of interventions characteristic of 
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comprehensiv~~. community-based health promotion. Also, few studies examine 


the influence oforganizational and environmental factors on agency practices 


(Orlandi, 1996; Richard et al., 1996), yet these factors are increasingly recognized 


as important determinants oforganizational performance (Champagne et al., 


1993), and as ::entral to understanding the dissemination process (Dobbins et al., 


1998; King et al., 1998). 


These gaps in knowledge punctuate the need to better understand how new, 


evidence-based health promotion practices gain widespread acceptance and adoption 

within the public health system. As a result, a learning agenda is emerging for public 

health services resear<::h, including a particular focus on health promotion dissemination 

research (Johnson et al., 1996). A priority in this new field is to understand organizational 

aspects ofhealth promotion, including barriers and incentives for organizations to adopt 

new health information and practices (Farquhar, 1996; Green and Johnson, 1996; Johnson 

et al., 1996; MacLean, 1996). This research priority is strongly rooted in, and can be 

usefully guided by, social ecological foundations (O'Donnell and Stranahan, 1996). 

Drawn largely from systems theory, a social ecological approach to health 

promotion addresses the interdependencies between environmental (e.g. social, political, 

organizational) and individual (e.g. biology, psychology) determinants ofhealth. From a 

social ecological perspective, therefore, organizational aspects ofhealth promotion must 

be understood, includng the wide range of factors influencing organizational practices 

(Stokols et al., 1996) 
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Research on promoting heart health is a case in point. Within Canada, knowledge 

development on dissEmination of effective heart health practices is a priority within the 

Canadian Heart Heal1h Initiative (CHHD- a multi-phase, 15 to 20 year strategy launched 

in 1986 that aims to integrate heart health into the existing system ofhealth. The Initiative 

was conceived to build capacity within the public health system to prevent cardiovascular, 

and other chronic diseases (Conference ofPrincipal Investigators, 2000). Research in the 

most recent 'dissemination phase' examines organizational aspects ofhealth promotion 

planning and delivery, with an emphasis on public health and other community health 

agencies. The research reported in this dissertation contributes to the dissemination 

research agenda ofth~ CHHI. It extends research conducted in Ontario from 1994 to 1998 

as part of the Canadi~m Heart Health Initiative Ontario Project (CHHIOP). 

RESEARCH CONTEXT: The Canadian Heart Health Initiative Ontario Project 
(CHHIOP) 

The setting for the research is the formal public health system in Ontario, 

Canada's largest province with a population of about 11 million. Public health services in 

Ontario are primarily delivered through public health departments, each administered by 

an autonomous local board of health and regulated by provincial legislation and program 

guidelines. CHHIOP was a four year project (1994 to 1998) undertaken as part of the 

dissemination phase of the Canadian Heart Health Initiative. 

CHHIOP is one component of a long-term process to develop and implement 

effective heart health programs in Ontario. Chronologically, CHHIOP was situated 

between two heart health programs funded by the Ontario Ministry ofHealth and Long-

Term Care. The first ~roject was the Heart Health Action Program (1990 to 1996), in 



8 

which five demonstration communities were funded to develop and implement heart 

health programs suitable for the Ontario context (RBJ Health Management Associates, 

1995). The second project is the Ontario Heart Health Program (1998 to 2003), which 

supports 37local coalitions to disseminate heart health programs province-wide. 

CHHIOP's scientific objective was to examine the factors influencing 

predisposition and capacity to undertake community-based heart health promotion in 

public health departments in Ontario. A mixed methods design was used to gather both 

extensive (province-wide quantitative) and intensive (in-depth qualitative) information on 

organizational activities related to heart health promotion (Table 1). A quantitative survey 

was administered to all public health departments (N=42) at three points in time. Another 

province-wide survey was administered to approximately seven community agencies in 

each health unit jurisdiction (n=283). Agencies participating were those with a mandate in 

some aspect ofheart health promotion. The quantitative surveys were primarily to 

describe levels ofpredisposition, capacity and implementation over time. 

Qualitative, in-depth interviews were completed with public health staff in a 

subset of eight health units in 1995 (n=56) and 1997 (n=38). These qualitative studies 

were primarily used to explain observed levels ofpredisposition, capacity and 

implementation, and changes in these levels. 



9 

Table 1: CHHIOP data collection 

DATA SOURCE 
YEAR 

1994 1995 1996 1997 

Surveys of Public Health U1its {N=42) X X xa 

Survey of Community Ager1cies {n=283) X 

Qualitative Studies in 8 Health Units X xb 
..a1997 health umt survey IS 1n AppendiX A 

blnterview checklist and coding scheme are in Appendix 8 

CHHIOP contributed to the science of health promotion dissemination research. 

The study developed :1ew concepts and methods for dissemination research, and 

knowledge of factors influencing implementation ofheart health promotion. Main 

contributions include: 

• 	 Developing definitions and measures ofpredisposition, capacity and 

implementation; 

• 	 Integrating quantitative and qualitative methods; 

• 	 Operationalizing a social ecological approach (by exploring factors within public 

health organizations and in the surrounding environment); 

• 	 Developing a system to monitor organizational activities related to heart health 

promotion; and 

• 	 Generating knowledge of factors influencing implementation ofheart health 

promotion, induding empirical support for linkages between organizational 

motivation ani capacity, and capacity and implementation. 

CHHIOP scie1tific publications focus on: 

• 	 Measuring predisposition, capacity and implementation (Elliott et al., 1998a); 
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• 	 Factors influe:1cing implementation ofheart health promotion (Taylor et al., 

1998b; Elliott et al., 2000b ); 

• 	 Development~: in predisposition, capacity and implementation from 1994-96 

(Taylor et al., 1998a); 

• 	 Community participation in heart health promotion (Robinson and Elliott, 1999; 

Elliott et al., 2000a); and 

• 	 Synthesis ofC·Jntributions to science and practice (Riley et al., 2001a). 

An important extension to CHHIOP research is to enhance explanation of 

observed levels ofpn:disposition, capacity and implementation, including changes over 

time. Another extension is to understand the longer-term dissemination process for heart 

health promotion within the public health system. These extensions provide the rationale 

for the objectives of this doctoral research program. 

RESEARCH OBJECTIVES 

This doctoral research contributes to knowledge development and to health 

promotion policy and practice by addressing three objectives: 

1) To describe and analyse the dissemination ofheart health promotion in 

Ontario's public health system by combining diffusion and social 

ecological theories; 

2) To unc:erstand levels, and changes in levels of implementation ofheart 

health promotion in public health agencies from a social ecological 

perspe~~tive; and 
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3) To ide:1tify implications of these findings for theory, methods, policy, 

practice and research. 

Figure 1 shows how the three 

objectives are ordered according to time. 

Objective 1 spans a period from 1989 to 1994 1997 2000+1989 

l_____,...--l~1999 and had two purposes. One purpose 
OBJECTIV~OBJECTIVE 3 L _________ 

1was to better understand the dissemination 
OBJECTIVE1 

process for heart heal1 h promotion within 

the public health systt:m. A second purpose 
Figure 1: Research objectives in relation to 

was to provide a temp oral and time 

developmental context within which to understand province-wide levels ofpredisposition, 

capacity and implementation observed from 1994 to 1997 in the CHHIOP research. 

Objective 1 was addn:ssed by examining the first ten years ofheart health promotion in 

Ontario. An holistic c.:tse study design was used with a focus on the formal public health 

system. Case study methodology was appropriate, since the dissemination ofheart health 

promotion is a contemporary phenomenon and cannot be disentangled from the context in 

which it occurs, including the internal (public health) organizational setting and the 

external environment (e.g. institutional, political, social, economic) (Yin, 1994). 

Diffusion and social ecological theories guided data collection and analysis. Methods 

included document review, secondary data analyses, and interpretive analysis. 

Objective 2 is nested within the time period for objective 1. It corresponds to the 

four years of CHHIOP research from 1994 to 1997 for which both extensive and intensive 



12 

information on heart health promotion within Ontario communities was collected. The 

primary purpose of objective 2 was to understand variability and changes in levels of 

implementation amorg Ontario's public health agencies. Two studies addressed objective 

2. One study was a quantitative analysis to understand levels of implementation. Path 

analysis procedures were used to model1997levels of implementation ofheart health 

activities. A second s1:udy used a comparative case study design to understand changes in 

implementation over the two year time period from 1994 to 1996. Two cases were 

selected on the basis of change in implementation; one in a positive direction and the 

other in a negative direction, and both experiencing larger changes than the average health 

unit in Ontario. 

Objective 3 addresses implications ofobjectives 1 and 2 and, thus, extends beyond 

the formal research p1!riod. Scientific (i.e. theory, methods, research) and practical (i.e. 

public health policy and practice) implications are addressed. Contributions anticipated at 

the outset of the reseach program are described in the next section. 

SCHOLARLY AND PRACTICAL SIGNIFICANCE 

The dissemination process has been studied in many disciplines; for many new 

ideas, practices and technologies; and from many theoretical perspectives (e.g. 

communications, marketing, organizational theory). The dissemination research reported 

in this dissertation prmarily draws on diffusion theory and health promotion literature, 

especially a social ecological view ofhealth promotion. The application is heart health 

promotion, in particular, and the new public health, in general. The theoretical 

foundations and apphcation could have a home in several disciplines, including (public) 
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health sciences, business administration, community health, health promotion, social 

work, communications, geography, and others. My selection of a disciplinary home was 

most strongly determined by the expertise and interests ofmy supervisor, and the 

opportunity to build on previous research I carried out as a health promotion consultant. 

The relevance of this dissertation to geography is described first, followed by the 

significance to other c.spects of science and practice. 

Geographic Relevance of the Dissertation 

The strength ofdifferent disciplines studying similar processes, such as 

dissemination, is in tb e types ofquestions asked and in the analytic perspective (Green 

and Johnson, 1996). This dissertation has strong points of intersection with geographic 

inquiry, including traditional streams in geography and present-day notions ofhealth and 

place. 

A first point of intersection is a focus on diffusion. Diffusion studies examine the 

spread of a phenomenon over space and through time, and have a long tradition in 

geography. They are most closely aligned with a long-standing stream of spatial analysis, 

with roots in urban economics. In essence, geographers extended economic analysis by 

incorporating a spatial dimension. Within medical geography, spatial analysis was used to 

map and model the spread of disease, often using sophisticated epidemiological modelling 

techniques. Geographic studies on the diffusion of AIDS are a case in point (Smallman­

Raynor et al., 1992 ci:ed in Johnston et al., 1994). Spatial patterning and use ofhealth 

care delivery systems have also been explored in this tradition (Curtis and Taket, 1996). 

This dissertation does not apply sophisticated modelling techniques characteristic of 
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diffusion studies in g(:ography, however, it examines ways to study diffusion (or 

dissemination), whid may be applied in a geography of health promotion. 

A second point of intersection is a fundamental interest in human - environment 

relations (i.e. an ecolcgical perspective) (Jones and Moon, 1987). Specifically related to 

health, the geographic contribution is to understand relationships between humans and 

health/illness, mainly as mediated by the environment (e.g. political, economic, social, 

institutional). The importance ofhuman- environmental interactions as they relate to 

health have become increasingly salient with an expanded notion of health and its 

multiple determinants (Evans and Stoddart, 1994). This dissertation examines how the 

organizational environment (specifically, public health and other community agencies) 

mediates the relations1ip between the population and health. 

This dissertation is also relevant to geography because of a primary interest in 

understanding variation over space. This interest links squarely with a sensitivity to 

'place', whereby general tendencies (such as adoption of health promotion activities) can 

get played out differently in different places because of the interplay of structural forces, 

institutional practices and human agency interactions (Jones and Moon, 1993; Keams, 

1995). Geographical differences, therefore, are part of the explanation of differences in 

health promotion practices, rather than a framework for identifying different levels of 

implementation. For example, health policies, such as community development and a 

population health appmach, may be developed provincially, but be implemented 

differently in various locales. Characteristics and perceptions of the 'actors' in the system, 

including those ofcommunity leaders, health professionals and consumers interact with 
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the provincial policie~ to generate meaning and action. The interest in understanding local 

variation, and the use of a social ecological perspective to invoke understanding are strong 

connections between this dissertation and geography. 

Contributions to Tht~ory 

The research in this dissertation advances theory in two main ways. First, it 

combines diffusion th1~ory and social ecological theory to understand the diffusion 

process. Diffusion the,)ry is most useful for describing the dissemination process, but is 

insufficient for explanation (Rogers, 1995). Many different theories have been used to 

assist with explanation, mostly 'middle-range' theories from social and community 

psychology (Green et al., 1991 ). This research capitalizes on the strength of diffusion 

theory by using it as a descriptive framework for the dissemination ofhealth promotion. It 

explores relatively new territory by using social ecological theory to explain movement 

within and through vruious dissemination stages. 

A second contribution to theory is further exploring the role ofcapacity building 

in the dissemination process. Guided by a growing literature on capacity building in 

health promotion, the research extends diffusion theory by positioning capacity building 

as an important stage (or function) in the dissemination process. Specifically, 

organizational capacity is hypothesized to play a central role in implementation and 

change in implementation. 

Contributions to Metb.ods 

Although becoming increasingly common, mixed designs and methods are still 

considered somewhat non-traditional (Baum, 1995). While recognizing epistemological 
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conflicts, the three studies in this dissertation combine and integrate quantitative and 

qualitative methods in various study designs. Studies one and three use both quantitative 

and qualitative metho :is in case study designs whereas study two uses a quantitative 

analysis only in a longitudinal, observational design. 

Another methodological advance is using case study and qualitative methods to 

study the disseminati em process. Typical diffusion studies use extensive, cross-sectional, 

quantitative designs to identify factors influencing diffusion (Rogers, 1995). Qualitative 

and case study methods, however, are more appropriate to examine the interplay of 

various factors influencing the dissemination process (Yin, 1994). In studies one and 

three, this research explores the value and feasibility of using case study and qualitative 

methods for dissemin1tion research. 

Another rarely used technique in health promotion research is direct observation 

and participation in events. These techniques, however, can be powerful tools for 

explanation. Study one uses this technique. The author's role as a participant observer of 

heart health promotiou in Ontario over a ten year period is one technique used to enrich 

the interpretive analy~:is. 

Path analysis is also a seldom-used method in health promotion (Champagne et 

al., 1993), even though it provides a unique opportunity to examine structural 

relationships among predictor variables, and to distinguish between their direct and 

indirect effects. In study two, path analysis is used to identify various factors influencing 

dissemination. 
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Contributions to Policy and Practice 

The objective of dissemination is to close the gap between what is known about 

effective practices and what is applied. A successful dissemination research program, 

therefore, will help pc licy makers and practitioners apply practices known to be effective. 

One practical purpose of this research was to identify some strategies for Ontario 

to further enhance di~:semination ofheart health promotion within its public health 

system. Another practical aim was to generate some lessons about the dissemination of 

health promotion more generally. The lessons may be relevant to issues beyond heart 

health and to settings beyond Ontario health units. With respect to issue areas, the 

findings may be relev:mt to programs similar to heart health promotion, including those 

which are community· and population-based, collaborative and intersectoral. The 

research, then, is relevant to the new public health (Crichton, 1997), and the primary 

prevention ofmany chronic diseases with common risk factors and conditions. With 

respect to settings, the findings may be most relevant to systems and organizations with 

features similar to On:ario's public health system. 

AUTHOR'S PERSPECTIVE 

The researcher is a major instrument in any research program. Researchers shape 

the research questions, design, methods and interpretation (Miles and Huberman, 1994). 

They are guided by a complex interplay of knowledge, skills, experience and values. 

Researcher as instrument is a particularly dominant theme in qualitative research and 

interpretive analysis (Patton, 1990). Articulating one's perspective is a useful adjunct to 
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detailed descriptions c1ftheory and methods, to allow others to assess the strengths and 

limitations of any interpretive account. 

In this section, I highlight aspects ofmy training and experience that are most 

relevant to this doctoral research. 

My formal, post-secondary education is somewhat eclectic. It includes a 

bachelor's degree in Physical Education (McMaster); a Masters in Health Studies 

(University of Waterloo); and doctoral training in health geography (McMaster). Three 

features of this educational path are highly relevant to this doctoral research. One is an 

increasingly broad view of health, moving from a medical model, to a biobehavioural 

model, to a socio-environmental view. Also, my focus shifted from the individual, to 

groups, then to organizations and populations. 

A second feature ofmy formal education is exposure to various theoretical 

approaches. My Masters program exposed me to a wide range of theories used to explain 

health behaviour. Mo~;t ofthese theories were from social and community psychology 

(e.g. Health Beliefmcdel, Theory ofReasoned Action and Planned Behaviour, Diffusion 

of Innovations, community organization, stages of change, etc). Doctoral training in social 

geography enlarged my exposure to include numerous social science theories, including 

perspectives with a primary focus on individual agency (e.g. stress and coping) and 

structures (e.g. political economy, postmodemism, feminism). An emphasis in the 

doctoral program was an ecological perspective, with a focus on relations between 

humans and the social and physical environment. 
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Also in my po:;t-secondary education, I was exposed to a variety of research 

designs and methods. Throughout my Masters training, my engagement with the 

experimental method and quantitative analyses were dominant. My Masters thesis was an 

experimental study to examine the influence of acute exercise on reactivity to 

psychosocial stress. Doctoral studies expanded my exposure, especially to qualitative 

methods, and to observational, quasi-experimental, and case study designs. 

Throughout my graduate studies- on a part-time basis for the last year ofmy 

Masters and mostly a full-time basis throughout my doctoral studies- I maintained 

professional roles as a health promotion consultant and practitioner. As a consultant, I 

specialize in program evaluation and community-based research, with a primary focus on 

cardiovascular disease prevention and heart health promotion. Some ofmy projects 

include: resource devdopment on health promotion planning and policy (e.g. planning 

guide for District Health Councils; community mobilization manual for public health and 

other community agencies); program evaluation (e.g. Community Food Advisor Program, 

Healthy Eating Manual, Heart Health Action Program); and research (e.g. CHHIOP; 

environmental scan on national research policy; synthesis of literature on decision support 

systems and effectiveness ofcommunity-based heart health promotion programs). As a 

practitioner, I am a long-time volunteer with the Heart and Stroke Foundations of Ontario 

and Canada. As a vohmteer, I have performed a variety ofroles in the areas ofhealth 

promotion programs end policy development, at all levels in the organization. My 

professional experienees sparked my curiosity about many aspects of health promotion, 

including the tenuous links between research, policy and practice. 
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A major profe~:sional stimulus for exploring doctoral research opportunities was 

questions arising from the evaluation of the Heart Health Action Program. This evaluation 

studied five demonstn1tion communities in Ontario in order to learn about how to 

effectively plan and implement comprehensive heart health programs in diverse locations 

in Ontario. The experi1mces I observed in these five communities, and the intellectual 

challenge to understani processes and events planted the seeds for further inquiry. 

Following on the heels ofthe heart health demonstration communities in Ontario 

was the Canadian Herut Health Initiative Ontario Project. This project presented as a 

research opportunity that was aligned with my larger career commitment to studying the 

dissemination ofheart health promotion in Ontario. 

In the CHHIOP research, I had roles as a consultant and as a doctoral student. 

These roles were distinct, yet provided a useful synergy. As a consultant, main roles were 

as follows: 

• 	 Completed fom1ative research and worked with CHHIOP Investigators and other 

stakeholders to focus the directions of the research; 

• 	 Assisted in writing the funding proposal with primary responsibility for writing 

sections on the :Ormative research and the health promotion system in Ontario; 

• 	 Assumed a lead role in developing and administering the three province-wide 

surveys of public health units; and 

• 	 In addition to the papers in this dissertation, co-authored papers on the CHHIOP 

research (Taylor et al., 1998a; Elliott et al., 2000b; Riley et al., 200la). The most 

substantive investment was the most recent paper synthesizing the main 
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contributions of CHHIOP. I authored this paper on behalf of the CHHIOP 

Investigators. 

This dissertation is th:: main product ofmy roles in CHHIOP as a doctoral student. 



CHAPTER2: 

Exploring the Dissemination Process - An Holistic Case Study 


CHAPTER OVERVIEW 

The paper in bis chapter addresses objective one of the research program. The 

study combines diffm:ion and social ecological theories to examine the dissemination 

process for heart heal:h promotion in Ontario. 

The paper is single authored, with feedback from supervisory committee members 

and a colleague. My c.cademic and consulting affiliations are both relevant, since the 

methodology include:; the author's role as a participant observer within the health 

promotion environmtnt in Ontario over the ten year study period. 

The paper is i:1 press in Health Education Research. The version of the paper 

accepted for publication is in this chapter, with the exception of references and 

acknowledgements. References are part ofthe consolidated bibliography for the full 

dissertation. 
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ABSTRACT 

This paper reports the results of an analysis of the dissemination of community-

based heart health pwmotion strategies. The research draws on diffusion and social 

ecological theories to study the first ten years ofheart health promotion in the public 

health system in Ontario, Canada. Using case description and interpretive analysis, the 

study describes devel1)pments in five stages of dissemination and examines the interplay 

of factors operating in the internal organizational setting and the external environment in 

order to explain these developments. Findings demonstrate that dissemination ofhealth 

promotion is a long-t<:rm, iterative process involving multiple stages. Dissemination is 

influenced by a complex interplay of factors operating within the public health system 

(especially traditional public health practice and champions), and factors in the 

environment in which the public health system operates (especially research, practice 

information and health policies). Implications are that policy makers should: take a long­

term view of dissemination; identify intermediate and long-term goals consistent with 

dissemination stages; and capitalize on internal and external forces supporting 

dissemination goals. ::limilar case study research in other public health systems and time 

periods, and in more advanced stages of dissemination will add further insight into the 

dissemination proces~;. 
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INTRODUCTION 

The 'new public health' emphasizes multiple determinants of health, community­

based interventions, a population approach to prevention, and intersectoral action (World 

Health Organization ~tal., 1986). It is strong on principles yet weak on implementation 

(Crichton, 1997). How do new ideas and practices such as those that epitomize the new 

public health gain curency, acceptance and adoption? That is the fundamental concern of 

dissemination (Dunn !!tal., 1994; Tenove, 1999) and of this paper. The specific focus is 

on heart health promotion; an area in which a concerted effort has been made to integrate 

strategies of the new public health into the existing public health system. 

Dissemination has international and multidisciplinary significance, especially as 

the gap widens betwe;:n research evidence for practice and actual practice. The worldwide 

emphasis on health pmmotion and disease prevention makes dissemination ofpublic 

health programs partiGularly important (Brunbach and Malecki, 1996; MacLean, 1996). A 

case in point is the international movement to promote heart health. Three international 

declarations on heart health call for a multi-faceted strategy with an emphasis on 

community-based pre grams that promote behaviour change in populations and change 

social and physical environments to support healthy behaviours (Advisory Boards for the 

1st, 2nd and 3rd International Heart Health Conferences, 1992, 1995 and 1998, 

respectively). Within Canada, knowledge development on dissemination of effective heart 

health practices is a current priority (Stachenko, 1996). This priority is part of the 

Canadian Heart Health Initiative (CHHn; a multi-phase, 15 to 20 year strategy (launched 

in 1986) that aims to integrate heart health into the existing system ofhealth. A policy 
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development phase was followed by provincial surveys of cardiovascular risk factors and 

a demonstration phase in which communities within each province developed and 

evaluated programs for possible widespread application. A subsequent dissemination 

phase, completed in Ontario in 1998 and at various stages in other provinces, aims to 

increase adoption ofbest practices in heart health promotion in communities across 

Canada (see Elliott et al., 1998a for more detail on the CHHI). The research in this paper 

can be used to plan future directions of the CHHI and initiatives in other countries that 

aim to integrate heart health promotion into existing public health systems. Findings can 

also inform plans to increase the application of community-based, primary prevention 

strategies in areas other than heart health. 

Despite general agreement on critical elements of dissemination, little is known 

about the dissemination process (Dunn et al., 1994; Dobbins et al., 1998; Kitson, 1999). 

What is clear is that dissemination stages do not necessarily occur in a linear, time­

ordered sequence (Rogers, 1995; Kitson, 1999). Also, the context in which new practices 

are introduced is increasingly recognized as central to understanding the dissemination 

process (Dobbins et al., 1998; King et al., 1998). This paper reports the results of a case 

study guided by diffu:;;ion and social ecological theories (Rogers, 1995; Green et al., 

1996). It describes and analyses the dissemination ofheart health promotion in Ontario's 

formal public health ~;ystem over a ten year period. The object of dissemination is 

implementation of comprehensive, community-based programs that: a) address multiple 

behaviours (notably, tobacco use, physical inactivity, unhealthy diet), b) target 

populations in several community locations (e.g. schools, workplaces, health care 
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settings), and c) use a variety ofpopulation-based approaches (e.g. community-wide 

education, environmental and policy initiatives (Burns, 1991; Elder et al., 1993; Nutbeam, 

1996). The study aims to answer two main questions: 1) How has the Ontario public 

health system progressed through the dissemination stages for heart health promotion? 2) 

How does the interplay of factors within and outside the public health system help to 

explain the dissemination process? The research focuses on the dissemination process at a 

provincial level. It provides a temporal and developmental context within which to 

understand findings fmm the Ontario project of the Canadian Heart Health Initiative, 

which was conducted from 1994 to 1998 and examined factors influencing 

implementation ofheart health promotion activities in Ontario public health agencies 

(Riley et al., 2001b). 

METHOD 

Case study methodology is particularly useful for exploratory research and when 

the study phenomenon cannot be disentangled from the context in which it occurs (Yin, 

1994)- both charactezistic of the dissemination ofheart health promotion. The most 

useful cases to study will display the phenomenon of interest, and will have information 

available from variow; perspectives and methods to examine the phenomenon. Heart 

health promotion in Ontario's public health system meets these criteria. It has a ten year 

history, culminating in the Ontario Heart Health Program (which began in 1998) which 

supports 37local coalitions to disseminate heart health programs province-wide. The 

program aims to integrate heart health promotion into the existing public health system. 

How and why the province-wide program was launched can provide insight into how to 
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disseminate similar public health initiatives. Multiple data sources are also available to 

study the disseminaticn process in Ontario. Central among these are quantitative and 

qualitative data from 1he Canadian Heart Health Initiative Ontario Project (CHHIOP) 

conducted from 1994 to 1998. 

Research Setting 

Ontario is Canada's lagest province with a population of approximately 11 million. 

Public health services are primarily delivered through regional health departments, each 

administered by a board of health and regulated by provincial legislation and program 

guidelines. Public health programs are cost-shared by provincial and municipal 

governments, with a tl)tal combined annual budget of approximately $300 million (1997 

level) and 4,600 full-t[me equivalents (FTEs) or approximately 43 FTEs per 100,000 

population (in 1997). Local boards range widely in per capita funding ($18 to $60 in 

1997), population senred (39,354 to 721,130 in 1997), and geographic location and size. 

Design 

The study period began in 1989 with the first evidence of a provincial focus on 

heart health promotion. The marker event was a new public health mandate to promote 

healthy lifestyles (On1ario Ministry ofHealth, 1989). This new mandate shifted the focus 

ofpublic health to non-communicable disease prevention. 

Study question #1 (description of the dissemination process): Primarily guided by 

diffusion theory (Rogers, 1995), the case study was expected to show that the 

dissemination process involves five stages (Table 1). Each stage is defined by one or more 

objectives. Collectively, the stages cover the development, delivery and evaluation of 
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heart health promotion activities. Some activities must happen before others, but activity 

can take place in more than one stage at a time and movement can be forward or 

backward through stages. Case description was used as a general analytic technique (Yin, 

1994). A chronology of events by dissemination stage was developed for the time period 

from 1989 to 1999. 'Events' included developments related to heart health or multiple 

risk factor programming in Ontario's public health system and were classified into stages 

based on their main P"lrpose. 

Study questior.~ #2 (explanation of dissemination process): Guided by a social 

ecological view (Mcleroy et al., 1988; Simons-Morton et al., 1988; Green et al., 1996; 

Orlandi, 1996), the study explored the interplay of factors within the public health system 

and the broader environment in order to explain the dissemination process. Within the 

public health system, main factors that may influence dissemination include: perceptions 

of community health ~romotion (e.g. relative advantage over existing practice) (Rogers, 

1995); skills and resources for heart health promotion (e.g. assessment ofneeds, planning, 

evaluation, community mobilization) (Schwartz et al., 1983; Goodman et al., 1997); 

leadership (Rogers, 1995); and mandate (Kreuter, 1992). Within the external system, 

some main influencing factors include: interorganizational relationships or partnerships 

(Butterfoss et al., 1993; Goodman et al., 1998); technical assistance or capacity building 

activities (Florin et al., 1993; Jackson et al., 1994), and contextual factors such as social 

and physical characteristics of communities and trends in the health and social policy 

environment (Green ~:tal., 1996). In this study, internal and external factors supporting 

and constraining major events related to heart health promotion were identified. Factors 
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Table 1: Dissemination ~.tages for heart health promotion in the public health systema 

Dissemination 
Stage 

Objectives of Each Stage 

Problem/ 
Opportunity 
Identification 

• 
• 

Aneed is identified to promote heart health or individual risk factors 
An opportunity to improve public health practices to promote heart health is 
recognized, especially by key decision makers 

Innovation 
Development or 
Adaptation 

• 

• 

• 
• 

Heart health promotion activities are found or developed that are appropriate for 
the public health system and the local context 
Public health professionals responsible for implementation perceive that heart 
health promotion activities are compatible with public health practice; superior to 
current practice; easy and flexible to implement; possible to try on asmall scale 
and terminate 
Heart health promotion activities achieve their intended effect 
Heart health promotion activities are revised to better suit local conditions 

Strengthening Local 
Predisposition and 
Capacity 

• 

• 

• 

• 

Public health agencies are motivated to undertake heart health promotion 
activities 
Public health agencies are aware of heart health promotion activities and their 
proper use 
Sufficient and appropriate staff and financial resources are available for heart 
health promotion activities 
Champions for heart health promotion exist in the public health system 

Local 
Implementation 

• 
• 

• 
• 

Heart health promotion activities are implemented according to set standards 
The meaning of heart health is clarified; heart health promotion activities are re­
invented to accommodate public health agency needs and structures; and public 
health agencies are changed to fit with heart health promotion activities (i.e. 
redefining/ restructuring) 
Implementation of heart health interventions increases over time 
Heart health promotion is incorporated into the regular activities of public health 
(i.e. routinized) 

Monitoring, 
Evaluation and 
Research 

• 
• 

• 
• 

• 

• 

Achievement of goals, objectives and targets for change are evaluated 
Organizational predisposition and capacity for heart health promotion are 
monitored 
Implementation of heart health promotion activities is monitored 
Outcome evaluations address the scientific and social validity of heart health 
promotion activities, and are performed commensurate with investment in the 
program 
Research is conducted to support the development and dissemination of heart 
health promotion activities 
Monitoring, evaluation and research are used to inform other stages 

..
aThe defimtion of stages IS p·1manly Informed by Rogers (1995) and Orlandi (1996). A mam adaptation IS the stage to 
strengthen local predisposition and capacity, informed mainly by Green and Kreuter (1991) and a growing literature on 
capacity building in health pr:>motion (e.g. Schwartz et al., 1993; Goodman et al., 1997). 
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were classified as 'internal' ifthey were under the direct control of the public health 

system, and 'external' if they were not. The relative influence of factors was determined 

based on: a) perceptioo.s of factors influencing developments from public health 

professionals and otht r provincial and local stakeholders; b) changes in factors in relation 

to the timing of event!:; c) direct observation; and d) theoretical plausibility. 

Data Sources 

Multiple data nources were used for this study. All written documents were coded 

manually by the author, for dissemination events (study question #1) and factors 

influencing these events (study question #2). Data sources are described below and listed 

in the Appendix. 

Provincial public hea.'th policy documents: Policy documents were initially identified by 

the author. A computerized search of Ontario government documents was also conducted 

using the following key words: population health, health promotion, heart health 

promotion, CVD prevention, tobacco, nutrition, physical activity, and chronic disease 

prevention. 

Reports and publications from heart health programs in Ontario: Major heart health 

initiatives in Ontario include the Heart Health Action Program (HHAP) (1990-1996); the 

Canadian Heart Health Initiative Ontario Project (CHHIOP) (1994-1998); and the Ontario 

Heart Health Prograrr (OHHP) (1998-2003). Reports from these initiatives were 

identified by the author, in consultation with government officials. Two major sources 

used were reports from CHHIOP qualitative studies. In-depth interviews were completed 

in a subset of eight htalth units in 1995 and 1997 (with 50% overlap ofunits). Units were 
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selected to achieve maximum variation on levels of implementation and other 

characteristics related to heart health promotion (e.g. region, per capita funding, 

population served). For each study, respondents included five to seven public health staff 

from each unit who were most involved in managing and delivering heart health programs 

(n=56 in 1995; n=38 in 1997). The 1995 study also included focus groups with 

representatives from ether community agencies. Using thematic analysis, the qualitative 

studies were primarily used to explain observed levels ofpredisposition, capacity and 

implementation. 

Publications ofPublic Health and Epidemiology Report Ontario (PHERO): PHERO is a 

monthly publication of the Public Health Branch, Ontario Ministry ofHealth. The primary 

audience is public health researchers and practitioners in Ontario. A manual search of 

PHERO publications :rom 1990 to 1999 was conducted to retrieve articles related to heart 

health promotion and healthy lifestyles programs. 

Administrative staffing and budget reports for local boards ofhealth: These reports were 

prepared by the Public: Health Branch to show how the financial and staffing resources in 

public health have be<:n allocated provincially across boards ofhealth in relation to public 

health goals and their respective mandatory programs. 

CHHIOP surveys ofpublic health units: Secondary data analyses were performed on 

quantitative, province· wide surveys ofpublic health departments completed in 1994, 1996 

and 1997 (described in detail in Riley et al., 200lb). A written, organizational response 

was completed jointly by the local Medical Officer ofHealth and staff most involved in 

heart health promotion in all 42 health units at all three data collection times. The surveys 
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were primarily to describe levels ofpredisposition, capacity and implementation over 


time. Predisposition was measured as the perceived importance of undertaking 18 


organizational practices to support heart health (on a four-point scale from 'not at all 


important' to 'very important'). Organizational practices were organized into four areas: 


assessment, planning, supporting implementation and evaluation. Capacity was measured 


as the perceived effec1iveness ofperforming the same 18 organizational practices (on a 


five-point scale from 'not at all effective' to 'very effective'). Implementation was 


measured for 7 5 community-based activities, organized by risk factor and setting (on a 


five-point scale from 'not aware of any organized activity' to 'a high level of 


implementation'). Measures are described in more detail elsewhere (e.g. Elliott et al., 


1998a; Riley et al., 2(101b). 


Published and unpublished literature on trends and issues in public health and (heart) 


health promotion: Sone key sources were identified by the author. Topics included: 


trends and issues in public health nationally and in Ontario; trends and issues in health 


promotion policy and practice; and descriptions and evaluations of community heart 


health programs in jurisdictions other than Ontario. 


Direct observation: A::; a health promotion researcher, consultant, and volunteer, the 


author was a participa1t observer throughout the full study period (see specific 


involvements in the Appendix). 


RESULTS: The first ten years of heart health promotion in Ontario 

Figure 1 (on page 34) sUlllffiarizes major events related to heart health promotion 

in Ontario from 1989 ·:o 1999. It shows multiple developments in all five stages ofthe 
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dissemination process. An overall progression through stages is apparent, with various 

iterations within and between stages. Figure 2 shows main internal organizational factors 

and external system f~.ctors that 

help to explain the timing and 

character of selective ,~vents. The 

interplay of factors is llnique for 

each event. 

Results for study questions 

1 and 2 are presented by stage. 

The superscripts refer to 

numbered data sources in the 

Appendix. 

External Environment 

Preventive 
health policy 

Figure 2: Internal organizational and external 
system factors influencing the dissemination 
process 

Problem Definition: At the provincial level, the primary strategy for defining the 

problem of cardiovas<:ular disease was the public health mandate'. Specifically, the 1989 

guidelines for local bCiards ofhealth introduced a set ofhealthy lifestyles programs, 

including tobacco use prevention, nutrition promotion and physical activity promotion. 

The healthy lifestyles programs identified a major opportunity to improve public health 

practice to prevent premature death and disability from cardiovascular and other chronic 

diseases5
•

36
• The lifestyles programs were taking a new approach to the challenge of 

ischemic heart diseast:5
• 

10
; that is, a population health approach aimed at lowering the risk 

for the entire populati:m through behavioural and environmental change (Table IT). 



Figure 1: Summary ofheart health promotion activities in Ontario, 1989 to 1999 

' 

TIMING OF EVENTSDISSEMINATION 
STAGE 

1989 11990 11991 11992 11993 11994 11995 11996 11997 11998 11999 

Problem New public health mandate: Healthy Lifestyles------------------------------------> Revised public health mandate: chronic 
Definition disease prevention----------> 

CMOH" report: Promoting Heart Health 

Community intervention framework-------------------------------------------------------------------> 
Development 
Innovation 

HHAP" ------------------------------------------------> 
'· Documenting 'what works' in he'art health-------------------> 

Ontario Heart Health Network ---------------------------------------------------------------------------------> 
Predisposition 
Strengthening ; 

HHAP" funding incentive 
& Capacity Provincial resource system --------------------------------------------------------> 

HHRC": for HHAP"--------> HHRC": province-wide mandate-------------------------> 
CMOH" report: Promoting Heart Health 

Ontario Heart Health Program--------> 

Implementation <--------------------- Gradual, steady increase in local heart health promotion activities ----~------------------------------> 
(under various program names) ;;, 

Monitoring, fr Ontario Health Survey Ontario Health Survey 
Evaluation & HHAP" evaluation --------------------------> 
Research Ontario Heart Health Survey 

CHHIOP": dissemination research -----------> 
PHRED" review of heart health programs PHRED" review updated 

Heart health benchmarking study 
OHHP" 
evaluation -> 

~ 

a Abbreviations (in alphabetical order): CHHIOP (Canadian Heart Health Initiative Ontario Project); CMOH (Chief Medical Officer of Health); HHAP (Heart Health Action 
Program); HHRC (Heart Health Resource Centre); OHHP (Ontario Heart Health Program); PHRED {Public Health Research and Education Development Program) 



35 

Table II: Shifts in public 1ealth practice with the healthy lifestyles programsa 

Characteristic Traditional public health Healthy lifestyles mandate 

Clients Individuals Populations 

Targets of change Risk factors Health behaviours and social and 
physical environments 

Dominant public health 
strategies 

Health education and screening Education, environmental and policy 
initiatives 

Responsibility for public he< 1Ith Public health agencies Multiple sectors 

Role of the public health 
professional 

Educator and teacher Facilitator and partner 

Organizational structure Hierarchies and disciplinary divisions Networks and multidisciplinary teams 

a This table is asynthesis of literature comparing traditional public health practices and the new public health. Some 
recent comprehensive reviews include Crichton (1997) and Shah (1998). 

Several facton contributed to the introduction of the new public health mandate. 

38 39Intellectual support was one factor5
• • , but was insufficient to shift public health policy 

on its own. A strong internal champion and political support were other necessary 

ingredients10
• 

18
• The Chief Medical Officer ofHealth (CMOH) for the province 

championed the efforts internally. New to his position, the CMOH had a vision tore-

vitalize public health1
: to shift the emphasis towards chronic disease prevention. His 

vision was shaped, in part, by external forces. Main forces included: an abundant 

literature on disease and behavioural epidemiology2
; recent work completed by the 

Premier's Council on Health Strategy to establish health goals for Ontario8
; innovative 

practices in other jurisdictions (notably, Minnesota Heart Health Program)15 
; and a health 

policy environment aiming to enhance prevention and health promotion, especially by 

promoting individual behaviour change7
• 
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The definition of CVD as a problem of unhealthy lifestyles was reinforced every 

three to five years throughout the study period. It was reinforced in a subsequent public 

health mandate6
, policy documents\ and heart health programs, including the Heart 

Health Action Progran15 and the Ontario Heart Health Program14 
• For each initiative, 

provincial public health authorities capitalized on circumstances in their internal and 

external environments. For example, the CMOH capitalized on his authority (internal 

factor) and the knowledge ofprevention (external factor) in order to publish his 1993 

report of the CMOH Promoting Heart Health 18
•

39
• In 1997, internal structural changes 

(e.g. an upcoming shif: to 100% municipal funding for public health programs) were a 

major stimulus for revising the provincial program guidelines12
• The healthy lifestyles 

programs were consolidated into a single chronic disease prevention program, and 

program standards were made more measurable and prescriptive (Table Ill). These 

changes were to encow·age at least a minimum investment in chronic disease prevention 

programs by local politicians and to facilitate enforcement. 

Innovation Development: During the ten year study period, Ontario experienced 

three main phases in int1ovation development. The first phase was conceptual and 

involved developing a eommunity intervention framework. In the late 1980's, the Ontario 

Ministry ofHealth adopted a comprehensive, population-based framework that was 

applied to single and multiple behavioural risk factors3
•
4

• The framework was maintained 

throughout the study period with minor refinements14
• 

15 
• 
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Table Ill: Sample provincial public health objectives for heart health promotion, 1989 and 1997 

Sample provincial public health goals 

19891 19976 

Disease objectives 

a. To reduce the mortality from ischemic heart diseases by 
25% by the year 2010. 
b. To reduce the morbidity from diabetes and hypertension. 

Behavioural objectives 

a. to reduce the proportion of adults and youth who 
use tobacco 

b. to increase the proportion of the population with 
sound nutritional practices 

c. to increase to 75% the proportion of adults who 
take part in regular physical activity by 2000 

a. to reduce the proportion of 12-19 year olds who smoke 
daily to 10% by the year 2005 

b. to reduce dietary fat intake to an average of 30% of 
calories or less among people age 18 and older by the 
year2010 

c. to increase to 40% the proportion of all adults who 
include at least 30 minutes of accumulated, moderate 
physical activity on most if not all days of the week by the 
year 2010 

Environmental objectives 

a. to reduce the proportion of adults and youth who 
are exposed to second-hand smoke 

a. to increase the proportion of smoke-free public places 
and workplaces to 100% by the year 2005 
b. to increase the proportion of smoke-free homes by the 
year 2010 

An interplay of internal and external factors contributed to the conceptual 

development. In the late 1980's, a political priority to increase the emphasis on health8 

(external), tests of community-wide approaches for the primary prevention of CVD in 

Europe and the United States28
• 

35 (external), and a new public health mandate1 (internal) 

set the stage for innovation in Ontario. A critical internal factor to make things happen 

was a new internal structure - the Community and Health Promotion Branch (CHPB) ­

with a mandate to catalyse health promotion in Ontario2
, and a Director who had both a 

vision and passion for a health promotion system in Ontario 18
• 

39
• 
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A second phase of innovation development in Ontario was demonstration projects. 

The Heart Health Action Program (HHAP) was launched in 1990 with a goal to develop 

and test heart health programs at the community level15 
• Five diverse locations were 

selected so that approaches developed would be suitable to various settings in Ontario. 

A mix of intemal and external factors contributed to the timing and character of 

the HHAP. The broad~st context was a supportive political environment for health 

promotion8 (external), as well as research and practice information from jurisdictions 

outside of Ontario (external), such as the Canadian Heart Health Initiative30 and 

international CVD prevention research and demonstration projects35 
• Two main internal 

factors supporting the HHAP were the new public health mandate in healthy lifestyles' 

and the mandate of the CHPB to catalyse community health promotion2
• Public health 

authorities (Directors 1)f the Public Health Branch and CHPB) capitalized on these 

supportive conditions and earmarked funds for heart health promotion when an 

investment opportunity presented itself in the late 1980s18
• 

The third phas~~ of innovation development was knowledge synthesis, with a goal 

to identify promising interventions for widespread application. Near the sunset of the 

demonstration project~;, health units and other agencies across Ontario were looking to the 

HHAP for guidance on how to apply lessons learned from these projects in their own 

jurisdictions10
• Public llealth professionals were keenly interested in "things that work", 

including specific products (e.g. pamphlets, displays, activity kits), statistical and review 

literature, practical strategy and planning material, media tools, information on risk factor 

strategies, and evaluaLon strategies. As a result, 1995 to 1998 was a transition phase to 
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bridge the gap betweer1 demonstration and dissemination. A priority during this phase was 

13 21 27knowledge synthesist:> identify and disseminate "best practices" for heart health9
• • • • 

Efforts to idemify best practices were made possible by a growing public health 

infrastructure in Ontario29 (internal factor), as well as complementary efforts outside of 

Ontario28
•
31 (external factors). A major support within the public health system was a 

mandate to promote evidence-based practice in public health33
, including community­

based heart health programs. Another internal support was the mandate of a provincially 

funded resource centn: (i.e. Heart Health Resource Centre [HHRC]) to disseminate heart 

health programs13
• 

18
• 

Strengthening Predisposition and Capacity: 

Highly motivated .... 

At a provincial level, motivation for heart health promotion among local public 

health professionals remained high throughout the full study period. Over halfofhealth 

units submitted applications for the HHAP; average levels ofpredisposition for heart 

health promotion, measured in CHHIOP from 1994 to 1997, were consistently high16
; and 

all health units were participating in the Ontario Heart Health Program (OHHP). 

Levels ofmotivation were influenced by both internal and external factors. 

Dominant internal supJorts were the public health mandate and funding incentives for 

heart health programs11
• The opportunity for provincial funding was a particularly strong 

influence in 1997 (with the upcoming change to 100% municipal funding for public 

health programs) because of its interaction with competing local priorities (external 

factor). Staff speculated that "the future ofheart health promotion will rest largely in the 



40 

hands of the Health Ptomotion Branch ... through the Ontario Heart Health Program 

funding", since "it may be a difficult task, especially administratively, to convince 

municipal governments that heart health deserves the priority that it currently receives"12 

(p.69) 

... but need the skills and resources 

Throughout th1~ 1990s, all skills and resources for heart health promotion 

(including financial ar.d human resources, leadership, organizational structures, and 

partnerships) (Table IV) increased steadily, reaching modest levels by 1998. Main areas of 

strength were provincial funding for health promotion, staff expertise and a strong 

commitment to commllnity partnerships. All skills and resources, however, had room to 

improve, especially sustained support for heart health promotion from local boards of 

health, public interest in heart health promotion and partnerships with agencies not 

traditionally involved in health promotion. The intersection of internal and external 

factors helps to explain the modest levels of skills and resources among Ontario local 

17 18 32public health professicnals. New directions in public health and health promotion10
• • • 

(external factors) explain the low levels of skills and resources for heart health promotion 

at the beginning ofthe study period. Strengthening skills and resources during the 1990s 

was constrained by several factors, including: limited funding for prevention within the 

health system29 (external factor); limited funding for heart health promotion within the 

public health budget19
•

24 (internal factor); and an increasingly broad mandate in public 

health, whereby local public health professionals felt they were being "stretched thinner 
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Table IV: Trends over tirne on some skills and resources for heart health promotion 

Some skills and 
resources for heart 
health promotion 

Trends throughout the 1990s 

Public health budget for 
tobacco, nutrition and 
physical activity programs 

• 
• 
• 

Approximately 10% of public health resources by 199717 

3.6% increase from 1992-9724 

Some additional resources through other public health programs (e.g. 
Healthy Growth and Development Program)24 

Provincial funding 
incentives for heart health 
promotion 

• 
• 

1990 (HHAP): $1 million per year for 5 years for 5communities15 

1998 (OHHP): $3.4 million per year for 5 years for 37 communities14 

Staff time spent on heart 
health promotion activities 

• Among those staff most involved in heart health promotion, 12% increase in 
the average time spent on heart health activities from 1994-97 (71% of time, 
on average, in 1997) (CHHIOP health unit surveys) 

Staff expertise • 

• 

Increases in knowledge and skills related to population health, heart health 
promotion, community development and organization, partnerships10

•
11 

By 1997, some areas for further improvement: clarifying the difference 
between population and individual approaches and learning how to work 
with other agencies10

•
11 

Leadership for heart 
health promotion 

• 

. . 

Increased leadership for heart health promotion from health units; the 
average health unit reported taking a lead role in 31% of an inventory of 75 
heart health promotion activities in 1994 and a lead role in 42% of activities 
in 1997 (CHHIOP health unit surveys) 
Leadership from health units variably present across the province10 

Organizational structure • 

• 

Shift away from atraditional disciplinary focus to interdisciplinary planning 
and programming10

•
11 

Many units restructuring and reorganizing at the end of 199711 

Organizational practices to 
support heart health 
promotion 

• 

• 

Effectiveness of organizational practices improved, including practices 
related to assessment, planning, mobilizing resources for implementation, 
and evaluation (CHHIOP health unit surveys) 
By 1997, health units were "somewhat effective", on average. They were 
most effective with assessment and planning practices and least effective 
with evaluation practices (CHHIOP health unit surveys). 

Continued on next page 
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Some skills and 
resources for heart 
health promotion 

Trends throughout the 1990s 

Partnerships with 
community agencies 

• 

• 

• 

• 

Increased number of and participation in networks related to heart health at 
provincial, regional and local levels (CHHIOP health unit surveys) 
Uniform, strong commitment to community partnerships within public 
health10 

Partnerships most advanced with schools and community agencies and less 
advanced with non-traditional partners such as municipal government, 
workplaces, and health care offices10

•
11 

"[T]he state of play of relationships with other community agencies is 
variable with some units still in the initial stages of learning how to work with 
community agencies. There is still a lot to be learned about how to translate 
philosophy into practice"10 (p. 93l 

Public interest in heart 
health promotion 

• Sustained weak relationship between public health and the public. The 
profile of public health is "non-existent"10 

(p.SsJ, and the public maintain a 
traditional view of public health as an organization that "gives inoculations" 
and goes "out to schools to check kids eyes and teeth"10 

(p.ssJ 

and thinner and thinn<;:r" and " ... didn't think (they) could take on any more new mandates 

and expect (to) do them well"10 
(p·

89>(internal). 

The increases :n skills and resources observed in Ontario were also the result of 

internal and external i1fluences. External factors provided a supportive context for 

enhancing public health capacity within Ontario; notably, worldwide emphasis on 

strengthening public health to impact on chronic disease32
; and a more established policy 

focus on disease prev(:ntion and community health promotion8
• Developments in the 

public health infrastructure in Ontario were more directly responsible for observed 

increases in skills and resources10
• 

12
• 

17
• Locally, changes such as new hiring practices, 

allocation of time to healthy lifestyles and heart health programs, and new organizational 

structures enhanced skills and resources for heart health promotion. A provincial resource 

system to support community health promotion also enhanced local capacity. Since 1992, 

multiple components of a health promotion resource system were established, including 
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peer networks, funding incentives, 

training and consultat:on supports and 

written resources18
• AJhough the 

impact of specific components 

remains unclear, organizational level 

research provides evidence of an 

association between use of resource 

centres and organizational capacity16
• 

Local Implementation: By the 

end of the study period, Ontario was at 

an early stage of implementation. As 
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Figure 3: Percent ofhealth units 
implementing 2: 50% ofheart health 
promotion activities at or above a medium 
level of implementation, 1994 to 1997 

of 1997, although mont health units had established heart health programs, the average 

program only had a 2. 6 year history and public health professionals did not yet have a 

common understandirg ofheart health10
• Reported levels of implementation were also 

relatively low16
• Figure 3 shows that implementation ofheart health programs has 

continued to increase since at least the mid-1990s, however, by 1997, less than one third 

ofhealth units were implementing heart health programs at a level that may be considered 

attainable with limited resources. 

Factors influencing implementation ofheart health activities at the organizational 

level are examined in detail in other papers16
• Findings show that implementation is 

influenced by several internal organizational factors, such as health unit priorities, 

structures, processes c:nd traditional practice, and external factors, such as partnerships 
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with community agendes and community interest in heart health. Nevertheless, 

approximately 50% of the variability across health units remains unexplained. The 

interplay of factors in particular locations may help explain this variability, and is the 

topic of further study <Riley et al., in press). 

Monitoring, Evaluation and Research: Ontario met several objectives of the 

monitoring, evaluation and research stage during the ten year study period. The initial 

focus of activities was monitoring population health behaviours to identify a need for 

action4 
• These surveys demonstrate a commitment from within the public health system 

(internal factor) to use epidemiology to guide program directions. This commitment was 

demonstrated by the C'MOH, in particular, in his 1993 report in which he described 

research and analysis as high priorities to support public health activities5
• External 

incentives also influenced monitoring activities; notably, eligibility for research funding18 
• 

Another focus of activities in this stage was process (or implementation) 

evaluations ofheart h(:alth initiatives. Major studies with this focus include the HHAP, 

CHHIOP, and benchrr.arking studies in public health23 
• A combination of internal and 

external factors helps 1:0 explain a strong focus on process evaluations. A major internal 

22 37force was a growing infrastructure to conduct public health research20
• • • The evaluation 

and research needs ofthis infrastructure were guided mainly by external factors, including 

the current knowledge base15 and external funding incentives for implementation 

research18
• 

A third, and most recent, focus in the evaluation stage is on outcome evaluations, 

including population impacts for knowledge and behaviour change14
• This focus on 
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outcomes was mainly the result ofthe policy environment (external factor), which was 

increasingly focussed on accountability, return on investment and evidence-based 

practice26
• 
29

• 

DISCUSSION 

The findings in this paper support and build on the study propositions. Findings 

reinforce three main themes in the literature on the dissemination of health promotion: 

1. The dissemination cfhealth promotion programs involves multiple stages. Initiatives in 

Ontario to promote he;rrt health met objectives consistent with five stages of 

dissemination. First, cardiovascular disease was defined as a problem of unhealthy 

lifestyles and opporturities were identified to improve public health practice to promote 

healthy lifestyles. Then, during the ten year study period, several activities (e.g. 

demonstration commuaities, knowledge synthesis) were undertaken to identify and test 

heart health innovations suitable for the Ontario context; to strengthen local capacity (e.g. 

provincial resource sy~.tem activities); to evaluate programs (e.g. HHAP); and to conduct 

research to inform the dissemination process (e.g. CHHIOP, benchmarking in public 

health). Some objectives, such as sustaining implementation of heart health activities, 

were not addressed during the ten year study period, but may become a priority as levels 

of implementation ofbeart health promotion increase. 

2. The dissemination process is iterative, while maintaining an overall progression from 

defining the problem to evaluating solutions. Consistent with study propositions, findings 

show that dissemination is non-linear. Events happened in more than one stage at a time 

and each stage was revisited several times throughout the ten year study period. Events 
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reinforced and extend,~d previous activities. For example, the definition of the problem 

was reinforced every] to 5 years beginning in 1989, and the program requirements for 

local boards of health were strengthened from 1989 to 1997 as reflected in provincial 

guidelines. Similar pa[tems of reinforcement and extension were apparent in all stages 

(Figure 1). 

3. Capacity building i.f an essential component in the dissemination ofhealth promotion. 

The last 10-15 years have seen a growing literature on capacity building in health 

promotion, at individtal, organizational and community levels. The focus on capacity 

reflects a recent parad1gm shift in public health towards community-based, intersectoral 

and population approaches. Findings from this study reinforce the need for strengthening 

capacity within the public health system. They also reinforce the need to focus change 

efforts on various dimensions within public health organizations, including: structures 

(e.g. multidisciplinary teams), processes (e.g. media advocacy), organizational outputs 

(e.g. environmental change programs), values (e.g. focus on populations), knowledge (e.g. 

population health) and skills (e.g. building partnerships). These dimensions reflect many 

components of capacity described in recent literature (e.g. Hawe et al., 1997; Goodman et 

al., 1998), and are consistent with transformation processes within organizations 

(Crichton, 1997; Senge, 1999). 

Findings also contribute new knowledge on the dissemination of (heart) health 

promotion, including 1he time period for dissemination and factors that help to explain the 

dissemination process. 
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1. Dissemination ofnew health promotion practices takes a long time. Ten years after the 

problem of unhealthy lifestyles (contributing to CVD) was defined as a public health 

problem in Ontario, levels ofcapacity and implementation for heart health promotion 

were low to modest. These findings suggest that at least ten years is needed to set the 

public health agenda and to prepare for change (e.g. developing innovations, 

strengthening predispc sition and capacity), especially when new practices represent a 

departure from traditional ways ofworking (Rogers, 1995). 

Findings also s 11ggest that the time period for dissemination is extended if what to 

disseminate is unclear. Typically, a program (with objectives, strategies and results) is the 

basic material for dissEmination (King et al., 1998). In Ontario, there was a substantial 

time delay between the completion of the demonstration projects and province-wide 

dissemination ofheart health promotion activities. A main activity during this transition 

period was identifying and documenting practices for widespread application. This 

process was still in early stages at the end of the study period. Much is yet to be learned 

about how to evaluate the effectiveness ofhealth promotion activities; how to translate 

research evidence into guidelines for application which take into account the need for 

adaptation in different jurisdictions; and how to gain support for new practices among 

public health professionals. Application of social marketing principles demonstrates some 

promising results in these areas (Kotler and Andreasen, 1991). A social marketing 

framework may help to maximize dissemination by considering the interplay of 

characteristics of the product (i.e. health promotion activities), circumstances under which 
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the product is used, and participation of those responsible for use of the product (e.g. 

public health professionals) throughout all stages of design and delivery. 

2. The dissemination process is energized by the intersection ofinternal organizational 

and external system factors. As expected, Ontario findings show that the dissemination 

process cannot be disentangled from the context in which new practices are introduced. 

Many factors were shown to influence the dissemination process. Consistent with 

previous work, factors included features of the public health system such as local 

governance structures, knowledge and skills of public health professionals, leadership, 

mandate and resources. They also included environmental factors beyond the direct 

control of the public health system, such as national health policies, scientific 

information, and agency partnerships. A unique contribution from the social ecological 

analysis in this study is a greater understanding of the interplay ofexternal and internal 

forces that influence movement within and across dissemination stages. 

A prime example of the 

interplay of internal and external 

factors was the development of the 

new public health mandate in 1989 

(Figure 4). The CMOH was a strong 

internal champion for the change in 

mandate. He was influenced and 

supported by events and information 

Innovative 
/.practices in "-.__ 

Preventive other places """ 
health policy (E) . Introduction

(E) Internal champion w1th 
of healthy 

I 
decision· making • 

lifestyles
authority 

programs(I)
Health goals / 


process 

(E) Epidemiology 

"' (E) 

Figure 4: Interplay of factors influencing the 
introduction of the healthy lifestyles 
programs in the 1989 public health mandate 

in the external environment; notably, a 



49 

health policy enviromnent supportive of enhancing disease prevention and health 

promotion, innovativt: practices in other jurisdictions, and epidemiological information. 

Findings also provide some insight into the relative influence of each factor. The 

policy environment emerged as a particularly dominant force. A political desire to 

enhance health promotion was capable ofoverpowering incomplete evidence on the 

effectiveness ofheart health promotion and of a poor economy. The policy environment 

also influenced how information was used in decision-making. One example is the 

strength and persisten~e of the lifestyles definition ofheart health promotion in Ontario. 

Information on behavioural epidemiology was readily used to support a focus on 

individual lifestyles. Convincing evidence on social inequality as an important underlying 

cause ofCVD (e.g. Wilkinson and Marmot, 1998), however, was not apparent in how the 

problem ofheart health promotion was defined or in any other stages ofdissemination. 

Explaining why this information was not used was beyond the scope of this study, but it 

may be related to the relative recency of conclusive evidence and the lack of practical 

solutions to address tb e problem of social inequalities. 

Implications for Research 

Findings sugg(~st promising areas for research in three main areas. First, 

replication in other sy:,tems is a priority. Results ofthis single case study are suggestive 

more than definitive. Propositions about dissemination will be strengthened by 

conducting similar ca~:e study research under different spatial (i.e. public health systems) 

and temporal (i.e. time periods) conditions. The Canadian Heart Health Dissemination 

Project, recently launched as part ofthe CHHI, contributes to this research agenda. 
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A second pri01ity for research is to conduct more in-depth analyses of the interplay 

of factors that create change. Complementary research in Ontario provides examples of 

more in-depth studies, including a path analysis (Riley et al., 2001b) and comparative 

case studies (Riley et <~.,in press) to better understand variability in levels of 

implementation among Ontario health units. 

A third area for research is to study more advanced stages ofdissemination. What 

factors accelerate and constrain the dissemination process over a longer period oftime? 

As health promotion initiatives mature, in Ontario and elsewhere, opportunities for this 

research will increase. The provincial evaluation ofthe Ontario Heart Health Program is 

one opportunity, whicL includes quantitative and qualitative data collection from local 

public health and other community agencies, similar to CHHIOP, as well as data 

collection from provincial stakeholders. 

Implications for Publiic Health Policy and Practice 

Findings sugge~:t policy makers should consider a long time horizon for 

dissemination and set r1~alistic expectations for changes (e.g. ten years to create capacity 

for substantial growth in levels of implementation). Applied to the CHHI (and other 

similar initiatives), the' 'dissemination phase" needs to extend well beyond five years to 

achieve substantial gains in program implementation. Policy makers must also view 

dissemination as a dynamic process; one that requires creating and capitalizing on 

opportunities for change. Furthermore, identifying such opportunities requires constant 

attention to forces opemting in the internal and external environments. Planning for 

dissemination, therefor<:, means striving to create a synergy of forces to achieve 
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intermediate and long--term dissemination objectives. For public health policy makers, it 

means identifying and changing factors that they can influence directly (e.g. mandate, 

resource allocation) and aiming to influence those factors that are beyond their immediate 

span ofcontrol (e.g. political priorities). 
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CHAPTER3: 

Understandin:~ Levels of Implementation of Heart Health Promotion­


A Quantitative Analysis 


CHAPTER OVERVIEW 


The paper in tbis chapter addresses part of objective 2 of the research program. 

Using a quantitative analysis, the study examines factors influencing 1997 levels of 

implementation ofheart health promotion in Ontario's public health departments. 

I am first author on the paper. In that role, I completed all analyses, wrote the 

paper and responded to feedback from co-authors, committee members, and external 

reviewers. The second author provided guidance on the path analytic technique. 

This paper is published in Health Education Research, with the following citation: 

Riley BL, Taylor SM, Elliott SJ (2001) Determinants of implementing heart health 

promotion activities in Ontario public health units: a social ecological perspective. Health 

Education Research, 16(4): 425-441. 

The published "ersion of the paper appears in this chapter, with the exception of 

references, which appear in the consolidated bibliography after chapter 5. 
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ABSTRACT 

This paper repcifts the results of a study undertaken to explain levels of 

implementation ofheru1 health promotion activities observed in Ontario public health 

agencies in 1997. Organizational level data were collected by surveying all 42 health 

departments in 1994, 1 ~96 and 1997 as part of the Canadian Heart Health Initiative 

Ontario Project. Guided by social ecological and organizational theories, the model 

examines relationships between implementation and four sets ofpossible determinants of 

activity: a) the predisposition of agencies to undertake heart health promotion activities; 

b) their capacity to undertake these activities; c) internal organizational factors; and d) 

external system factors. A small set of five variables explain almost halfof the variance in 

implementation (R2 = 0 46): organizational capacity (B=.40), priority given to heart health 

(B=.36), coordination of programs (B=.l9), use of resource centres (B=.12) and 

participation in networks (B=.09). The results suggest that models integrating 

organizational and social ecological theories can help us understand the implementation 

ofcommunity-based heart health promotion activities by public health agencies. 

Implications for future r~~search and for policy and practice are discussed. 
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INTRODUCTION 

Lifestyle behaviours may explain up to 50% ofpreventable coronary heart disease 

mortality (Fries et al., 1993; Byers et al., 1998) and hence the emphasis on behaviour 

change in heart health promotion programmes. Widespread behaviour change in 

populations requires a full spectrum of effective interventions, from 'downstream' 

interventions focussed on individuals at high risk for illness or with existing symptoms, to 

'upstream' interventions focussed on macro-public policies (McKinlay, 1995). The 'new 

public health' (Frank, l995) calls for mid-stream, or population-based, interventions 

characterized by targeting defined populations for the purpose of changing and/or 

preventing health damaging behaviours (McKinlay, 1995; Crichton, 1997). 

Comprehensive community heart health programs are one application ofthe new public 

health. These program~: typically aim to change behaviours ofdefined populations as well 

as social and physical Environments that support healthy behaviours (Shea and Basch, 

1990; Advisory Board of the 1st International Heart Health Conference, 1992; Health and 

Welfare Canada, 1992; Elder et al., 1993). 

For population impact, programs must be effective and have broad reach. 

Effectiveness of comm1mity-based heart health programs has typically been assessed 

using communities as the unit of intervention and analysis, and placing primary emphasis 

on behavioural and risk factor outcomes. The earliest projects, which began in the 1970s, 

report some positive outcomes (cf. Vartiainen et al., 1994; Schooler et al., 1997). 

Subsequent projects have generally yielded modest and mixed results, with the inability to 

discern effects attributed, in part, to methodological challenges and secular trends ( cf. 
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Mittelmark et al., 199.3; Dobbins and Thomas, 1996; Ebrahim and Smith, 1997; Schooler 

et al., 1997; Sellers et al., 1997; Viswanath and Finnegan, 1997). While recognizing the 

need to expand the knowledge base on the effectiveness of (heart) health promotion, 

sufficient evidence supports the widespread application of community-based heart health 

programs (Cameron et al., 1996; Frankish et al., 1996; Nutbeam, 1996). Furthermore, 

widespread application requires that heart health programs be integrated into the existing 

system ofpublic health programs and services (Health and Welfare Canada, 1992; 

Advisory Board ofthe 2nd International Heart Health Conference, 1995). 

Implementation of heart health programs among public health agencies, however, 

is universally low (Advisory Board ofthe 3rct International Heart Health Conference, 

1998). Yet very few studies address organizational uptake ofhealth promotion activities 

(Johnson et al., 1996; Orlandi, 1996; Hawe et al., 1997). Those that do typically focus on 

single interventions (Steckler and Goodman, 1989; Orlandi et al., 1990; Parcel et al., 

1990; Rogers, 1995) rather than a cluster of interventions characteristic of comprehensive, 

community-based health promotion. Also, few studies examine the influence of internal 

organizational and extejnal system factors on agency practices (Orlandi, 1996; Richard et 

al., 1996), yet these factors are increasingly recognized as important determinants of 

organizational performance (Champagne et al., 1993). This paper examines internal 

organizational and extemal system factors influencing implementation ofheart health 

promotion activities by )Ublic health agencies in Ontario. 

The research is part ofthe Ontario project of the Canadian Heart Health Initiative, 

described in detail in a t:revious paper (Elliott et al., 1998a). In brief, the CHHI is a multi­
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phase initiative which began in 1986. A policy development phase was followed by 

provincial surveys of cardiovascular risk factors (MacDonald et al., 1992), and a 

demonstration phase in which communities within each province developed and evaluated 

programs for possible widespread application (Stachenko, 1996). A subsequent 

dissemination phase, completed in Ontario in 1998 and at various stages ofdevelopment 

in other provinces, is aiming to increase adoption ofbest practices in heart health 

promotion within communities across Canada. The CHHI aims to integrate heart health 

promotion into the exi!:ting public health system. 

Consistent with the philosophy and strategies of the CHHI, the dissemination 

phase of the Ontario project focussed on factors influencing the dissemination ofheart 

health promotion activities in the formal public health system. Guided mainly by Green 

and Kreuter (1991), factors ofprimary concern were the predisposition (motivation) and 

capacity (skills and resources) ofhealth departments to implement heart health promotion 

activities. Data collection involved quantitative and qualitative components. A 

quantitative survey was administered to all health departments at three points in time 

(1994, 1996, 1997), and in-depth interviews were conducted in a subset ofhealth units in 

1995 and 1997. Findings reported in this paper build on previous papers that report cross­

sectional findings from the quantitative surveys (Elliott et al., 1998a; Taylor et al., 1998a, 

1998b). An important extension to this work is to conduct a longitudinal analysis to 

understand levels of implementation ofheart health activities. This paper uses path 

analysis to examine the :actors influencing levels of implementation ofheart health 
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activities reported by public health agencies in 1997 using survey data from all three 

points in time from 1 S94 through 1997. 

The setting for the research is the formal public health system in Ontario 

(described in Elliott et al., 1998a). At the time of data collection, Ontario had 42 local 

health units, each administered by a local board ofhealth, and regulated by provincial 

legislation and program guidelines. In 1989, public health in Ontario experienced a 

strategic shift in programming direction by re-focussing on non-communicable disease 

prevention, with a particular emphasis on cardiovascular disease. In addition to existing 

responsibilities, health units were required to provide extensive programming in tobacco 

use prevention, nutrition promotion and physical activity promotion (Ontario Ministry of 

Health, 1989). By 199'7, approximately 10% ofpublic health resources in Ontario were 

targeted to these program areas (Ontario Ministry ofHealth, 1998). Health units were also 

required to work collaboratively with a wide variety of local agencies and groups to 

achieve public health goals (Schabas, 1996). 

The change in public health mandate stimulated other structural changes. Local 

health departments hin:d staff with a wider range ofhealth promotion skills (e.g. 

community developmetlt, program evaluation, social marketing) and re-organized into 

multidisciplinary teamr,. Various networks and coalitions (mostly consisting ofagency 

representatives) were :fi>rmed at local and provincial levels for heart health and individual 

issue areas (e.g. tobacco, active living). In addition, a provincial resource system was 

established to support health promotion activities ofpublic health and other community 

agencies. The system consisted ofover 20 resource organizations, which provided 
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technical assistance in general health promotion skills (e.g. planning, evaluation), and for 

issue-specific programming (e.g. tobacco, nutrition). The resource system and other 

provincial level developments related to heart health promotion in Ontario are described 

in more detail elsewh{:re (Riley, in press). 

Theoretical Framework 

Previous work on the dissemination ofhealth promotion programs draws primarily 

on diffusion theory, organizational theory, and individual behaviour change theories 

applied to organizations (Parcel et al., 1990; Orlandi et al., 1990; Orlandi, 1996; Nutbeam 

and Harris, 1998). A consistent conclusion from this work is the need to view 

organizations from a systems or ecological perspective, whereby the interactions among 

organizations and their environment are a central focus. This study consolidates a diverse 

literature, but draws most heavily on a social ecological perspective (Green et al., 1996), 

recognizing the importance of the context in which agencies undertake health promotion 

activities. 

The theoretical framework for this study is illustrated in Figure 1. Although the 

goal is improved health ofthe population, the outcome of interest in this study is 

implementation of comprehensive, community-based programs to prevent cardiovascular 

disease (CVD) and promote heart health. While recognizing a wide range of factors 

determining cardiovascular health (Evans and Stoddart, 1990; Lomas, 1998), community­

based programs typically focus on changing health behaviours and social and physical 

environments to support healthy behaviours (Ontario Ministry ofHealth, 1993). A 

comprehensive approach would address multiple behaviours (notably, tobacco use, 
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physical inactivity, unhealthy 

diet), target populations in 

several community loeations 

(e.g. schools, workplaces, 

health care settings), 2nd use a 

variety ofpopulation-based 

approaches (e.g. comnunity­

wide education, environmental 

External System 
Factors: __­

a) partnerships 
b) support from 

resource system 
c) contextual factors 

Figure 1: Factors influencing public health agency 
implementation of heart health promotion activities 

and policy initiatives) (Burns, 

1991; Elder et al., 1993; Nutbeam, 1996). 

A diverse literature suggests implementation by organizations is influenced by 

aspects ofmotivation, characteristics of the organization (e.g. skills, resources, structures, 

processes), and the environment in which organizations function. According to the 

provisional framework for this study, implementation is most directly influenced by a) 

organizational predisposition; and, b) organizational capacity. 

Following Green and Kreuter (1991), predisposition refers to the motivation to 

undertake heart health promotion activities. Even though heart health promotion 

activities are part of the legislated public health mandate, health departments are locally 

autonomous units and can choose to delay implementation or move at a slower (or faster) 

rate. The importance cf a shared commitment among staff to organizational directions is 

increasingly recognized as an important precondition for effective organizational action 

(Rogers, 1995; Goodman et al., 1998; Senge, 1999). 
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In this study, capacity refers to the skills and resources ofpublic health agencies to 

undertake heart health promotion activities (Green and Kreuter, 1991; Clark and 

McLeroy, 1995). Our view of capacity was informed by literature on efforts to strengthen 

the public health system in the United States (Institute ofMedicine, 1988; Roper et al., 

1992), and capacity building for community-based CVD and other prevention programs 

(Kreuter, 1992; Schwartz et al., 1993; Steckler et al., 1997). In this literature, there is 

general agreement that the organization must be able to effectively assess, plan, prioritize, 

organize, implement, ;:valuate, adjust and maintain organizational initiatives. 

Accordingly, our notion of capacity refers to how well public health agencies conduct a 

set of organizational practices related to assessing, planning, organizing resources to 

support implementation, and evaluating heart health promotion activities (see Method). 

The most recent literature, which post-dates the definition and measurement of constructs 

for our research, defines capacity as a more global construct, comprised of aspects of 

motivation, organizational structures and processes, and the environment (Hawe et al., 

1997; Goodman et al., 1998). The framework (Figure 1) includes all ofthese dimensions, 

but as separate constructs rather than as dimensions of a global concept of capacity. 

Guided by a social ecological view, we propose that organizational predisposition 

and capacity are infh:.enced by a variety of factors related to the internal organization as 

well as the external system. With respect to the former, appropriate financial and human 

resources are key (Hoover and Schwartz, 1992; Ornstein et al., 1992; Schwartz et al., 

1993; Hawe et al., 1997). Also, organizational structures and processes must encourage a 

focus on heart health promotion, and facilitate multi-disciplinary activities, collaborative 
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planning with community agencies, and coordination of individual programs related to 

heart health (e.g. toba1;co, nutrition, physical activity) (Kaluzny and Hernandez, 1988; 

Green and Kreuter, 1S91; Goodman et al., 1998). A final dimension of internal 

organizational factors is leadership, with the type and strength of leadership provided by 

medical officers bein~; particularly relevant (Becker, 1970; Schwartz et al., 1993). 

However, opinion leadership and champions for heart health promotion can emerge from 

any level within the organization and can strongly influence organizational performance 

(Rogers, 1995). 

With respect to the external system, interorganizational relationships, or 

partnerships, are espeeially relevant. There is widespread recognition of the need for 

public health agencie~ to work effectively with other service providers (Bracht and 

Kingsbury, 1990; But:erfoss et al., 1993; McLeroy et al., 1994; Steckler et al., 1997; 

Goodman et al., 1998), citizens (Goodman et al., 1998), and organizations at other levels 

(e.g. federal and provincial) (Green et al., 1996; Steckler et al., 1997) to plan and carry out 

health promotion activities. 

The external system also includes activities to support community (heart) health 

promotion by public health agencies (Florin et al., 1993; Schwartz et al., 1993; Jackson et 

al., 1994). The primary purpose ofthese activities is to enhance the knowledge, skills and 

resources for local organizations and groups to conduct effective health promotion. Major 

support functions include consultation and training, rewards and incentives, and feedback 

on performance. Feedback on performance, consistent with Green and Kreuter's (1991) 

reinforcing factors, is especially important for sustainability. 
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Many other characteristics at different levels (e.g. local/regional, provincial, 

federal) may also influence heart health promotion ofpublic health agencies. These are 

referred to as contextual factors in the framework, and include social and physical 

characteristics of communities, community priorities, and trends in the health and social 

policy environment (Green et al., 1996; Robinson and Elliott, 1999). 

METHOD 

Data Collection 

Quantitative surveys were conducted in all 42 public health units in Ontario in 

order to measure orgarrizationallevel predisposition, capacity and implementation of 

community-based heart health promotion activities in 1994, 1996 and 1997. In December 

1994, a two-stage Survey of Capacities, Activities and Needs (SCAN) of Ontario public 

health units was administered, and is described in detail in a previous paper (Elliott et al., 

1998a). The first stag(: of the SCAN measured levels of implementation ofcommunity­

based heart health activities over the previous year in the geographic areas served by the 

public health units. An organizational response was completed jointly by the local 

Medical Officer ofHealth (MOH) and staff most involved in heart health promotion. The 

response rate was 100%. The second stage survey in 1994 measured organizational 

capacity and predispo~;ition for heart health promotion as well as internal organizational 

factors (e.g. human and financial resources, leadership for heart health) and external 

system factors (e.g. community interest, partnerships). Surveys were completed by the 

MOHand approximately six additional unit staff(representing between 1-14% ofpublic 

health staff) nominated by the MOH as those most familiar with managing and/or 
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delivering heart health activities. The response rate was 90% (N=262). In December 1996 

and January 1998, the surveys were repeated to determine heart health predisposition, 

capacity, and implementation for the preceding 12 months, as well as factors related to the 

external system and the internal organization of the health unit. Thus, comparable data 

were collected for all 42 health units over three time periods. The main difference 

between the first and ~mbsequent surveys was that the corporate and individual surveys 

administered in 1994 were combined into a single instrument which was completed 

corporately (i.e. one Sirvey from each unit) by the MOHand staff most involved with 

heart health promotion (6 staff per unit on average). Consistent with guidelines for 

collecting organizatioaal data (Steckler et al., 1997), the comparability of the data is 

increased by the overlap of the respondents (59% from 1994 to 1996, 68% from 1996 to 

1997, and 46% from 1994 to 1997); the similar distribution of positions within units over 

time (medical officen, directors/managers, program staff); and verification ofdata by 

respondents. 

Definitions of Variables and Measures 

Predisposition refers to the motivation to undertake heart health promotion 

activities. It was operationally defined as a collective belief among staff in the importance 

of the organization conducting a set ofpublic health activities to support community-wide 

implementation ofheart health promotion activities. The primary indicator of 

predisposition was importance ratings of 18 organizational practices supportive ofheart 

health, categorized in:o four areas: assessment, planning, activities to support 

implementation and evaluation (Table I). The selection oforganizational practices was 
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informed by: a) expert consultation with public health professionals and researchers 

within and outside Ontario; b) information on the process to develop performance 

indicators for public health in the United States (cf. Tumock et al., 1994); and, c) 

literature on community organization processes ( cf. Bracht and Kingsbury, 1990). 

Table 1: Examples of the 18 organizational practices for deriving predispositiona and capacity 
scoresb, by category 

Assessment Activities: Since January 1, 199'f, our health unit... 
a. Reviewed information on local factors and conditions affecting heart health 
b. Reviewed heart health activities developed elsewhere that might be adopted or adapted for local use 

Planning Activities: Since January 1, 1997 our health unit... 
a. Participated in astrategic planning process to set priorities for public health activities 
b. Set goals and objectives for promoting heart health 

Activities to Support Implementation: Since January 1, 1997, our health unit... 
a. Recruited volunteers to assist with heart health activities 
b. Took advantage of resources outside of public health to support implementation of heart health 
activities 

Evaluation Activities: Since January 1, 1997, our health unit... 
a. Collected and used information to guide development of heart health activities ("formative evaluation") 
b. Collected and used information to determine if heart health activities met outcome objectives (e.g. 
awareness, behaviour change) 

3Calculated as the mean of 18 organizational practices, each rated on a four-point scale from not at all important to very 

important. 

bCalculated as the mean of 18 organizational practices, each rated on a five-point scale from not aware that the activity 

was conducted to, the activity was conducted and was very effective. 

cRatings were given for approximately one year for each survey: 1994, 1996 and 1997. 


Predisposition was calculated as the mean of 18 organizational practices, each 

rated on a four-point scale from 'not at all important' to 'very important'. In 1994, 

average scores from individuals within units were used as corporate scores after 

confirming strong correlations between individual scores and within-unit means using the 

procedures described by James (1982) and Shrout and Fleiss (1979). The mean score on 

four subscales was used to construct a multi-item scale. Levels ofpredisposition were 

consistently high from 1994 to 1997 (rated as 'very important') (Table II). Variability 
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across units was low at all three data collection times. The multi-item scale yielded good 

internal consistency with alpha coefficients ranging from .61 to .87 from 1994 to 1997. 

Construct validity waH established by: a) expert review; b) positive feedback from 

respondents; and, c) fitirly consistent relationships between predisposition and capacity 

(Table II) and predisp1)sition and implementation (Table IV). 

Table II: Mean overall scores and correlations between predisposition and capacity, 1994 to 1997 
(N=42) 

Year Predisposition: 
Average Importance 
Score {range) 

Capacity: Average 
Effectiveness Score 

Correlation Between 
Predisposition & 
Capacity {p value) 

1994 3.5 {2.8-3.8) 1.7 (0.3-3.1) .41H (,006) 

1996 3.8 (3.3-4.0) 2.3 (0.4-3.8) .24NS (.132) 

1997 
H 

3.8 (2.9-4.0) 2.8 (0.4-3.9) .42H (,005) 

Q< .05 

Capacity refen. to skills and resources required to implement community-based 

heart health activities. It was operationally defined as effectiveness in performing 

organizational practices to support heart health promotion activities and was measured by 

effectiveness ratings on a five-point scale from 'not aware activity was conducted' to 

'activity was conducted and was very effective'. Item and scale construction were the 

same as for predisposition (Table Q. 

Levels of capacity were low to moderate between 'somewhat' and 'fairly' 

effective, and increase :l over time (Table II). Internal consistency was high with alpha 

coefficients ranging from .84 to .92 from 1994 to 1997. Construct validity was established 

using several methods expert review ofmeasures; positive reviews by respondents; a 

high correlation between a global rating ofcapacity in 1997 (on a five point scale from 
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low to high) and the multi-item score (r=.45, n.=.003); and consistent and strong 

correlations between capacity and predisposition (Table ll) as well as capacity and 

implementation (Tabl1~ IV). 

Implementation, in this study, refers to the performance of community-based heart 

health activities. Respondents rated levels of implementation for 75 activities, organized 

by risk factor and setting, on a five-point scale from 'not aware of any organized activity 

being planned or implemented' to a 'high level of implementation' (Table Ill). Ratings 

were made relative to 'full implementation', defined as 'ideal implementation in your 

community, not just to the extent that resources allow'. 

Table Ill: Examples of t~e 75 community heart health activitiesa used to derive atotal 
implementation scoreb for 1997, by setting 

Activities designed to improve general heart health. Please indicate the current stage ofdevelopment ofeach 
activity (including those caded out by agencies other than the health unit) in your community (area served by your 
health unit).... .............................................................................................................................................................................................. 
Schools 

a. Educational materials on heart health in schools 
b. Recognition aY1ards to schools with heart health programming {e.g. comprehensive school health 
approach) 

Workplaces 
a. Health risk assessments of workers 
b. Small group sessions for behaviour change 

Health Care Settings 
a. Training for pri nary care providers on assessing patient risk factors for cardiovascular disease 
b. Information for primary care providers for referring patients to community programs 

Community at large 
a. Media campai~1ns on heart health 
b. Advocacy directed at the provincial level for policies related to heart health 

...8The examples 1n th1s table are activities to 1mprove general heart health. Other nsk factors Included 1n the Inventory 
are activities to reduce tobac~ use, increase healthy eating and increase physical activity. The complete instrument is 
available from CHHIOP, Health Behaviour Research Group, MC6082, University of Waterloo, Waterloo, Ontario, N2L 
3G1. 
bCalculated as the mean of 75 items, each rated on a five point scale from not aware of any organized activity being 
planned or implemented to, <thigh level of implementation whereby the activity is at over 2/3 of full implementation 
{where full implementation is the optimal level of implementation if resources were not limited). 
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The inventory of heart health activities incorporated risk factors, settings and 

approaches and was adapted from the US Public Health Service comprehensive approach 

to tobacco control (Berns, 1991). Risk factors are behavioural targets for change, and 

included tobacco use reduction, nutrition promotion, physical activity promotion, and 

promotion of heart health in general (i.e. general heart health or two or more ofthe other 

risk factors). Settings 1re locations for program activities and included schools, 

workplaces, health care settings, and the community at large. Approaches are the 

strategies to produce change, and included education, environmental support and policy 

initiatives. 

Average score:; were calculated for overall implementation. Implementation 

increased from 1994 to 1997, with the average health unit at a low level of 

implementation by 1997 (Table IV). Internal consistency for overall implementation was 

high, with alpha coefficients ranging from .75 to .94 for the three measurement times. 

Evidence ofconstruct validity was from: a) expert review; b) a strong correlation between 

a global rating of implementation in 1997 (on a five point scale) and the multi-item scale 

(r-.61, n=.OOO); c) po~itive assessments from respondents; d) a high correlation between 

implementation in 195'6 and 1997; and, e) consistent relationships between predisposition 

and implementation a~ well as capacity and implementation (Table IV). 



71 

Table IV: Mean overall implementation scores and correlations with predisposition and capacity, 
1994 to 1997 (N=42) 

Year Overall 
Implementation Score 
(range) 

Correlation between 
predisposition and 
implementation 

Correlation between 
capacity and 
implementation 

1994 1.6 (0.8-2.4) .13 .60­

1996 1.8 (1.0-3.2) .21 .51­

1997 1.9 (0.7-2.9) .18 .70­

Internal organi z:ational factors refer to resources, structures, processes and 

leadership within healrh departments. Facilitators and barriers address all dimensions of 

internal organizational factors shown in Figure 1 and specific items are listed in Table V. 

Additional indicators were developed for all dimensions except leadership. Indicators of 

financial resources included: whether or not the health department had a budget line for 

heart health, and budget per capita. Health units were unable to estimate resource 

allocation for heart health activities since these activities are part of several and variably 

defined program areas (e.g. healthy growth and development, healthy lifestyles). 

Indicators ofhuman resources included: staff time spent on heart health and working with 

volunteers. Indicators oforganizational structure included: coordination of programs 

within the health unit and priority ofheart health in the organization. Table V shows how 

the indicators were me.1sured, scoring procedures for the path analysis, and the range of 

scores. 
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Table V: Constructs, indicators, measures and scores for path analysis 

Constructs and indicators Measures Scoring for path analysis Range of scores 

EXTERNAL SYSTEM FACTORS 

duration of community heart health 
program (X1) 

start date of program program duration in number of 
years up to 1997 

0-11 

external barriers (X2) (lack of... 
-support from local board of health 
-community interest 
-collaborating with others 
-local statistics/information 
-evidence of effectiveness 
-provincial priority 
-demonstration community 
-professional incentives 
-evidence of meeting community needs) 

rating from O=not at all 
limiting to 3=very limiting 

sum of external barriers rated 
as moderately or very limiting 
in 1996 and 1997 (0-9 each 
year) 

0-16 

external facilitators (X3) (presence of each 
of the items listed under external barriers in 
the row above, with the addition of 
provincial funding) 

rating from O=not at all 
helpful to 3=very helpful 

sum of external facilitators 
rated as moderately or very 
helpful in 1996 and 1997 (0-1 0 
each year) 

10-20 

helpfulness of CHHIOP (X4) (including 
surveys, reports, promotions, conference 
presentations, and interactions with project 
members relevant to each year) 

rating from O=not at all 
helpful to 3=very helpful 

sum of CHHIOP activities 
rated as moderately or very 
helpful in 1996 and 1997 (7 
items in 1996, 12 in 1997) 

0-18 

participation in networks (~) yes/no for each item mean number of networks in 
which health unit participated 
in 1996 and 1997 (0-7 each 
year) 

2.5-7.0 

population served by health unit (Xe) population figure from 
census 

average population served 
throughout 1994, 1996 and 
1997 

40,222-807,938 

priority of heart health in community (X7) rating from 1=low priority 
to 3=high priority 

sum for 1994, 1996 and 1997 3.2-7.3 

use of resource centres (Xe) yes/no for each item sum of centres used in 1994, 
1996 and 1997 (17 items in 94 
& 96; 18 items in 97) 

35-50 

usefulness of resource centres (Xg) rating from O=not at all 
useful to 4=very useful 

sum of centres rated as fairly 
or very useful in 1994, 1996 
and 1997 (17 items in 94 & 96; 
18 items in 97) 

7-43 

continued on 
next page 
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Constructs and indicators Measures Scoring for path analysis Range of scores 

INTERNAL ORGANIZATIONAL FACTORS 

budget line for heart health (X10) yes/no and dollar amount 4categories: O=no budget line 
in any of 1994, 1996 or 1997; 
1=budget line in 1of 3 years; 
2=budget line in 2of 3 years; 
3=budget line in all 3years 

0-3 

budget per capita (X11 ) dollar figure mean for 1994, 1996 and 1997 19-62 

coordination of programs within the health 
department (X12) 

rating from 1=not well 
coordinated to 3=very 
well coordinated 

sum of ratings for 1994, 1996 
and 1997 

3.7-8.9 

internal barriers (X13) (lack of... 
-management support 
-resources 
-staff experience 
-sufficient staff 
-coordination of programs) 

rating from O=not at all 
limiting to 3=very limiting 

sum of internal barriers rated 
as moderately or very limiting 
in 1996 and 1997 (0-5 each 
year) 

0-10 

internal facilitators (X14) (presence of each 
of the items listed under internal barriers in 
the row above) 

rating from O=not at all 
helpful to 3=very helpful 

sum of internal facilitators 
rated as moderately or very 
helpful in 1996 and 1997 (0-5 
each year) 

4-10 

priority of heart health in organization (X15) rating from 1=low priority 
to 3=high priority 

sum of ratings for 1994, 1996 
and 1997 

4.3-8.9 

staff time spent on heart health (by 
approximately 6 staff most involved in 
heart health programming) (X16) 

percent of time spent on 
individual and multiple 
risk factors 

sum of average percent staff 
time spent on heart health for 
1994, 1996 and 1997 

35-88 

working with volunteers (X17) yes/no sum of responses for 1996 and 
1997 

0-2 

PREDISPOSITION (X18) 

overall importance ascribed to 18 
organizational practices to support heart 
health promotion activities 

rating from 1=not at all 
important to 4=very 
important 

overall mean score on 4 
subscales from 1996 and 1997 

3.2-4.0 

CAPACITY (X19) 

overall effectiveness of 18 organizational 
practices to support heart health promotion 
activities 

rating from O=not aware 
activity was conducted to 
4=activity was conducted 
and was very effective 

overall mean score on 4 
subscales from 1996 and 1997 

1.1-3.8 

IMPLEMENTATION (~) 

overall implementation of 75 heart health 
promotion activities 

rating from O=not aware 
of any organized activity 
to 4=high implementation 

overall mean score of 75 items 
for 1997 

0.7-2.9 
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External system factors refer to conditions and other factors beyond the direct 

control of the health departments, and include partnerships, support from resource 

organizations, and contextual factors. Facilitators and barriers address all dimensions of 

external system factors in Figure 1. An additional indicator ofpartnerships was 

participation in networks. Support from resource organizations was measured by use and 

usefulness of resource centres and helpfulness of supports offered by the Canadian Heart 

Health Initiative Ontario Project (CHHIOP). Indicators of contextual factors included: 

population served by each health unit, duration of a heart health program in the 

community, and priority ofheart health in the community. Table V shows how the 

indicators are measured, scoring procedures for the path analysis, and the range of scores. 

Path Analysis Procedures 

Path analysis is a statistical method that builds on multiple regression techniques 

and is often used with exploratory models. It was used to estimate the direct and indirect 

effects of external system factors, internal organizational factors, predisposition and 

capacity on 1997 levels of implementation. A central assumption was that scores on 

explanatory variables over time (rather than scores at one point in time) would provide the 

most theoretically plausible explanation for 1997 levels of implementation. This 

assumption is based on the process of change characteristic of health promotion programs 

undertaken using a community development approach (Mittelmark et al., 1993; Frankish 

and Green, 1994; Nutbeam and Harris, 1998). That is, the development and 

implementation process is often extended over a period ofyears and requires sustained 

activity from a number of agencies. Consequently, scores on factors, such as the amount 
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of partnering with community agencies, that reflect the time period from 1994 through 

1997 provide a stronger basis for explanation of 1997 levels of implementation rather 

than single scores at any one point in time. Candidate variables to help explain 

implementation, therefore, were composite scores using survey data from all three time 

periods (Table V). The limited degrees of freedom due to the small number of 

observations (N=42) also influenced how variables were constructed. Composite 

measures were created to optimize the use of data and reduce the number of variables. 

Such composite measures, however, may mask embedded relationships. A case in point is 

the measures of facilitators and barriers. Four aggregate scores were computed; internal 

and external classes for each of facilitators and barriers. These aggregate measures take 

into account all items (15 facilitators, 14 barriers) and reflect overall scores on a wide 

range of factors helping or impeding progress. Correlations with individual items were 

also explored to better understand factors that contribute most to the aggregate measures. 

A staged modelling approach was used whereby separate regression models were 

estimated for predisposition, capacity and implementation. At each stage, correlation 

analyses were performed to identify candidate variables for inclusion in the regression 

model (using 12<0.10 as the inclusion criterion to prevent premature elimination of 

variables). Correlation screening was used because of a high number of candidate 

variables and relatively few degrees of freedom. The bivariate correlations between all 

variables in the model are shown in Table VI. 

For each dependent variable (i.e. predisposition, capacity, implementation), 

models were estimated for external system factors and internal organizational factors 



76 

Table VI: Bivariate correlations for all variablesa used in the path analysis 

X2 -.24 ­

X3 .20 .09 ­

X4 -.19 -.03 .19 -

Xs .37" -.26 .26 .22 -

Xs .25 -.19 .23 .14 .30 ­

X1 .40" -.12 .25 -.08 .30 .29 -

Xs .34" -.05 .37" .24 .39" .19 .17 ­

XB -.10 -.09 .21 .14 .02 -.03 -.19 .30 ­

X1o .34" -.43" .11 .13 .3f .21 .12 .26 .14 ­

X11 -.20 -.05 -.04 -.02 -.16 -.47" -.22 -.04 .30 .01 ­

X12 .24 -.07 .12 .00 .34· -.03 .21 .25 .09 .34" .06 ­

X13 -.28 .Sf .01 .01 -.33" -.16 -.15 -.15 -.01 -.45 .07 -.16 ­

X14 .20 -.03 .46" .09 .06 .19 .01 .38" .16 .22 -.09 -.01 -.10 ­

X1s .13 -.12 .20 .09 .22 -.12 .10 .39" .36" .30" .23 .70" -.19 .00 ­
X1s .10 -.02 .13 -.09 .05 -.04 .13 .16 -.14 .28 -.26 .32" -.23 .09 .19 ­
X11 .05 .04 .17 -.04 .29 .08 -.03 .06 -.00 .3f -.15 .19 -.21 .15 .12 .29 ­
X16 -.06 -.23 .26 -.01 .24 -.15 .05 .10 .30 -.02 .26 .14 -.09 -.05 .34" -.09 -.00 ­

X19 .19 -.13 .34" .22 .51" .16 .22 .50 .29 .40" .09 .63" -.08 .11 .59" .22 .24 .29 ­
X2o -.06 .10 .18 .17 .20 -.03 .27 .28 .27 -.05 .14 .60" .05 -.07 .60" .07 .06 .26 .62" ­

X1 X2 X3 X4 Xs Xs X1 Xs XB X1o X11 X12 X13 X14 X1s X1s X11 X16 X19 X2o 
._Q<.05 

•variable Names: X17=working with volunteers 
External system factors: 
X1=duration of community heart health program Predisposition: 
Xz=external barriers X18=perceived importance of organizational practices for 
X3=external facilitators heart health promotion activities 
X4=helpfulness of CHHIOP 
Xs=participation in networks Capacity. 
Xe=population served x19=perceived effectiveness of organizational practices for 
X7=priority of heart health in the community heart health promotion activities 
X8=use of resource centres 
~=usefulness of resource centre's Implementation: 

Xzo=total implementation in 1997 
Internal organizational factors: 
X10=budget line for heart health 
x11=budget per capita 
x12=coordination of programs 
x13=internal barriers 
x14=internal facilitators 
X15=priority of heart health in the organization 
X16=staff time spent on heart health 
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separately and then in combination. The final model for capacity also included 

predisposition and the final model for implementation included both predisposition and 

capacity. This cumulative approach was used in order to provide insight as to how the 

variables behave individually as well as in combination with respect to the outcome of 

interest. 

RESULTS 

Modelling Predisposition to Undertake Heart Health Promotion Activities 

The dependen1 variable was the mean importance rating on 18 organizational 

practices related to hem health throughout 1996 and 1997. The explanatory variables 

were those with statistically significant correlations with the dependent variable (n<.1 0). 

In the separate model estimated with external system factors, usefulness of resource 

centres {X9) was retained in the model (P=.30;! (41)=1.98, Q=.06; R2=.09). Priority of 

heart health in the organization (X15) was the only variable retained for internal 

organizational factors and in the combined model, with the same statistical result (P=.34;! 

(41)=2.28, Q=.03; R2=.12) in both models. 

Modelling Capacity 1to Undertake Heart Health Promotion Activities 

The dependen1 variable was the mean effectiveness rating (over two years) of 18 

organizational practic1~s related to heart health and the explanatory variables were those 

significantly correlated with the primary indicator ofcapacity. In the first model two of 

four external system f:tctors were retained: participation in networks (X5) (p=.37; 1 

(41)=2.67, Q=.01) and use of resource centres (X8) (P=.35;! (41)=2.54, Q=.02) with an R2 

of .36. In the next model, coordination of programs (X12) {P=.43; 1 (41)=2.57, Q=.Ol) and 

http:41)=2.57
http:41)=2.54
http:41)=2.67
http:41)=2.28
http:41)=1.98
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priority ofheart health in the organization (X15) (p=.30; 1(41)=1.77, Q=.08) were 

significant (R2=.45). The combined model yielded an R2 of .57 and maintained 

participation in networks (X5) (P=23; 1(41)=1.92, 12=.06), use of resource centres (X8) 

(P=.29; 1(41)=2.45, 12=.02) and coordination of programs (X12) (P=.48; 1(41)=4.23, 

Q=.OO). 

Modelling Implementation of Heart Health Promotion Activities 

The dependent variable was the mean implementation score for 75 community­

based heart health activities. The explanatory variables were those with statistically 

significant correlations with mean implementation; variables carried forward from the 

previous models for predisposition (priority of heart health in the organization) and 

capacity (participation in networks, use of resource centres, and coordination of 

programs); and mean importance and mean effectiveness ratings as indicators of 

predisposition and capacity, respectively. In the model estimated using external system 

factors, priority ofheart health in the community (X7) (P=.34; 1 (41)=2.27, Q=.03) and 

usefulness ofresource centres (X9) (P=.33; 1 (41)=2.27, Q=.03) were retained (R2=.18). In 

the model estimated using internal organizational factors, both coordination ofprograms 

(X12) (p=.34; 1 (41)=2.02, Q=.05) and priority ofheart health in the organization (X15) 

(p=.36; 1 (41)=2.11, Q=.04) were retained (R2=.42). The combined model yielded an R2 

of .46 and the significant predictors of overall implementation in 1997 were capacity (X19) 

(P=.40; 1 (41)=2.76, Q=.01) and priority of heart health in the organization (X15) (p=.36; 1 

(41)=2.49, Q=.04). The direct and indirect effects on 1997levels of implementation are 

displayed in Figure 2. Indirect effects were calculated by multiplying the beta weights for 

http:41)=2.49
http:41)=2.76
http:41)=2.11
http:41)=2.02
http:41)=2.27
http:41)=2.27
http:41)=4.23
http:41)=2.45
http:41)=1.92
http:41)=1.77
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direct effects of explanatory variables on capacity (.23, .29, and .48 for X5, X8, and X12, 


respectively) and the beta weight for the direct effect of capacity on implementation (.40). 


Analyses were repeakd 


using a weighted 


Priority of heart health Participationimplementation score 
in the organization in networks 36
(X 15 internal organizational~

(X5 external factors: structures)
system factors: --...23based on the role of the 1997 lm plem entationpartnerships) ............... 


(X,o) 
Use of resource 

Effectiveness ofhealth unit (i.e. centres .29 organizational practices (X8 external system---+ 
factors: support from to support heart health 

promotion activities resource system) .4Blead/support/no role) in 
(X 19 capacity) 

Coordination of ~ R2=.46programsundertaking (X 12 internal 
organizational factors: 
structures)

community-based herut 

Figure 2: Final model to explain 1997levels of 
health promotion implementation 

activities. The strength 

of associations decrea~:ed with the weighted scores. 

DISCUSSION 

This paper developed a path model to explain 1997levels of implementation of 

heart health promotion activities in Ontario's 42 health unit jurisdictions. Organizational 

level data were collected by surveying all health departments in 1994, 1996 and 1997. 

Informed by ecological and organizational theory, 19 explanatory variables were used to 

estimate path models. One primary indicator was used for each ofpredisposition and 

capacity, and other variables were grouped into factors related to the external system in 

which public health agencies operate and factors related to the internal organization of 

public health agencies. The final model includes five variables that explain almost halfof 
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the variance (i.e. 46%) in 1997levels of implementation ofheart health promotion 

activities in Ontario p 1blic health units. These are strong results, especially given the 

exploratory nature ofthe work, statistical limitations, and the complexity ofthe public 

health system (Champagne et al., 1993; Crichton, 1997). 

The path modd supports a number of relationships hypothesized in our 

preliminary framewoic It supports a strong and direct relationship between capacity and 

implementation. This finding is consistent with Champagne and colleagues (1993), who 

examined the influence oforganizational and environmental factors on performance of 

public health agencies in Quebec, and found a strong relationship between organizational 

practices (referred to as capacity in our model) and organizational performance 

(implementation in our model). Our result is also consistent with the presumed link 

between capacity and 1mplementation in the health promotion literature, however, our 

measure ofcapacity was limited to organizational practices and did not include the 

multiple dimensions n:cently proposed by others (Hawe et al., 1997; Goodman et al., 

1998). In our research, other dimensions of capacity, such as motivation, organizational 

structure and contextu1l factors, were defined and measured as separate constructs. 

The path model also indicates that external system and internal organizational 

factors impact on implementation primarily by influencing organizational practices to 

support heart health promotion (i.e. capacity). Of the external system factors, partnerships 

with other local agencies (measured by participation in networks) and support from 

resource organizations were most strongly related to the effectiveness oforganizational 

practices. The central importance ofpartnerships in health promotion is now well­
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recognized (Bracht ani Kingsbury, 1990; Advisory Board of the 1st International Heart 

Health Conference, 1592; Schwartz et al., 1993; Nutbeam and Harris, 1998), however, 

little empirical work has confirmed relationships between partnerships and organizational 

practices. Similarly, although the literature on resources to support community-based 

health promotion is expanding (Florin et al., 1993; Schwartz et al., 1993; Jackson et al., 

1994), few studies demonstrate an empirical link between such resources and 

performance of local c.gencies. Ofthe internal organizational factors, organizational 

structure, measured by coordination ofprograms within public health units, was shown to 

have the strongest relationship to capacity. This finding may support new organizational 

models in public health agencies. That is, recent shifts away from traditional disciplinary 

activities towards more integrated and multi-disciplinary programming that targets 

specific problems or goals may facilitate implementation, assuming these shifts enhance 

program coordination. Other indicators of organizational structure are needed to 

strengthen this conclu ;ion. 

A direct influence of internal organizational factors on implementation was also 

supported. Specifically, priority given to heart health promotion within the public health 

organization had a dir~ct and strong relationship with implementation. This finding 

suggests that a shared commitment to organizational priorities impacts directly on 

implementation. Literature on organizational performance, including relatively recent 

literature on learning organizations, supports this finding (Senge, 1999). Nevertheless, 

practical implications have not been considered in depth. For example, how do public 

health agencies most effectively develop priorities and a shared commitment to them? 
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How many priorities can be addressed with finite resources? The results of the path model 

raise the importance of these practical issues for public health professionals. 

Predisposition, measured by importance ratings ofpublic health practices to 

support heart health promotion, was not retained in the final model. The most plausible 

reasons are its high sc,)res and low variability across units. Predisposition, therefore, may 

be important even tho 1gh the path modelling procedures were unable to demonstrate 

hypothesized relatiomhips between predisposition, other explanatory variables and 

implementation. In adiition, it may be that predisposition is more important at earlier or 

later stages in the diss ;:mination process (e.g. adoption), and less relevant during the 

implementation stage. Further study is warranted on the role ofpredisposition at various 

stages in the dissemin1tion process. 

The path analysis undertaken in this paper represents an advance over previous, 

related research in its 1ttempt to specify structural relationships between various 

explanatory variables and implementation and to distinguish between their direct and 

indirect effects. No claim is made to identify causal relationships, but rather to clarify the 

links among multiple factors influencing levels of implementation. The results suggest 

that a model integrating organizational and social ecological theories can help us 

understand movement within the implementation stage of disseminating mandated, 

community-based, heart health promotion activities among public health agencies. 

Conceptually, priority given to heart health in the organization and organizational capacity 

(i.e. effectiveness oforganizational practices to support heart health) exert a direct 

influence on implementation. Consistent with social ecological approaches to health 
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promotion, internal organizational factors and external system factors influence 

implementation indirectly through organizational capacity. 

The structural relationships among variables suggests that a useful research 

strategy is to continue to "unbundle" capacity; that is, to examine relationships among the 

multiple dimensions of a global concept of capacity recently proposed by others (Hawe et 

al., 1997; Goodman et al., 1998). Further study is needed to examine relationships not 

supported in the path model, notably, the role of financial and human resources, 

leadership and contextual factors. Qualitative findings suggest that these factors exert a 

strong influence on implementation of heart health activities, however, the interplay of 

these factors needs further study. In order to substantially increase the application of 

findings, other useful directions are to examine the extent to which similar variables a) 

influence other areas of health promotion practice (e.g. injury prevention) and, b) operate 

in other jurisdictions. 

Results also have implications for policy and practice. Based on the results of the 

path model, the practitioner who wants to increase implementation ofheart health 

promotion activities would make heart health an organizational priority and strengthen 

organizational practices to assess, plan, mobilize resources for implementation, and 

evaluate heart health promotion activities. Primary strategies to improve these practices 

would be to participate in networks, access support from the resource system, and 

coordinate individual programs related to heart health (e.g. tobacco, nutrition, physical 

activity) within the health unit. Provincial public health authorities with an interest in 

enhancing dissemination of heart health promotion activities would ensure supports are 
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available to strengthen the priority given to heart health by public health agencies and 

organizational practices supporting heart health activities. Policy makers would also 

encourage the integration ofprogram delivery within health units. 



CHAPTER4: 
Understanding Change in Implementation- A Comparative Case Study 

CHAPTER OVERVIEW 

The paper in this chapter addresses part ofobjective 2 of the research program. 

Using a comparative case study design, the study examines the interplay of factors 

influencing change in implementation ofheart health promotion activities from 1994 to 

1996 in two Ontario public health units. 

As first author, I had a lead role in designing the study, completing the analyses, 

writing the paper and responding to feedback from co-authors, committee members, and 

external reviewers. 

The paper in this chapter is in press in Health Education Research for a second 

review. With the exception of references, which appear in the bibliography, the paper is 

the version accepted for publication. 
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ABSTRACT 

This paper reports the results of a comparative case study that examines factors 

influencing changes in implementation ofheart health promotion activities in Ontario 

public health units. The study compared two cases that experienced large changes in 

implementation from 1994 to 1996, but in opposite directions. Multiple data sources were 

used, with an emphasis on secondary analyses of quantitative surveys ofhealth units and 

other community agencies, and in-depth interviews ofpublic health staff, collected as part 

of the Canadian Heart Health Initiative Ontario Project. Guided by social ecological and 

organizational theories, changes in implementation were explained by examining changes 

in: a) organizational predisposition to undertake heart health promotion activities; b) 

organizational practices to undertake these activities; c) other internal organizational 

factors; and d) external system factors. Findings show that in communities with diverse 

characteristics, implementation change was most strongly influenced by an interplay of 

changes in internal features ofpublic health agencies; notably, leadership, structure, and 

staff skills. Findings support a social ecological approach to health promotion by 

demonstrating the importance of: the institutional context in the implementation change 

process; the interaction of individual (skills) and organizational (structure) levels in 

explaining implementation change; and community context in shaping the change 
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process. Findings also reinforce the value of strengthening capacity within public health 

agencies, and suggest further research on the implementation change process, especially 

in different systems and over longer periods of time. 

INTRODUCTION 

Moving from principles to widespread implementation of the new public health is 

a dominant theme in public health research and practice (Crichton, 1997). Heart health 

promotion, which focuses on a population approach to prevention, community-based 

strategies, and partnemhips reflects key features of the new public health (World Health 

Organization et al., 1986; Frenk, 1993). Efforts to enhance the implementation ofheart 

health promotion then: fore provide an opportunity to learn about implementation and 

dissemination processes for the new public health. The specific focus of this paper is on 

understanding changes in implementation ofheart health promotion in Ontario public 

health units. The research contributes to the relatively new field ofhealth promotion 

dissemination research, and can be used by policy makers and public health professionals 

to enhance implementc:,tion of community-based heart health promotion, and other similar 

health promotion activ[ties. 

Intervention re~ earch in health promotion has revealed many factors that influence 

implementation (Bracht, 1990; Guldan, 1996; Green and Kreuter, 1999). Within this 

broad area ofresearch, two relatively recent directions are particularly relevant to this 

study. One direction is the focus on community and organizational capacity building 

(Goodman et al., 1997; Goodman et al., 1998). The other is social ecological foundations 

in health promotion (G~een et al., 1996; Newes-Adeyi et al., 2000). Both ofthese 
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directions focus attention on the institutional (or organizational) context for health 

promotion, including the dynamic interaction between organizations and the environment 

in which they operate. With the introduction of the new public health, public health 

agencies are particularly important, with an emphasis on the relationship between various 

dimensions of organizational capacity and implementation ofcommunity-based health 

promotion activities (Frenk, 1993; Goodman et al., 1997; Hawe et al., 1997; McKinlay 

and Marceau, 2000). 

Implementation research in public health agencies has focussed in three main 

areas. One is defining and assessing the roles ofpublic health agencies in the new public 

health (Sutcliffe et al., 1997; Bloom, 1999; Corso et al., 2000; McKinlay and Marceau, 

2000), including the use of community approaches (Robinson and Elliott, 1999). A 

second area of research is to learn about strategies to strengthen the public health system, 

such as various types of technical assistance and training, and other 'capacity-building' 

activities (Roper et al., 1992; Rutten, 1995; Alciati, 1996; Lee and Paxman, 1997). A 

third research focus is understanding determinants ofpublic health performance, 

including levels of implementation ofhealth promotion activities (Champagne et al., 

1993; Riley et al., 2001b). Little is known, however, about the implementation change 

process. Factors that promote change in health promotion implementation may not be the 

same as those that maintain levels of implementation (cf. Rogers, 1995). Understanding 

the implementation change process within the public health system is vital to facilitating 

efforts to enhance implementation of the new public health and thereby advance the 

primary prevention ofchronic disease. 
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This paper reports the results of a comparative case study that examines changes 

in implementation ofheart health promotion activities. It builds on previous work of the 

Canadian Heart Health Initiative Ontario Project (CHHIOP) (carried out from 1994 to 

1998 and described in detail in Elliott et al., 1998a). Consistent with the Canadian Heart 

Health Initiative (Stachenko, 1996), an overall goal of CHHIOP was knowledge 

development on dissemination of effective heart health practices. The contributions of 

CHHIOP are synthesized elsewhere (Riley et al., 2001a). Main scientific contributions 

include: developing constructs and indicators for health promotion dissemination 

research; operationalizing a social ecological approach; developing a longitudinal profile 

of organizational predisposition, capacity, and implementation in public health agencies; 

and understanding factors influencing levels of these three main constructs. 

CHHIOP contributions have been extended by two recent studies. Riley (in press) 

combines social ecological and diffusion theories to examine the dissemination process 

using the case of heart health promotion in the Ontario public health system. The study 

reinforces recent conceptions of dissemination (e.g. iterative, multiple elements), and 

shows how social ecological theory can enhance explanation of the dissemination process 

(e.g. the interplay of organizational and environmental factors). The study also provides a 

temporal and developmental context for the CHHIOP study period from 1994 to 1998. 

The second study extending CHHIOP contributions (Riley et al., 2001b) was a 

quantitative path analysis to understand the main determinants of 1997 levels of 

implementation ofheart health promotion activities. Results were strong, with the final 

model explaining approximately half of the variance in implementation. The study begins 
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to map structural relationships between various dimensions of organizational capacity that 

impact on levels of implementation, and provides additional support for the explanatory 

power of social ecological theory. 

The study repcrted in this paper also aims to explain variability in implementation 

ofheart health promotion within Ontario's public health system. Specifically, it examines 

implementation change. Whereas the path analysis methods were well-suited to examine 

determinants of implementation observed at one point in time, case study and qualitative 

methods are appropriate for examining the change process (Yin, 1994). Using these 

methods, most insight is gained by comparing cases that experienced different degrees of 

change, including change in different directions. The two cases reported in this study 

experienced large changes in implementation relative to the average health unit in the 

province, and in opposite directions. 

Research Setting 

Ontario is located in central Canada and is the largest province with a population 

of about 11 million. Pthlic health services in Ontario are primarily delivered through 

public health departments, each administered by an autonomous local board ofhealth and 

regulated by provincial legislation and program guidelines. At the time ofdata collection, 

Ontario had 42 local health units. Public health programs were cost-shared by provincial 

and municipal governments, with a total combined annual budget of approximately $300 

million and 4,600 full-time equivalents (FTEs), or approximately 43 FTEs per 100,000 

population (in 1997).local boards ranged widely in per capita funding ($18 to $60 in 

1997), population servt~d (39,354 to 721,130 in 1997), and geographic location and size. 
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In 1989, public health in Ontario experienced a strategic shift in programming 

direction by focussing on non-communicable disease prevention. In addition to existing 

responsibilities, health units were required to provide programming in tobacco use 

prevention, nutrition promotion and physical activity promotion (Ontario Ministry of 

Health, 1989). At the same time, the provincial government supported a number of 

demonstration programs (typical duration approximately five years) for community-based 

health promotion. Five demonstration communities focussed specifically on heart health 

promotion. During the study period from 1994 to 1996, Ontario was in a transition phase 

between demonstration projects and province-wide dissemination of 'best practices' in 

health promotion. The Canadian Heart Health Initiative Ontario Project was completed 

during this transition 

period. 
Internal 

Theoretical Framework 

The theoretical 

framework for this study 

(Figure 1) was adapted 

from previous work (Riley 

et al., 2001b). The 

framework reflects a 

diverse literature, but draws most heavily on a social ecological perspective (Green et al., 

1996), recognizing the importance ofhealth promotion institutions, and the context in 

which agencies undertake health promotion activities. The organizational context (e.g. 

Organizational 
Facton : 

I 
Figure 1: Theoretical framework to explain change(~::.) 
in implementation ofheart health promotion activities 
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organizational culture, policies, processes) and the environmental context (e.g. political, 

social, economic) are represented in Figure 1 by internal organizational and external 

system factors, respectively. 

The outcome cf interest in this study is change in implementation of 

comprehensive, community-based programs to prevent cardiovascular disease and 

promote heart health. The framework identifies broad classes ofvariables known to 

influence implementation ofhealth promotion programs by organizations. It suggests that 

change in implementation is most directly influenced by a) change in organizational 

predisposition and, b) change in organizational practices. Predisposition refers to the 

motivation to undertake heart health promotion activities, and practices refer to various 

assessment, planning and related tasks ofpublic health agencies to undertake heart health 

activities. Guided by a social ecological perspective and supported by the quantitative 

research to explain 1997 levels of implementation among Ontario public health units 

(Riley et al., 2001b), the framework proposes that changes in organizational 

predisposition and practices are influenced by a variety of factors related to the internal 

organization (notably, human and financial resources, structures, processes, leadership) 

as well as the external ;;ystem (notably, partnerships, support from the resource system, 

contextual factors). 

METHODS 

Case Selection and Dt~scription 

Two cases wen: selected for this study on the basis ofchange in implementation of 

heart health activities fi·om 1994 to 1996. Quantitative and qualitative data previously 
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collected for CHHIOP were used to select cases (described under Data Sources below). 

Implementation scores derived from surveys completed by health units in 1994 and 1996 

were used for case selection. Implementation was measured for 75 community-based 

activities, organized by risk factor and setting (see Table 1). The 75 activities represent a 

comprehensive, population-based approach to heart health promotion, and were defined 

using four dimensions: risk factors (tobacco use, physical inactivity, nutrition, general 

heart health), channels (schools, workplaces, health care settings and general community), 

approaches (education, environmental support, policy) and target groups. Baseline levels 

and change in total implementation were used for case selection. Total implementation 

scores were the mean level of implementation for all 75 activities. 

Table 1: Examples of the 75 community heart health activitiesa used to derive implementation scores 

Activities designed to improve general heart health. Please indicate the current stage of development ofeach 
activity (including those caffied out by agencies other than the health unit) in your communitY' (area served by your 
health unit) .... 

··············································································································································· ············································· 
Schools 

a. Educational materials on heart health in schools 
b. Recognition awards to schools with heart health programming (e.g., comprehensive school health 
approach) 

Workplaces 
a. Health risk assessments of workers 
b. Small group sessions for behaviour change 

Health Care Settings 
a. Training for primary care providers on assessing patient risk factors for cardiovascular disease 
b. Information for primary care providers for referring patients to community programs 

Community at large 
a. Media campaigns on heart health 
b. Advocacy directed at the provincial level for policies related to heart health 

. .. ...
"The examples 1n th1s table are act1v1t1es to Improve general heart health. Other nsk factors Included 1n the mventory are act1v1!1es to 

reduce tobacco use, increase healthy eating and increase physical activity. The complete instrument is available from CHHIOP, 

Health Behaviour Research Group, MC6082, University of Waterloo, Waterloo, Ontario, N2L 3G1. 

bEach item was rated on a 5-point scale from O=not aware of any organized activity being planned or implemented, to 4=a high level 

of implementation whereby the activity is at over 2/3 of full implementation (where full implementation is the optimal level of 

implementation if resources were not limited). 
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One case experienced an increase in implementation (hereafter referred to as 'Up') 

and the other a decrease in implementation (referred to as 'Down'). The two cases had 

similar baseline level~ of implementation in 1994; slightly above the provincial average at 

a 'low level ofimplementation' (defined as implementation at<% of ideal 

implementation if resources were not limited) (Table II). Change in implementation from 

1994 to 1996 was in opposite directions. Up advanced to a 'medium level of 

implementation' (between% to% of ideal implementation) and Down regressed to 

somewhere between a::tive planning and a low level of implementation. In both cases, the 

magnitude ofchange in overall implementation was above the provincial average of 0.2 

points (SD .41). In Up, the one point shift was over 2 standard deviations above the 

average change for health units in the province. Interviews ofpublic health staff validated 

an increase in implem~ntation from 1994 to 1996, but suggested the reported increase was 

slightly inflated. Perceptions of staff were supported by a lower implementation score of 

2.9 reported just one year later (1997) in a similar organizational survey. In Down, the 

observed change in implementation from survey results was validated by staff 

perceptions, and by a repeat score of 1.7 in a 1997 survey. 

Table II: Implementation of heart health promotion, cases and the provincial average, 1994 to 1996 

Case Implementation Score 

1994 1996 Change score 

Up 2.2 3.2 +1.0 

Down 2.1 1.7 -0.4 

Provincial average (N=42) 1.6 1.8 +0.2 
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At the time of selection (1994 ), the two cases were similar on several other 

characteristics (Table Ill), especially the strongest predictors of level of implementation 

found in our path analytic study. Specifically, the two cases shared a relatively high 

motivation for heart h~alth (e.g. predisposition, priority ofheart health in the health unit); 

fairly effective organizational processes (e.g. assessment and planning practices, 

coordination ofprograms); similar resources and concepts for healthy lifestyles programs; 

and strong relationships with community partners and centres offering technical 

assistance. The cases also shared some demographic features, such as rate ofpopulation 

growth and a majority ofEnglish-speaking residents; geo-political re-structuring; and 

levels on some CVD risk factors, including physical inactivity, hypertension and diabetes. 

Despite these s[milarities, the cases varied on several internal organizational 

factors and external sy:;tem factors. With respect to organizational factors, the main 

differences were the history and structure for heart health programs. Up did not have a 

designated heart health program. Rather, the health unit addressed heart health activities 

through its healthy life:;tyles programs. Up had formed a multi-disciplinary healthy 

lifestyles team in 1990 (one year after the healthy lifestyles mandate was introduced) and, 

by 1994, self-identified as having a lead role (i.e. more involved than other agencies) in 

about% ofcommunity-based heart health activities. In contrast, the health unit in Down 

initiated a heart health program in 1987, and received enrichment funding from the 

provincial government as one of five heart health demonstration communities in Ontario. 

Unique to public health practice at the time, the heart health program was run by a 

community partnership, with strong coordination and program support from health unit 
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Table Ill: Comparison of Up and Down on baseline characteristics 

SIMILARITIES DIFFERENCES 

IMPLEMENTATION 

Overall implementation of heart health activities at a 'low Up had higher implementation in the health care setting 
level of implementation' and for physical activity; lower implementation for 

general heart health (>1 .5 point difference in these 
settings and risk factors) 

ORGANIZATIONAL PREDISPOSITION 

Overall importance of organizational practices for heart 
health was rated between 'fairly' to 'very' important 

ORGANIZATIONAL PRACTICES 

Overall effectiveness of organizational practices was 
rated between 'somewhat' to 'fairly' effective 

Up rated evaluation practices as more effective than 
Down (1 point difference) 

INTERNAL ORGANIZATIONAL FACTORS 

Processes: Co-ordination of tobacco, nutrition and 
physical activity promotion programs in the health 
department rated as 'fairly well co-ordinated' 

Leadership: Priority of heart health in the health 
department rated between a 'medium' to 'high' priority 

Health unit leadership characterized by bringing forward 
program ideas and bringing agencies together 

Human and Financial Resources: Per capita funding 
for public health 'healthy lifestyles' programs at $7 per 
capita 

Belief in acomprehensive approach to heart health 

Heavy workloads a barrier to strong internal 
relationships 

Respect for staff with diverse background 

Structures: Healthy lifestyles committee in Up versus a 
discipline-based structure in Down 

Processes: Internal (health unit) collaboration growing 
in Up and weak in Down 

Leadership: Up indicated a 'lead role' (defined as more 
involved than other agencies) for 61% of community-
based activities, compared to 38% for Down (23% 
difference) 

Health department in Down established a heart health 
program in 1987 

Down was a heart health demonstration project (with 
provincial funding) since 1990 

Human and Financial Resources: Overall budget for 
public health lower for Up ($29 per capita versus $43 for 
Down) 

continued on next page 
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SIMILARITIES DIFFERENCES 

EXTERNAL SYSTEM FACTORS 

Support from Resource System: Used services of 
health promotion resource centres and found them useful 

Partnerships:Strong partnerships for heart health with a 
variety of community agencies, other health units and 
citizens 

Effective partnerships characterized by common goals 
and sharing resources 

Barriers to external partnerships included unequal 
workloads, different mandates, turf issues, interpersonal 
differences, lack of time 

Contextual: Municipal re-structuring underway 

Approximately 80% of the population 15 years and older 

5-1 0% increase in population from 1991 to 1996 

A majority of the population with English as a first 
language (approx 55-60%) 

CVD risk factors: 
Physical inactivity approx 56% 
Hypertension approx 10% 
Diabetes approx 3% 

Support from Resource System: Down used services 
of the Heart Health Resource Centre (with a mandate to 
support the demonstration projects); and as a 
demonstration project was asked to provide information 
to the HHRC 

Partnerships: P.riority of heart health in the community 
perceived to be 'medium' in Down and 'low' in Up 

Contextual: Down is a single municipality in a 
Metropolitan area and Up consists of 5counties and a 
city; Up is mostly rural (covering 5,305 square 
kilometres) and Down is urban (covering 21 sq km) 

Up had a larger population (191 ,000 versus 102,000 in 
Down) 

40% of the population had French as a first language in 
Up and other languages in Down 

Much higher immigrant population in Down (42% in 
Down versus 6% in Up) and visible minority populations 
(31% in Down versus 1% in Up) 

Higher proportion with university education in Down (25% 
versus 10% in Up) 

More favourable income and work status in Down (total 
income approx $3,500 higher and $100,000 difference in 
the average value of owned occupied dwellings) 

More medical services in Down (116 doctors per 100,000 
versus 61 in Up) 

Teaching health unit in Down 

Many services not defined by municipal boundaries in 
Down 

Cardiovascular disease mortality higher in Up (297 
deaths per 100,000 population versus 205 in Down) 

CVD risk factor differences: 
Daily smoking higher in Up (28% versus 21% in Down) 
Excess fat in the diet higher in Up (80% versus 65%) 
Obesity higher in Up (28% versus 22%) 
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staff. Community involvement was expanded from 1990 to 1994, mostly in response to 

requirements to receive the enrichment funds. By 1994, the heart health program was 

relatively arms-length from other health unit programs and operations, though health unit 

staff continued to provide coordination, organizational and program support. Operating 

within the partnership structure, the health unit reported a lead role in approximately 40% 

ofheart health activities (30% lower than Up). Meanwhile, mandatory public health 

programs, including the healthy lifestyles programs, were largely accomplished through a 

traditional discipline-based structure within the health unit. 

With respect to external system factors, the cases varied on many geographic, 

demographic, health service and health status characteristics. Up is situated in eastern 

Ontario and consists of 5 counties and one city. It covers a large geographic area and is 

mostly rural. The population in 1994 was approximately 191,000 and included a large 

proportion ofFrancophones. Down is a single, urban municipality, covers a small 

geographic area, and is situated in south-central Ontario. The population in 1994 was 

approximately 108,000, with almost half representing immigrant groups. Whereas 

income, education and health services were lower in Up compared to Down, circulatory 

death rates and some CVD risk factors, including smoking, excess fat in the diet and 

obesity were higher. 

Data Sources 

Quantitative and qualitative data previously collected for CHHIOP (during the 

time period 1994 to 1997) were used for this study. Secondary analyses of CHHIOP data 

were supplemented with information from staffing and budget reports for Ontario public 
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health units (Public Health Branch, 1995, 1998), census data (1991 and 1996), and 

unpublished results from the 1990 Ontario Health Survey. The classes ofvariables in the 

theoretical framework were used to identify potentially relevant information from all data 

sources. Indicators an; listed in the Appendix. CHHIOP sources include: 

a) CHHIOP health unit surveys, 1994 and 1996: These surveys are described in detail 

elsewhere (Riley et al., 2001 b). Surveys of all health units were completed in 1994 and 

1996, with a 100% re~ponse in both years. Organizational level data were obtained on 

predisposition, capacity and implementation for heart health promotion. A mailed survey 

was completed under the direction of the Medical Officer ofHealth by those people who 

were most involved in managing and/or delivering heart health activities in the 1994 and 

1996 calendar years. Acceptable levels of reliability and validity were demonstrated 

(Riley et al., 2001b). 

b) CHHIOP survey ofcommunity agencies, 1997: This survey is described in detail 

elsewhere (Elliott et aL, 2000a). The main focus of the survey was on agency involvement 

in heart health promot[on activities and partnerships for these activities. Agencies 

participating were tho1:e with a mandate in some aspect ofheart health promotion, and 

included voluntary health agencies, school boards, municipal Parks and Recreation 

departments, and local YMNWCAs. The survey was completed by telephone by the 

individual in each agency who was most familiar with heart health programming. Seven 

and six agencies participated in Up and Down, respectively. 

c) CHHIOP qualitative study, 1997: A technical report is available on the 1997 qualitative 

study (Elliott et al., 1998b). In-depth, semi-structured interviews were conducted with a 
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total of 38 public health professionals who were most involved in heart health promotion 

from a subset of 8 health units. The primary purpose ofthe interviews was to explain 

changes in predisposition, capacity and implementation ofheart health promotion 

activities from 1994 to 1996. Five individuals were interviewed from each of the two 

cases in the current study. Respondents were predominantly well-educated females 

between 36-55 years, rom a range ofprofessions within the health unit, including 

managers, public health nurses and health promotion officers/ coordinators. Three of the 

five respondents from each location completed the health unit surveys in 1994 and 1996, 

including the same Medical Officer ofHealth in each case. Interviews were completed by 

the same two interviewers in both locations. A systematic thematic analysis of the in­

depth interview data was facilitated using qualitative software (Ethnograph). The theme 

code set was developed using both deductive and inductive approaches, allowing 

researchers to address specific objectives while allowing new ideas/themes to emerge 

from within the qualitative data. Reliability was assessed using inter- and intra- rater 

reliability while validity was assessed using member-checking (see Baxter and Eyles, 

1997). Using these data, summary reports were developed for each participating health 

unit (n=8). These repo:is summarized main findings by theme and included direct 

quotations from original transcripts which best articulated the view of individuals within 

the unit. For this study, the main data source was these summary reports. In addition, 

original transcripts were read and additional analyses were done using Ethnograph to 

explore selective them~s in more detail. 
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Analysis 

Single case analyses provide a necessary foundation for case comparisons (Yin, 

1994). Using the sam~: interpretive process, explanations ofthe observed changes in 

implementation were developed for Up and Down independently. For each case, results 

were compiled for all indicators listed in the Appendix. Results were coded as supporting 

change in a positive d1 rection, no change or change in a negative direction. To the extent 

possible, time ordering and relations between variables were also determined. The relative 

contribution of facton to the change process was judged based on strength of evidence. 

Strongest evidence was demonstrated by meeting all three of the following criteria, 

however, few variables were measured using both qualitative and quantitative methods: 

1. 	 Qualitative findings (from in-depth interviews ofpublic health staff) reported that 

the factor inflt.enced a change in implementation. Factors reported with the 

greatest frequency and intensity were considered to provide the strongest evidence. 

2. 	 Quantitative findings showed that the factor changed during the study period, in a 

direction which supported the observed change in implementation. 

3. 	 Theoretical and/or empirical literature (other than from CHHIOP) support a link 

between the factor and the level of implementation. 

A subsequent ::omparative case analysis examined similarities and differences in 

the single case explanations, including the types of factors supporting and limiting 

implementation change, as well as the amount of change in these factors, the timing of 

changes, and the interplay of factors. Possible implications ofbaseline differences in the 

cases were also exammed. 
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RESULTS 

Single Case Explanations 

Figures 2 and J highlight the major factors explaining implementation change in 

Up and Down, respectively. 'Conditions' did not change during the study period, but 

provide an overview of the circumstances within which change took place. 'Processes' 

initiated or contributed to the 'Outcome' of implementation change. 

During the stu iy period, Up experienced an accelerated increase in 

implementation relative to other health units. The increase was facilitated most by internal 

organizational factors, which were strong enough to overpower characteristics of the 

external system knowrr to limit implementation, including significant demographic (e.g. 

low income and 

CONDITIONSeducation, large 
High need for cardiovascular disease prevention (Ext: contextual) 

Demographic and geographic challenges (Ext: contextual) 

Strong partnerships among community agencies (Ext: partnerships) 
Francophone Use of resource system (Ext: resource system) 

Consistently high predisposition for heart health (Predisposition) 


population) and Q
Increased leadership from 

team in 1990 (Int: structure) 
Formed a healthy lifestyles 

public health (Int: leadership) Increasedgeographic (e.g. 6 + . . implementation
+ 	 Increased coordt~atlon of he~rtQ of heart health 

health programs m health umt promotion 
(Int: structure) activitiesmunicipalities, large 

Hired staff with diverse 
+ 	 (Implementation)skills (Int: human resources) Improved assessment and planning 

practices (Organizational practices) area, mostly rural) 

PROCESSES 	 OUTCOME 
challenges. 

Following the Figure 2: Explanation of implementation change- Up 

introduction of the 

healthy lifestyles programs into the public health mandate in 1989, Up re-organized 

internally to form a healthy lifestyles team (Figure 2). It took approximately five years to 
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realize the full benefit of the new structure, due to: a) overcoming resistance to the 

organizational change; b) learning how to work as a multi-disciplinary team; and c) hiring 

new staff to work as members of the team. The healthy lifestyles committee facilitated a 

multi-risk factor approach: 

"within our health unit we try to develop initiatives that combine the three 
lifestyles toget.~er, like nutrition, tobacco and physical activity", 

and a multi-disciplina:y approach: 

"ifwe need to develop a project or a program, we usually try to get input 
from the public~ health nurses, public health educator, nutritionists, 
physical activity people, even environmental people." 

On its own, however, the new organizational structure was insufficient to substantially 

increase implementation of healthy lifestyles programs. Hiring staff with non-traditional 

and diverse backgrounds to work as members of the multi-disciplinary team was also 

needed: 

"Ifind that the diversity ofbackground is a definite asset to us. And I think 
that's a big factor in implementation. You don't have the socialized 
mentality ofa ~ealth care provider when you go get people with different 
backgrounds." 

Changes in th€:: organizational structure and staff facilitated an increase in public 

health leadership for teart health promotion; an increase in coordination of heart health 

(i.e. healthy lifestyles) programs; and an increase in the effectiveness of organizational 

practices (i.e. assessment, planning) supporting heart health promotion. These changes 

were supported by ongoing assistance from resource organizations and a consistently high 

priority given to heart health within the health unit. 
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For Down (Figure 3), 1994 to 1996 was a time to re-group/ re-organize for healthy 

lifestyles promotion in general and for heart health in particular. This was after an 

innovative and active 

history in heart health 
CONDITIONS 

High need for cardiovascular disease prevention (Ext: contextual) promotion as a health Demographic and geographic challenges (Ext: contextual) 

Strong partnerships among community agencies (Ext: partnerships) 

Use ofresource system (Ext: resource system) 


unit and as a Consistently high predisposition for heart health (Predisposition) 
Long history ofheart health (Ext: contextual and resource system) 

community. Despite Q 
Decreased leadership from 

organization in 1994 
Initiated a health unit re­

public health (Int: leadership) Decreased 
+ implementationmany factors promoting (Int: structure) 

Decreased coordination ofheart q ofheart health+ q 
health programs (Int: structure) promotionIntegrated the demonstration 

activitiespositive change (e.g. program into the health unit + (Implementation)
(Int: structure) 

Decreased priority ofheart health + 
among community agencies 

Initiated planning for the consistently high (Ext: partnerships) 
OHHP provincial funds 
(Ext: resource system) 

OUTCOMEPROCESSESpredisposition, 

partnerships with other 
Figure 3: Explanation of implementation change - Down 

agencies, support from 

the resource system, highly educated population), and a provincial trend of small, steady 

increases, Down experienced a large decrease in implementation ofheart health 

promotion. 

A major precipitating event was a health unit re-organization. During the study 

period, the health unit re-organized to form a healthy lifestyles team, with a main 

objective to enhance multiple risk factor programming rather than continue to address 

behavioural risk factors (e.g. smoking, physical inactivity) individually. As expected, 

coordination ofheart health programs decreased during the organizational change process, 

and increased once tht: healthy lifestyles team was established. The re-structuring within 
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the health unit was th~: main stimulus for a decline in implementation, which was 

exacerbated by a number of other related factors. 

Specifically, the health unit re-organization was more complex since it 

incorporated the integ~ation of the heart health demonstration program. During the study 

period, the demonstration phase was winding down, and the major focus was on how to 

sustain the program: 

"a decline in implementation is a reflection of, again, the program coming 
back into the health unit, the program being shut down for a period of 
about 18 months where they were concentrating on how they were going to 
sustain themselves as a separate program". 

Together, the integration ofthe demonstration program and the health unit re-organization 

resulted in many staff changes and less emphasis on programming issues compared to 

previous years: 

"in 95 and toward the end of94, [the heart health program} lost its staff, 
there was greed staffchange-over. In 94 the program manager changed, 
and several stl!ff changed and then there were staffhired on temporary 
contracts to do specific projects." "The re-organization was also an influx 
ofstaff, because I came on and shortly after me there were 7people too. 
And our team 's gone through many changes in terms ofmanagement". 

These changes led to a temporary lapse in health unit leadership for heart health. Without 

this leadership, priority given to heart health among community partner agencies also 

decreased, contributing to the observed decline in heart health implementation. 

Implementation was further compromised from 1994 to 1996 because of a focus 

on planning for the Ontario Heart Health Program. The health unit and other community 

agencies were working together to develop a five year strategic plan as part of an 

application process for provincial funding. In addition to a heavy emphasis on planning, 
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uncertainty regarding funding also contributed to less emphasis on implementation 

compared to previous years: 

"the whole un.~ertainty is frustrating because it's already end ofthe year" 
"I mean it's dragged on and on and that's been difficult. It has held back 

promotion ofmy strategic plan because I don 't have any confirmation of 
dollars." 

The decrease ir1 implementation in the two year study period was a dramatic tum 

of events for a health 1mit that was a leader in heart health promotion. Public health staff 

predicted that the long-term result of the re-organization would be an increase in 

implementation: 

"I think ifyou look at this [overall implementation rating] a few months 
down the road you might see a climb. It won 't continue to drop. " 

Consistent with these Jredictions, implementation increased by 1.3 points from 1997 to 

2000 (unpublished data from a survey ofhealth units in 2001). 

Case Comparison 

The major fact)rs responsible for implementation change in both cases were 

strikingly similar, despite baseline differences in internal (health unit) and external 

environments. Implementation change was most strongly influenced by internal 

organizational factors; notably, public health leadership, organizational structure, and 

skills of staff. Where present ( in Up), public health leadership, and an established multi­

disciplinary structure consisting of staffwith non-traditional and diverse health promotion 

skills resulted in positive implementation change. Where absent, and during a process of 

re-structuring within the health unit (in Down), negative implementation change was the 

result. 
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The cases were also similar on the typical role of the health department. Despite 

different histories ofheart health programming, both health units described their typical 

role as coordination (e.g. bringing agencies together) and supporting implementation of 

community-based activities. With the exception ofduring the health unit re-structuring 

process in Down, the health units were typically more involved than other agencies (i.e. 

leadership role ofthe health unit). 

Although the specific functions of the health unit were described in similar ways 

in the two cases,perctptions ofthe role ofthe health unit differed. In Up, public health 

staff more commonly described a 'lead' role of the health unit, whereas in Down, staff 

more commonly reported a 'support' role. This difference might be explained by the 

experience ofDown a~: a demonstration project; specifically, the condition to enhance 

community involvement to receive enrichment funds. This condition may have resulted in 

a 'lead' role for public health being interpreted as undesirable and, thus, a greater 

tendency by staff to describe their roles as 'support'. 

Another diffemnce between the two cases was the influence of the opportunity to 

receive provincial funding for heart health. The potential funding incentive had little to no 

impact on activities in Up: 

"It has been a11nounced so long ago and it still hasn 't come. We're not 
waitingfor that. " 

In contrast, substantial frustration and negative consequences were reported by staff in 

Down. The differential response might be explained by different past experiences with 

special funding projects -Down was a heart health demonstration community whereas Up 
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was not. Communi tie~: that receive special funding may develop a dependence on those 

funds for sustained ac:ivity. 

Up and Down also differed on some incentives for maintaining a high priority on 

heart health. Both Up and Down reported high rates of CVD and associated risk factors as 

motivating factors. Down reported an additional community responsibility, which seemed 

to stem from its innovative history in heart health, including its participation as a 

demonstration community. 

DISCUSSION 

This study adds to both the science and practice of health promotion. The results 

contribute to knowledge on organizational aspects of health promotion implementation. 

They identify some core elements involved in the transformation ofpublic health, 

including: leadership, organizational structure and staff skills. These factors are all 

considered to be important dimensions of organizational capacity for health promotion 

(e.g. Hawe et al., 1997; Advisory Board of the Third International Heart Health 

Conference, 1998; Go1)dman et al., 1998). The dominant influence of internal 

organizational factors on the implementation change process is noteworthy, since in much 

of the health promotiorrliterature, the focus is on external organizational relationships (or 

partnerships). 

With respect tc partnerships, study findings contribute to the increasing dialogue 

on community coalitions for health promotion (Butterfoss et al., 1993; Stoto et al., 1996; 

Wolff, 2001); specifically, the role ofpublic health agencies in community coalitions. 

While shared 'ownership' among participating members (agencies and/or citizens) 
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remains a useful goal to optimize coalition functioning, specific contributions ofvarious 

partners may (appropriately) vary depending on mandate, resources and individuals 

involved. In the case cfpublic health agencies, this study suggests a leadership role is 

vital to the sustained implementation of community-based health promotion activities. 

Results suggest that leadership may be operationalized by building partnerships, 

coordinating efforts of partner agencies, and providing program implementation support. 

Results also provide support for a social ecological approach to health promotion. 

Specifically, they reinforce the importance of the institutional context (i.e. public health 

and other community agencies) for health promotion (Rutten, 1995; Green et al., 1996). 

Within the organizatiCinal setting, results illustrate the important interaction of individual 

level (i.e. staff skills) :md organizational level (i.e. team structure) variables. Results also 

highlight the importar ce of community context in the implementation change process. In 

this study, history oft eart health programming was particularly important. Notably, 

participation as a time-limited demonstration project influenced the magnitude of 

organizational re-structuring, the influence of external funding incentives, the community 

participation process, and perceptions ofcommunity accountability. 

The results do not support the proposed links between changes in organizational 

predisposition and pn,ctices, and change in implementation. Insufficient sensitivity of 

measures, relatively high baseline levels (in predisposition), a short 2-year time period for 

the study, and lack of information prior to 1994 (e.g. since sustained levels on these 

variables may be better predictors of implementation change as seen in the quantitative 

path analysis reported in Riley et al., 2001b) may explain, in part, the absence of these 
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factors in the explanation of implementation change. Proposed contributions of external 

system factors were also not found. The time period of two years may be too short to 

demonstrate the (potential) influence of long-standing circumstances such as demographic 

and geographic characteristics. These and other contextual factors may also be more 

relevant at later stages of implementation. 

A major practi :.:al implication of the findings is to continue efforts to strengthen 

public health, with a tiJcus on creating multi-disciplinary teams consisting of staff with a 

variety ofhealth promotion skills, and developing strategies to enhance public health 

leadership while fosteling strong community partnerships. Another implication is for the 

design of demonstration or pilot projects in health promotion. Terms and conditions 

attached to incentive f mds should strive to maximize positive consequences (e.g. a sense 

ofcommunity responsibility) and minimize negative consequences (e.g. lack of 

integration with agency processes and activities). 

Future Research 

Results of a single, pair-wise comparison are more suggestive than definitive. To 

increase the applicatio t1 of findings, similar research needs to be carried out in other 

health systems and wi1h other issue areas (though still focussing on multiple, community­

based interventions taking a population approach to prevention). 

To build on th{: findings in this preliminary work, other similar studies could 

examine additional aspects of implementation (Champagne et al., 1993; Scheirer et al., 

1995). For example, direct measures of implementation could be incorporated, other 

measures of agency performance could be included, and the quality (or fidelity) of 
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implementation could be assessed. Future studies should focus on the interplay of factors 

influencing implemen:ation change, and assess perceptions of the influence ofvarious 

factors (e.g. barriers to implementation, history of collaborative relationships and 

programming). Future studies should also examine factors influencing change at later 

stages of implementaton. During these later stages, different factors, such as participation 

of community partnem, technical assistance, or contextual factors, may have a stronger 

influence on changes in implementation than organizational shifts within public health 

agencies. 

Another area £)r further research is to examine long-term consequences of 

demonstration project;. 'Durability' or 'sustainability' of demonstration projects have 

been examined (Thompson et al., 2000), but little attention has been given to 

understanding consequences experienced by participating agencies, and how those 

consequences influence related program initiatives and collaborative relationships. 
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APPENDIX: Constructs and indicators for explaining changes in implementation 

Main data sources are noted using the following abbreviations in parentheses: 

HU = CHHIOP health unit surveys, 1994 and 1996 
CA = CHHIOP survey of community agencies, 1997 
Qual= CHHIOP qualitative study, 1997 

IMPLEMENTATION 

change in level of implementation of activities for 
risk factors (tobacco- 18 i1ems; nutrition- 24 items; 
physical activity - 17 items; general heart health - 15 
items in 1994, 16 items in 1996); settings (schools­
16 items; workplaces- 16 Jtems in 1994, 17 items in 
1996; health care- 10 items; community at large­
32 items); and risk factor/setting combinations 
(mean score for items in each subscale, rated on a 5­
point scale - see Table I) (HU) 

perceptions of factors influencing change 

implementation from 1994 to 1996 (Qual) 

CAPACITY 

change in level of effectiveness of 18 organizational 
practices to support heart health promotion 
activities and subscales for assessment (4 items), 
planning (6 items), supponing implementation (6 
items), and evaluation (2 items in 1994, 4 items in 
1996) (mean scores for 4 Sllbscales and overall­
items rated on a 5-point scale from O=not aware 
activity was conducted to <!=activity was conducted 
and was very effective) (HU) 

perceptions of the influence ofcapacity on 

implementation change from 1994 to 1996 (Qual) 

PREDISPOSITION 

change in level of importance of 18 organizational 
practices to support heart health promotion 
activities and 4 subscales (as above for capacity) 
(mean scores for subscales and overall- items rated 
on a 4-point scale from 1 =not at all important to 
4=very important) (HU) 

perceptions of the influence ofpredisposition on 
change in implementation (Qual) 

INTERNAL ORGANIZATIONAL FACTORS 
(includes Human and Financial Resources, 
Structures, Processes, and Leadership) 

change in funding per capita for public health 
programs and healthy lifestyles programs 

change in coordination ofprograms (rating from 
1 =not well coordinated to 3=very well coordinated) 
(HU) 

change in proportion of activities in which the 
health unit had a lead role in implementation 
(ratings of 'lead', 'support' or 'no' role for 
community-based heart health activities) (HU) 

change in priority of heart health within the health 
unit (rating of 1 =low priority to 3=high priority) 
(HU) 

continued on next page 
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INTERNAL ORGANIZATIONAL FACTORS 
(continued) 

perceptions ofthe influenc·~ of internal 
organizational factors on implementation change 
(Qual) 

health unit involvement in b.eart health compared to 

other agencies (1996 only) (HU) 

EXTERNAL SYSTEM FACTORS (including 
Partnerships, Support frum the Resource 
System, and Contextualllactors) 

level of involvement ofcommunity agencies in heart 

health programming for risk factors (tobacco, 

nutrition, physical activity, general heart health) 

(ratings on a 3-point scale :rom 1 =not at all 

involved to 3=very involved) (CA) 


change in use ofresource system (number of 

resource centres used each year) (HU) 


change in usefulness of resource system (number of 

resource centres rated as ' fairly' or 'very' useful) 

(HU) 


usefulness ofCHHIOP (1996 only) (including 
surveys, reports, promotions, conference 
presentations, and interactions with project 
members) (sum of CHHIOP activities rated as 
'moderately' or 'very' helpful) (HU) 

change in priority ofheart health in the community 
(rating from 1 =low priority to 3=high priority) 
(HU) 

change in geo-political structure 

change in demographics (size and characteristics of 
population, social and economic conditions) 

change in health services (especially history of 
heart health programming in community) 

change in health status (rates of cardiovascular 
disease and risk factor profile) 

perceptions of the influence of external system 
factors on implementation change (Qual) 



CHAPTERS: 

Research Contributions and Future Directions 


CHAPTER OVERVlEW 

This chapter directly addresses objective three of the research program by 

synthesizing main contributions from the three studies reported in chapters 2, 3 and 4. 

This chapter builds on the implications for science, policy and practice discussed in 

previous chapters, wh[ch were inevitably limited by the word count restrictions for journal 

articles. In particular, a more in-depth analysis is offered on relevance of the research to 

heart health promotion in Ontario. Also, while recognizing the multi-disciplinary nature 

ofthe dissertation, contributions most relevant to a geography of health promotion are 

noted. 

Table I provid:::s a summary of main contributions discussed in this chapter. The 

chapter concludes with. some suggestions for future research. 
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Table 1: Summary of main contributions from this dissertation 

Some Main Contributions from this Dissertation 

THEORY . Shows promise in combining diffusion theory and social ecological theory to understand dissemination of health 
promotion (diffusion theory mainly for description and social ecology for explanation). 

. Reinforces knowledge about health promotion dissemination, including stages (or functions) of dissemination, 
the iterative process, and the role of organizational capacity building. 

. Generates new knowledge about dissemination related to the time course for system change and factors 
energizing and constraining movement within and between dissemination stages. 

. Suggests that an interplay of organizational and environmental factors may help to explain different levels of 
implementation. The relative influence of these factors and their structural relationships are also proposed. 

. Suggests that internal organizational factors may have the most influence on implementation change, 
especially during early stages of dissemination. 

. Provides empirical support for linkages between organizational capacity and implementation; and between 
resource centre (or technical) support and organizational capacity. 

METHODS . Operationalizes asocial ecological approach by exploring how factors operating within internal (organizational) 
and external environments interact to influence the dissemination of health promotion programs. 

. Uses quantitative and qualitative approaches to better understand the dissemination process. 

. Applies three under-used techniques in health promotion research (i.e. case study methodology, participant 
observation, path analysis) to study the dissemination process. 

POLICY AND PRACTICE . Provides a provisional framework for dissemination of health promotion for policy makers and practitioners at 
all levels (e.g. international/ national, provincial, local). The framework includes: 
a) desired outcomes (or objectives) for five stages of dissemination 
b) strategies to achieve the stage-based objectives (e.g. routine scans of the internal and external 
environments, appraisal of evidence and practice, knowledge synthesis, technical support) 
c) critical supports, including factors within the public health system (e.g. champions with decision-making 
authority) and factors in the environment (e.g. research, policy context, partnerships). 

. Encourages those responsible for dissemination to be strategic (e.g. in their use of the dissemination 
framework) and opportunistic (capitalize on critical supports). 

. Identifies some priorities to enhance heart health promotion in Ontario, including: 
a) re-visiting aspects of problem/opportunity identification (e.g. acknowledge influence of social determinants of 
cardiovascular health; develop objectives that reflect knowledge about a realistic time course for change; 
acknowledge the magnitude of change within the public health system) 
b) maintaining a high priority on (heart) health promotion 
c) increasing the level of investment to achieve population impacts 
d) continuing to identify and disseminate promising practices 
e) continuing to strengthen health promotion capacity within the public health system 
f) incorporating monitoring, evaluation and research activities into usual public health practice. 
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CONTRIBUTIONS TO THEORY 

This research is the first known attempt to combine diffusion and social ecological 

theories to study health promotion dissemination. Collectively, the three studies show 

promise in combining these theories to help understand dissemination of population 

health promotion within the public health system. Diffusion theory is most useful for 

description, and social ecological theory for explanation. 

The research provides support for several features of diffusion theory. Study one 

(reported in chapter 2) supported that dissemination involves multiple stages (e.g. 

problem definition, in10vation development, implementation). Study one also reinforced 

that the dissemination process is iterative, while maintaining an overall progression from 

defining the problem to evaluating solutions. The observed dissemination process for 

heart health in OntariCI was non-linear. Events happened in more than one stage at a time 

and each stage was revisited several times throughout the ten year study period. Events 

reinforced and extend,~d previous activities (e.g. definition ofthe problem was reinforced 

every three to five years beginning in 1989). 

The research also extends knowledge on health promotion dissemination. One 

new insight is the long time needed to achieve substantial change within the public health 

system. Study one shewed that it can take ten years to set the public health agenda and to 

prepare for change (e. g. developing innovations, strengthening predisposition and 

capacity), especially when new practices represent a significant departure from traditional 

ways ofworking (Ro~~ers, 1995). The time period for dissemination is also extended ifthe 

object of dissemination is unclear. Typically, a program (with objectives, strategies and 
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results) is the basic material for dissemination (King et al., 1998). In Ontario, 

dissemination objects covered a much wider range, including: programs, policies, 

strategies to build and sustain partnerships, and knowledge ofpopulation health. Since the 

end of the demonstration phase, these and other promising practices have been identified 

for widespread application. 

The research also contributes to theoretical aspects of organizational capacity, 

including the nature o:: capacity and its role in health promotion dissemination. With 

respect to the nature of capacity, the studies reinforce that health promotion capacity 

consists of many skilh; and resources, including: structures (e.g. multidisciplinary teams), 

processes (e.g. collaborative planning among local agencies, media advocacy), programs 

and services of organi?:ations (e.g. educational activities, environmental change 

programs), individual and organizational values (e.g. focus on populations), knowledge 

(e.g. population healtl, advocacy strategies), and skills (e.g. building partnerships) (e.g. 

Hawe et al., 1997; Go)dman et al., 1998). Studies two (quantitative analysis) and three 

(comparative case study) offered additional information on possible relationships between 

some dimensions of capacity. For example, in study two, both organizational structure 

and partnerships were shown to be associated with organizational practices to support 

heart health (e.g. asse!;sment, planning, evaluation). In study three, organizational 

structure was associat,~d with coordination ofprograms and public health leadership. 

With respect to the role of organizational capacity in dissemination, studies one 

and two provide strong support for capacity building as an essential function. Study one 

showed that, in Ontario, "capacity", or skills and resources for health promotion was an 
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important focus following the relatively recent paradigm shift in public health towards 

community-based, intersectoral and population approaches (World Health Organization et 

al., 1986). The public health system required a fundamental re-tooling to effectively carry 

out its mandate in health promotion/ chronic disease prevention. Study two provided 

empirical support for organizational capacity as a direct and strong predictor for level of 

implementation, and for supports from resource centres (i.e. technical support) enhancing 

organizational capacity. 

Another theoretical contribution of this research is support for a social ecological 

approach to health promotion. All three studies concluded that an interplay of factors 

operating within the public health system (i.e. internal organizational factors) and in the 

external environment (i.e. external system factors) helped to explain the nature and timing 

of dissemination events (including movement within the implementation stage). For 

example, study one demonstrated that dissemination events, such as the introduction of 

the public health mandate in healthy lifestyles promotion, and the launch of heart health 

demonstration communities, were the result of champions with decision-making authority 

within the public health system (internal factor) operating in a supportive environment 

(e.g. well-established evidence, consistent with policy directions, limited barriers in 

decision-making structures) (external factors). Similarly, in study two, the final model to 

explain levels of implementation included an interplay of internal organizational factors 

(i.e. organizational structure, organizational priority, organizational capacity), and 

external system factors (i.e. partnerships, resource system support). 
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All theoretical contributions are highly relevant to a geography ofhealth 

promotion. The strongest point of connection is support for a social ecological approach 

to health promotion. Study findings underscore the importance of a relational view of 

space, whereby interdependencies of environmental, community, organizational and 

individual factors are central to understanding the operations and outcomes of 

organizations. Study three suggested that a combination of internal organizational factors 

had the strongest influence on the implementation change process. Study three also 

illustrated the importarrce ofcommunity history (or context) in shaping the impact of 

variables such as incentive funds and perceptions of community accountability. 

Theoretical aspects of diffusion are also highly relevant to geographical inquiry. 

They are closely align~d with a core geographic interest in understanding variation across 

space and over time. A message from this dissertation is that much more needs to be 

learned about variations observed in health promotion implementation across 

communities and over time. Current conceptions ofdissemination (e.g. iterative, multi­

stage, long-term proc{ss) offer a useful framework for studying such variations. 

CONTRIBUTIONS fO RESEARCH METHODS 

Although beccming more common, especially for problem-based, applied 

research, mixed methods designs are not the norm in public health research (Baum, 1995). 

The studies reported i1 this dissertation provide examples of using both quantitative and 

qualitative methods tc better understand dissemination and to develop practical 

applications. As expected, quantitative data (e.g. province-wide surveys) were most suited 

for description and qualitative data (e.g. in-depth interviews) added richness to 



120 

explanation. Whereas traditional diffusion studies in geography used sophisticated, 

quantitative modelling techniques to reveal patterns of disease, health facility location and 

other health-related phenomenon, future studies could incorporate a qualitative 

component to understand observed patterns. 

This dissertation also provides examples of three seldom-used methods in health 

promotion research: the case study method, participant observation, and path analysis. 

• 	 The case study method is under-used in health promotion research despite the 

contextual nature ofhealth promotion (Eakin and MacLean, 1992). Studies one 

and three provide examples ofusing a case study approach; both drawing on 

multiple data sources and methods. They demonstrate the value of case studies, 

especially to interpret events or processes for which information is available, 

however, was not collected to specifically address the purpose of the case study. 

Studies one and three also reinforce the importance of rigour in case study design 

(Yin, 1994); including developing study propositions; defining the 'case' and the 

unit(s) of analysis; and understanding the strengths and limitations ofvarious data 

sources and methods. 

• 	 Participant observation is another seldom-used technique, especially in studies 

that span a long period of time. Study one provides an example of using 

participant observation as an explanatory tool. 'Living' within and conducting 

participatory research within the Ontario health promotion environment 

throughout the study period, allowed the author to interact with the players, and 

'observe' events as they were unfolding. This direct experience enriched the 
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interpretive analysis ofhow and why dissemination ofheart health promotion 

occurred in Ontario over the ten year period. A promising direction, therefore, is 

for researchers to study phenomena with which they have direct experience. This 

type of 'co-operative inquiry' or 'partnership research', whereby meaning is 

revealed through experience, is of growing interest within health promotion (e.g. 

was the theme of a national health promotion conference in Victoria, BC, April 

2002). 

• 	 Path analysis is a third under-used method in health promotion research, often 

because of statlsticallimitations (e.g. sample size too small, insufficient 

quantitative measures for explanatory variables). Nevertheless, efforts to map 

relationships b~tween variables is useful in health promotion, especially since, 

typically, multiple factors influence health promotion processes and outcomes. 

Study two provides an example of using path analysis procedures. 

Notwithstanding limitations, the path analysis was useful to identify a set of five 

variables, and relationships between them, that helped to explain levels of 

implementatio:1. As part of the method, study two also provides an example of 

applying health promotion theory to the construction of explanatory measures. 

Explanatory variables were constructed based on assumptions of the change 

process; that the nature and levels ofprocesses and characteristics (e.g. level of 

priority given to heart health) over a period of time are most relevant to levels of 

implementatio l1 at a single, later point in time. 
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CONTRIBUTIONS TO POLICY AND PRACTICE 

Findings from the three studies have many implications for health promotion 

policy and practice. In this section, general implications are discussed first. They may be 

applied to heart health promotion and other similar issues (e.g. chronic disease prevention 

in general) undertaken in official public health agencies in Ontario and other similar 

settings. Guidelines may be useful for those working at different levels, including 

intemationaV national, provincial and local. Following general implications, strengths and 

limitations of the dissemination of heart health promotion in the Ontario public health 

system are discussed, with some specific, evidence-based suggestions for ways to 

enhance dissemination in Ontario. 

Some Guidelines for Health Promotion Dissemination 

Collectively, the three studies suggest some evidence-based guidelines for 

individuals and organ1 zations responsible for health promotion dissemination. Guidelines 

are suggestive more than definitive since they reflect results of a single case. 

First, results suggest that policy makers and other public health professionals 

should consider a long time horizon for health promotion dissemination. They need to set 

realistic expectations for changes, such as approximately ten years to create capacity for 

substantial growth in levels of implementation. This time horizon has implications for 

time periods for various phases of initiatives, such as the Ontario Heart Health Program 

and the Canadian Heart Health Initiative. Five years is a very short period oftime for 

substantial dissemination to occur when a desired object of dissemination is meaningful 
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levels of implementation of comprehensive community-based programs to achieve 

population impact. (Study one) 

Results also suggest that practitioners view dissemination as a dynamic process; 

one that involves a number of stages and several iterations between stages. Dissemination 

can be usefully guided by objectives in each of the dissemination stages, strategies to 

achieve objectives, and critical supports for effective action. These features are 

summarized in Table II as a provisional framework for health promotion dissemination. 

To apply this framework requires the integration of strategy and opportunity. Strategy 

involves identifying intermediate and long-term dissemination objectives and routinely 

taking inventory of organizational and environmental factors, focussing on those listed 

under 'Critical Supports' in Table II. Opportunity involves implementing strategies that 

capitalize on opportunities to achieve one or more dissemination objectives. (Study one) 

Highlights of directions suggested in the dissemination framework are described 

in four areas: public health priorities, organizational practices, technical support and 

monitoring. 
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Table II: A ·-··--- I fr; fk Iordi......_..........· ttion of health~ t"' ..................H
--···-··--·---- ··· ­

Critical Supports 	 .Stages Desired Outcomes (Objectives) Strategies 
I 

information: epidemiology; effectiveness of public health 

Opportunity 

Problem/ . 	 aneed for change is identified, preferably by public . environmental scanning (e.g. 

strategies; experiences of other jurisdictions 

Identification 


health officials with decision-making authority epidemiological data on mortality, . champions within the public health system 
identified, especially by key decision-makers 

. 	 an opportunity to improve public health practices Is morbidity, risk factors; practices in 

. . public health Infrastructure: legislative authority; information 
appraisal of evidence and practice 
other jurisdictions) 

systems. supportive health policy environment 
health goals) 

. goal-setting (e.g. provincial public
~ 

" 
. 
. policy development (e.g. public health 


mandate) 

consciousness-raising (e.g. survey 

reports)
- . information on experiences in other jurisdictions 


Development or 

Innovation . health promotion activities are found or developed . environmental scanning (e.g. practices . champions within public health system, preferably with decision-

Adaptation 


that are appropriate for the public health system and in other jurisdictions) 

. making authority 

activities achieve (or are expected to achieve) their 

the local context . appraisal of evidence (e.g. assessment . infrastructure: system for Identifying, appraising, documenting and 
Intended effect 

of promising practices) 
distributing 'best' or 'promising' practices. 	 realistic expectations for the impact of health promotion activities . 	 supportive health policy environment 

. modelling 

. infrastructure: provincial resources and supports 

Predisposition 

Strengthening . ,'public health agencies are motivated to undertake . environmental scanning (e.g. capacity . sufficient time for culture and skill development 

and Capacity 


new heallh promotion practices building systems In other jurisdictions) . information: experiences of other jurisdictions; research (e.g. on 
' required to underta~ new practices 

. ,public health agencies have the skills and resources . appraisal of practice 
capacity building in health promotion) 

funding) 
. incentives (e.g. demonstration project . 	 supportive health policy environment I 

i. 	 culture, knowledge and skill 
development (e.g. information 
resources, training, consultation) i 

. sufficient funding to Implement programs 
to set standards 

Implementation . health promotion activities are Implemented according . rewards and Incentives (e.g. funding) . champions for health promotion, especially at an administrative . health promotion activities are sustained, as 
. adaptation to local circumstances 

level 
,appropriate · . organizational priority given to new health promotion practices. • health promotion a;tlvities are revitalized, as needed . 	 supportive local organizational structures and practices (e.g. I 

multidisciplinary teams) 

. . appropriate knowledge and skills among service providers I 

partnerships. sufficient time for implementation 

" 
I. new practices are relevant to the general population. professional rewards and Incentives for implementation 

. availability of appropriate constructs, Indicators and measures 

Evaluation and 

Monitoring, . progress towards goals, objectives and targets is . appraisal of practice . responsibility for monitoring, evaluation and research 

Research 


. knowledge synthesisassessed . evaluation and research skills 
with investment in programs and include scientific 

. 	 outcome evaluations are performed commensurate . research 
! 

and social validity. research is conducted to support the development 

and dissemination of new health promotion activities 
. 	 monitoring, evaluation and research are used lo 

Inform other stages 
 I 
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• 	 Public health priorities: Not surprisingly, a high priority on health promotion was 

strongly associated with high levels ofprogramming. And so was leadership by 

public health (while working in partnership with other community agencies). To 

advance health promotion dissemination, therefore, public health agencies need to 

give priority to health promotion and they need to provide leadership for health 

promotion programming. To effectively implement these strategies, more needs to 

be learned abo11t how to set public health priorities and how to provide leadership 

from public health while enhancing community ownership. (All three studies) 

• 	 Organizationa.' practices: Findings are clear that effective organizational practices 

are associated :;trongly with levels of implementation ofheart health promotion 

activities. The most direct relationship between implementation and practices to 

assess, plan, support implementation and evaluate heart health promotion 

activities. Other important organizational practices include: coordinating tobacco, 

nutrition and p:1ysical activity promotion programs; forming multi-disciplinary 

teams for health. promotion; hiring staff with diverse health promotion skills; 

partnering with community agencies; and doing systematic reviews (or scans) of 

the internal organizational setting and external environments to identify 

opportunities aad threats. According to study findings, public health agencies need 

to optimize these practices to advance dissemination ofheart health promotion. 

(Some practices in all three studies) 

• 	 Technical support: Results show that resource system use assisted with 

implementation ofheart health promotion within communities. An implication for 



126 

practice is to invest in a provincial resource system to strengthen the links between 

research (i.e. krrowledge of effective practices, or ''what works") and practice (i.e. 

activities carried out by public health professionals, decisions made by public 

health policy makers). (Studies one & two) 

• 	 Monitoring: Monitoring is vital to provide meaningful feedback on progress with 

dissemination. At a population level, monitoring (or surveillance) systems 

typically focus on mortality, morbidity, and risk factors for various diseases. 

Systematic monitoring ofprogramming is rare. Even more rare is systematic 

monitoring of <)rganizational capacity. This dissertation suggests that some key 

indicators of capacity and implementation would be useful additions to ongoing 

monitoring systems. (All three studies) 

Some Priorities to Enhance Dissemination of Heart Health Promotion in Ontario 

The need to enhance dissemination of effective strategies to promote heart health 

is clear. In the research reported, level of implementation ofheart health activities was the 

primary indicator of dissemination. Reported levels of implementation signal a need to 

increase heart health programming in all community settings. The low dose of 

programming is furthu reinforced by the level of investment in heart health promotion, 

which is a common indicator of 'dose' or intensity ofprogramming (Centers for Disease 

Prevention and Control, 1999). In the year 2001, the most liberal estimate for the dose of 

heart health programming in Ontario was $2.95 per capita in Canadian dollars (Riley et 

al., 2002). This estim2te includes the OHHP provincial funding, estimates oflocal in-kind 

contributions for the OHHP, and funding for local tobacco programming from the Ontario 
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Tobacco Strategy, wh[ch is another major source of funding for activities related to heart 

health. This investment does not compare favourably to expenditures that can be expected 

to translate into popuLttion-level impacts. An example from tobacco control illustrates 

this point. Several U$. states have shown a dose-response relationship between per capita 

expenditure on tobacc:> control and smoking rates. This prompted the U.S. Centers for 

Disease Prevention and Control to recommend budget guidelines for comprehensive 

programming for toba~;co control. Resourcing below these recommended levels would be 

unlikely to translate into significant shifts in population smoking rates. Resources ranging 

from $4.51 to $14.91 per year per capita were recommended (in U.S. dollars and for states 

with a population of 10 million) (Centers for Disease Prevention and Control, 1999). 

Informed by these recc,mmendations, Ontario's Expert Panel on the recent renewal ofthe 

Ontario Tobacco Strategy recommended $8 Canadian per capita per year (Ashley et al., 

1999). These recommended levels are much higher than resourcing for heart health in 

Ontario. Although direct comparisons cannot be made between tobacco control and heart 

health, it is safe to asst:me that spending for heart health (which includes tobacco control) 

would not be lower than spending for tobacco control. 

How can disseminatio11 ofheart health promotion in Ontario be enhanced? 

Table III offers suggestions for ways to increase dissemination ofheart health 

promotion in Ontario. Priorities for Ontario were identified by assessing Ontario 

developments in relaticn to the dissemination framework (Table II). 
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Table Ill: Some priorities for Ontario to enhance dissemination of heart health promotion 

Dissemination Stage Some Priorities for Ontario 

Problem/ Opportunity 
Identification 

. 

. 

. 

Acknowledge social determinants (e.g. social inequities) as a risk 
condition for CVD. 
Maintain priority on heart health promotion/ chronic disease prevention 
within the public health system. 
Develop objectives for heart health promotion that take into account 
current status of dissemination and knowledge of the time course for 
change (e.g. include capacity building). 

Innovation Development or 
Adaptation 

. Enhance knowledge synthesis to identify best practices, including 
behavioural and social structural interventions, and ways to integrate 
heart health into chronic disease prevention initiatives. 

Strengthening Predisposition 
and Capacity 

. 

. 

. 
• . 

Improve co-ordination of tobacco, nutrition and physical activity 
programs within health departments. 
Further establish multi-disciplinary teams within health departments for 
health promotion planning and delivery. In these teams, include staff 
with diverse areas of expertise, including community organization, 
advocacy, and social marketing. 
Increase human and financial resources for (heart) health promotion. 
Identify and nurture champions for (heart) health promotion. 
Further strengthen networks and community partnerships for heart 
health promotion, preferably with public health taking a leadership role. 

Local Implementation . Increase levels of implementation of heart health promotion activities. 

Monitoring, Evaluation and 
Research 

• 

. 

. . 

Establish amonitoring system that includes indicators of capacity and 
implementation of heart health promotion programs. 
Conduct regular scans of the internal (organizational) and the external 
environments for opportunities and challenges. 
Support research focussing on dissemination of health promotion. 
Build in plans to evaluate the outcomes of innovative or large scale 
programs. Consider a wide range of outcomes at individual, 
organizational, environmental, and population levels, as well as social 
validity of the programs. 

One priority is to re-visit aspects ofhow the problem is defined. Since 1989, the 

problem of CVD as a public health problem and as a problem of population health 

behaviours, has been reinforced at regular intervals. Current knowledge of risk factors and 

risk conditions for CVD signal a need for Ontario to update how the problem is defined. 

The influence of social determinants needs to be acknowledged (e.g. Raphael, 2001), and 
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objectives need to refl,;)ct knowledge about the long time course for change. For example, 

realistic and meaningflll objectives for the next five years would emphasize changes in 

organizational capacity and community-based programming. Provincial objectives for the 

OHHP include programming objectives, however, they do not explicitly focus on capacity 

building (Riley et al., :W02). 

To enhance di~:semination, heart health promotion needs to be maintained as a 

public health priority. A high priority was maintained throughout the dissertation study 

period. Nevertheless, threats to maintaining this priority were also apparent (Elliott et al., 

2000b ), especially with an expanded public health mandate and competing priorities 

within communities. Ontario needs to develop strategies, therefore, to maintain a priority 

on heart health promotion, commensurate with the value ofheart health activities to the 

health of the Ontario population. 

Further work is needed to identify promising practices for heart health. In this 

area, Ontario has strong developmental work on which to build (e.g. a system to identify 

and classify promising practices). To reflect current knowledge and the current 

environment, the range of strategies to consider needs to be expanded. Useful additions 

would be strategies to reduce social isolation and social inequities; and strategies to 

integrate heart health Jromotion with other chronic disease prevention initiatives, such as 

prevention activities for stroke, cancer and diabetes. Initial signs of Ontario coalitions 

moving towards integrated approaches (e.g. heart health and cancer prevention, healthy 

lifestyles) were apparent in the late 1990s. Since then, these directions have become more 
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pronounced, and are consistent with health policy and practice environments (Riley and 

Feltracco, 2002). 

Findings suggest that Ontario needs to stay the course on strengthening health 

promotion capacity within the public health system. Some priorities for capacity building 

include aspects of org;mizational structure (e.g. multi-disciplinary teams), organizational 

practices (e.g. assessment, planning, community partnerships), and leadership (e.g. 

champions for heart health promotion). In Ontario, a major strategy to enhance capacity is 

investing in a health promotion resource system. Findings support ongoing investments in 

this system, assuming activities of these centres result in enhanced capacity for health 

promotion. 

Another area for growth is building on monitoring, evaluation and research 

activities. One opportunity is to incorporate some key indicators of organizational 

capacity and implementation of (heart) health promotion into routine monitoring for 

public health. CHHIOP provided a model on which to build for province-wide monitoring 

of some relevant and ILeaningful indicators of dissemination. The provincial evaluation of 

the OHHP continues to track some key indicators, however, 2003 is the last data 

collection point. 

Another priority for monitoring is to scan internal and external environments for 

opportunities and for challenges. Ontario could develop a systematic process to track 

some key trends and ismes within the public health system and in external environments 

most relevant to heart health promotion (e.g. research, experiences ofother jurisdictions, 

policy directions). An environmental scanning process could include responsibilities for 
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both provincial and local public health stakeholders. Plans to synthesize findings and to 

identify implications would also need to be considered. 

Evaluation also needs to be strengthened. One priority is to evaluate innovative 

and large-scale programs. Opportunities for outcome evaluations will increase over time 

as implementation issues are resolved and programs are being implemented as intended. 

To maximize the benefits of evaluation, a wide range ofoutcomes need to be considered, 

including the social validity of programs (e.g. cost savings from activities, population 

benefits, the meaning of 'heart health' or 'health promotion' to citizens, professionals, 

and organizations). Evaluation of resource system activity is also needed in order to set 

priorities for strategies to enhance local capacity for health promotion. 

Lastly, dissemination in Ontario can be enhanced by growing the knowledge base 

on dissemination. In these early days of a second wave of dissemination research in health 

promotion, many unanswered questions remain. The next section outlines some promising 

directions. 

FUTURE RESEARCH DIRECTIONS 

Health promotion dissemination research is relatively new, with a preliminary 

agenda proposed in 1996 (Johnson et al., 1996). Accordingly, possible research directions 

are abundant. In this section, two streams of inquiry are proposed. The first is replication 

of the three studies in order to strengthen propositions about health promotion 

dissemination. The second stream is complementary research, with a focus on research 

that is most relevant to advancing heart health promotion in Ontario. 
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Replication of Studies 

To strengthen :indings in this dissertation, and to extend their application, the 

studies need to be replicated in other (public) health systems and with other health 

promotion issues. The Canadian Heart Health Initiative provides an opportunity for 

similar research to be ~;onducted under different spatial (i.e. health systems) and temporal 

(i.e. time periods) conditions. Replication with other health promotion issues should give 

priority to issues that, like heart health, exemplify features of the new public health (e.g. 

population approach, community-based, collaborative). 

Replication studies would be further strengthened by addressing some limitations 

of this dissertation research. Some priorities include: 

• 	 Examine capacity among different types oforganizations and among individuals: 

The studies reported reinforce the importance of capacity in the dissemination 

process. CHHIOP research and the dissertation extensions focus on organizational 

capacity among health units. For heart health (and other similar issues), capacity 

among community agencies other than public health (e.g. community partners 

addressing similar risk factors and conditions) and among coalitions, a common 

organizational unit for comprehensive, community-based programs, would be 

useful additions. Building on the CHHIOP research, these three organizational 

units are being examined as part of the provincial evaluation of the Ontario Heart 

Health Program. In addition to various organizational units, embedded units 

should also be examined. For organizational capacity, individual capacity is an 

important emb1~dded unit ofobservation and analysis. 
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• Assess the quadty ofimplementation: Because ofthe long-term nature of 

dissemination, the plausible impact on population knowledge and risk factors is 

often what can be examined rather than actual impact. Long-term effectiveness is 

more plausible ifquality of implementation is high. Incorporating strategies to 

assess quality c f implementation would add strength to conclusions about likely 

effectiveness and, therefore, strengthen the links towards community and 

population impacts. 

• Develop complementary and, preferably, direct measures ofpredisposition, 

capacity and implementation: In the CHHIOP and dissertation research, measures 

were limited to perceptions. Other useful measures might include observation, 

document review, expert opinion, and performance measures. 

Some Research Priorities to Support Dissemination of Heart Health in Ontario 

Considering th<:: status ofheart health dissemination in Ontario, knowledge in the 

following areas would ilelp to optimize ongoing dissemination efforts: 

• 	 Investing in prevention: (Heart) health promotion receives widespread support in 

principle. Resource allocation, however, remains a minuscule proportion of the 

health budget. To increase investment in prevention, research is needed on how 

resource investment decisions are made, especially for health promotion, and on 

factors influenc [ng these decisions. 

• 	 Strategies to adiress the socio-economic environment: Socio-economic factors, 

such as gender, employment, social isolation, and social inequities have a 

profound influence on (heart) health (Wilkinson and Marmot, 1998). Most heart 
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health initiatives in Ontario and other jurisdictions (including other Canadian 

provinces) tend to emphasize public awareness and education, education for 

intermediaries ~i.e. those who deliver programs), and creating enabling 

environments (to encourage smoke-free environments, healthy eating and physical 

activity) (Riley et al., 2002). The powerful social determinants ofhealth have had 

comparatively ittle attention. Similar to behavioural interventions, strategies to 

address social determinants could be assessed for effectiveness, plausibility and 

practicality (Cameron et al., 2001), although existing criteria in these categories 

may need to be revised for application to social structural interventions. 

• 	 Priority setting in public health: A high priority given to heart health promotion 

was strongly associated with high levels ofprogramming. During the study period, 

the average priority ascribed to heart health by local health departments increased, 

but was consistently high. This priority may be threatened as the public health 

mandate expands disproportionately to public health resources. Research needs to 

focus on how to effectively set priorities that are appropriate to the value of 

various public health activities on the health of Ontario citizens. 

• 	 Capacity-building strategies: CHHIOP research and dissertation extensions 

concluded that the resource centres in Ontario contributed to enhancing local 

capacity. The resource centres include many players and a wide range of supports, 

mainly for heal1:h intermediaries (i.e. those who plan and deliver health promotion 

programs). Din:ct services to clients include: information and knowledge 

exchange/ diffusion; networking and referrals; consultation; and training. Little is 
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known, howev~~r, about the effectiveness of different types of capacity building 

activities. Knowledge in this area would help guide decisions in Ontario about the 

development of the Ontario Health Promotion Resource System. 

CONCLUSION 

Dissemination research is necessary to apply our growing knowledge of 

prevention and health promotion. Dissemination is both a process and an outcome. It is 

multi-disciplinary; it iH applied; and it has been studied from multiple perspectives. This 

dissertation contributes to the science and practice ofhealth promotion dissemination. 

Study findings reinforce the need for a systems view ofdissemination. They assert that we 

can better understand and accelerate the dissemination of community- and population­

based activities by foe llssing on various functions of dissemination and attending to the 

interplay of factors op1~rating within particular organizational and environmental contexts. 

Findings suggest a framework for dissemination, which can guide policy and practice 

decisions. Findings alw suggest specific options to enhance dissemination ofheart health 

promotion in Ontario. 

This research is a modest beginning. Much more needs to be learned about the 

dissemination of the n~w public health within complex and rapidly changing health 

systems. This knowledge is vital to effectively translate philosophical commitments to 

health promotion and disease prevention into public health policy and practice. 
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APPENDIX A 


Survey of Public Health Units: 1997 survey 




L~DIAN 
1997 SCAN ofPublicJ-lealth Units 11;LTH 

I N£!f.A TIVE_-.. . :· ·S.nrvey ofCJ,pacities, Actil'ilies, lllltl/J!.eetlsfor Promoting Hearl Ilea/Ill ,,
UNURJO :.; 


f'ROJECT 


-'"'' c 	 m-~ ~ H •• • -~~ -~ ~ ----m~~~---) 

ORGANIZATIONAL RESPONSE. 

~~ ' ANYWHERE COUNTY HEALTH UNIT 

INSTRUCTIONS 

I. 	 To reflect an organizational response, we encourage you to complete this survey ns a group. Question I on the next page will 
help you identify the most appropriate people to involve from your health unit 

2. 	 Your responses will be treated as confidential. 

3. 	 l'lcnsc mnil or fnx the complctctl smvcy hy J.J.tnllll[~,J..22B. Usc the cnclnsc<l envelope nr scn<ltn: 

ltnscmury Wnlkcr 

Health Behaviour Researclt Group- MC 6082 


li University of Waterloo, Waterloo, Ontario, N2L 30 I 

FAX: (519) 746-8171 


4. 	 Please feel free to contact Rosemary Walker, Project Director, at (519) 888-4567 Ext. 2924 if you would like to discuss the 
project. Your call will be confidential. 

We apprecillle your ussislance. 

Sponsored by Health Canada and the Health Promotion and Public Health nranches of the Ontario Ministry of Health 



( 	 (Si-m~SSl~NED :TO (~A-~T-HEALTHACTIVITIES) 

1. 	 aJ Please list the names and positions of the six (6) people in your health unit (in addition to the Medical Officer of Health) who spent the most work time on 
heart health activities fromjmuurry 1,1997/o IIOtv, including slnffwho participated in the 1996 survey (see enclosed list) and continue to have responsibilities 
in heart health activities. "Heart health activities" include activities addressing tobacco, nutrition, physical activity, and multiple risk factors/heart henllh in 
general (see enclosed lisO,. .. 

~ ...., 
JOBTlTLE:NAME 

1. 

1 Dr~..John.Black_______________ -- - --1 ··.. M~!<~LQff!9.~.Qf.tte.alth - ------- ­
2. 

···--··· · -- -~---- -------------- ---- -1--·· -- -----·····- --- -----	 --------------- ­

3. 

4. 

<s. 

} . . 
6. 

7. 

b] Ask each person listed above to fill out a "Staff Information Fom1" (7 enclosed), and send the seven forms back with the completed survey. 

cl I'Jcnsc list the nan1cs nnd positions or people other than those listed in a)nhovc, who conlrihutcd to compluting lhis survey. 
f 

CHHIOP: 1997 SCAN of Public Health Units 	 Page 1 ol14 



( IMPLEMENTATION OF HEART HEALTH ACTIVITIES IN YOUR COMMUNITY ~-u) 

--·-----·--··-·--------~···-·--···- ···········--~-------·-·-----------

0 -	 Not ow•re of eny mgoub.od ectlvllv boluO ph11~10d ot bt~plomonlod2. 	 Activities designed to reduce tobacco use. 
1 .. Acllvotllnt•nlnq "aouto piMt oro In wthlng lor tho •cllvlty ftnd/ot It 11 bolng pllottoslod

I'ICmic im.licatc I he ''llrreut stugc uf dcvcluprncnt uf" cuch nctivity 2 -	 low fovet ollnt,tlotuantntlor' • tho ncllvlly Ia at loraa Utalt 113 of full hntthunonl•llun• 
3 - M•dlmn lovol of lmrdontonladon• tho activity 11 at D(l(ltOilhnllloly 1/3 • 213 ol lull lrnphmtonlnUon• 
4 .. lllgh lovol of lntltlat•tauteUon • the actlvhy Is at ovor 2/3 of full hnplomanUtllon•

(including those curried out by ugcncics other tlmn the health moil) /11 
your CtJIIIIIIIIIIIIJ• (urea served b)O.~O\Ir. hculth uniU. , .: • 

..C...~"---· 

SCHOOLS 	 0-4 

n. 	 Special events in schools (e.g., henlth n1ir.i, Nntionnl Nou Smoking Week nclivith:s, 
~·l~. ~ ln cncoun1~C. nunslnokinl! •••••••••••••• , ••••••••• , •••••• , ...... n 

b. 	 SchuuJ.[mscd smuking 1•rcvcnUuu prugrum~ •••• , •••••••.•••.••••••••••••• 

c. 	 Schuul-lmsctl smoking cessation (>rognuus for teens •••.•• , •••••••••.•.••••• 

lL 	 n.ccognilion awards lo schools with smoking r)rcvcnlion or ccss:1tion progrwtuning 

c. 	 Opportunities and incentives for stalT and teachers to quit smoking .•..••• , . , •.• ~ 
f. 	 Whnt role would you say the health unit played in Implementing activities 

in schools to reduce tobacco use in 19977 (Circle 011t atu1veronly) 

NOrolo SUPPORT rolo LEAD rota 
(i.e., activities were carried (i.e., the heallh unil had some (i.e., the health unit played a greater 

out by others) role in implementing aclivilics, role lhan other community par1ncB 
but one or more community or implemented the activity 
players were more involved) indcpcudenlly) 

WORKPLACES 	 0-4 

g. 	 Smoking education messages in the workplocc ..•..•••••...••.•••••..••••.• 

h. 	 Smnking ccs.,nlinn initintivcs lior cmpluyccs whu smnkc (c.11 .• Quit1111tl Win, 
smuklnJl ccs:;ullun clnsscs) ... , , •... , , , , ............... , ..... , , ... , • , .. 

I. 	 Wnrk111ncc nunsmnking pulidcs .... , .................................. . 


j. 	 Municipal bylaw development to prohibit smoking in the workplace , ..... , •.... 

k. 	 What role wuuiU you sny lhc hcullh unit plnyC\.1 in implementing nctivith:s 
in WOJkpluccs lo reduce tuUIICCO usc in 1997'1 

NO role SUPPORT rolo LEAD rolo 

FullltnJIIomantotlon m~ens the opllmollevol of lmplemontotlon If tOIOutc.. wore not Hnllted • 

HEALTH CARE SETTINGS 0-4 

_.lj. Training ror prhnury care providers in smoking ccssntlon counsellipJ' ••••••••••• 

!.,;"...,,.,;.,;;u .. :"v;- i<;-:;~~~•;:,· ;::~;-~ j:;'~;·::~!:;;·:: !":.::- :-::!'~:-:-::~;; :~!~!!~!~!~ !·~ ~~·o:-~1 ..,.~.......,.••., R 
nvnilnble for smoking cc."sution •••••.••••••••••••••• , •••••• : •••.••• , •••• LJ 

n. 	 Whul rule wouhl you suy lhc l1cnhh unilJl)nyetl in 1111JllcJUcnllng nctivitics 

In hcnllh cure settings lo reduce tubuccu usc in 1997'/ 


NO role SUPPORT role LEAD rolo 

COMMUNITY AT LARGE 	 0-4 

o. 	 Local media compalg;•s to increase awareness of tobacco-related issues 

p. 	 Notional Non Smoking Week activities directed to the community ,Pt large •..••.. 

q. 	 Smoking cessation resources for speciul needs groups (e.g., women, pregnant 
women, heavy smokers, low income groups, elc.) ••. , •••••••• ; ••••••. , •••••• 

r. 	 A campaign for retailers 10 infonn them of lows prohibiting sa!cs'~r tobacco to 
minors •••••••••••••••••••.••.••.•••• • · • • • • • • • • · • •• • • • • • • • · • • • • • • • • 

s. Municipal bylaw development prohibiting smoking in public places •••••.•••.•• 

t Advocncy directed at the provincial level for policies related to tobacco , •..••.•. 

II. 	 Atlvucncy directed nllhe r.,.lcmllcvcl fur (IIIIich:., rclnlctl lotuhncco •••.••••..•• 

v. 	 Whnlrulo wuulll yuu ~ny lho hc11llh uni!JIIuyc•llnlnoplcmcnlh•J( ncllvlllcN 
In lhc connmmlty 11tl11rgc to ocducc luh11cco nsc In 1997'/ 

NO role SUPPORT rola LEAD role 

w. 	 Wh11t, if any. other lypcs ufucl1vilic.,.c; lhnt do not lit inlo lhc nbovc cntcgurics. hnvc bc...-cn 
curried out in your conununily in the pust ycur'/ List these un another pngc or the bnck of 
this one. 
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-----·--------------------·-·---- ­
3. 	 Activ}fies designed to increase healthy eating. 

Plcos~ ale the current stage of LlcvcloJJillcnl of cnch octivity (inclw.Jing those 
cunicd·,...., by ngenci~ other than the hcnlth unit) i11 )'lllfr cmmmmity {urcn 
served by your hc;~lth unit). 

SCHOOLS 

R. 	 llcolthy cnting mcss&~gcs in schuol:slcnl'c:lcriu.s . . .. , . . . , ........•.... . .... " . . 
~· ~ . . ·" ~ - " 

b. 	 Curriculum rcvicw/dcvclupmcnt for hcnllhy euting messages , •• ••. , , , •'\ ..•• , • •• 

c. 	 .Sctioul ruu<l policies oo ••• oo. oo ............................... oo ••• , .. 


d. 	 Whut role would you say the hC11lth unitplnycd in implementing au:llvilh:s 
in sdtuols lu iucrc;L'te hcnllhy L~lling in 1997'1 (Cin:l~ Uffe mutP<r CHdy) 

NO rote SUPPORT rolo LEAD role 
(I.e.• •cllvilics were C'JU'tkd (i.e.. lhc ht•llh unil had .!umu (i.e.. lhc he~~~I01 unit ltlnyt tl ngrc111cr 

out by olhcrs) role iu itntdcmcnling. uctivitics, rule lhnn 01her C(llmnuuity pnrlncrs 
but UIIC Of IIIOfC \:UniiUIUiily or imJllcmcnlctf the acliYily 
1llayert were mure involved) intfCJICitdcUtly) 

WORKPLACES 0-4 

e. 	 HcniU>y eating messages in workplaces/carcterias .• , ••• , •• • .• • ••.• • ...• • • • • , 

f. 	 Contests/challenges (elated to healthy eating (e.g., weight loss contest) •.••••.••• 

g. 	 Incentives ror employees for •dopllng hcnlthy cnliog puttems •••.•••• • .• • •••••. 

h. 	 food policies in workplaces oo •••••• • , .... , 00 • • .... .. oo•• oo oo • 00 00 00 oo , ~ 

i. 	 Whnl role would you say the hcnllh unit played in Implementing activities 

in workpluccs to increase healthy euting in 1997'1 

NO rote SUPPORT rote LEADrolo 

HEALTH CARE SETTINGS 	 0-4 

j. 	 "ducutinnnlmnlcrinls 1111 hcnllhy cnling rnr Jllllicnls 

k. 	 lnflllmnllnn li•r prlmnry curu pruvl,l.:t~ lior ll'li:trlnJI. (llllknl~ In lncul rcsuntcuM 
nvnil:tblc 101- hcnlthy <11ling oo • • 00 00 •• 00 • 00 •••• 00 •• 00 • oo 00 ••• 00 00 ••••• oo 

I. 	 Food policies in hculth cure scllings ••••••• , , ...... . ..... , • , •• , •• • •••• , , • 
~ 

m. 	 Whnl role would you say the 1u.."t11th unit pluyctl in iiUJllcmcntiug uctivilies . 

ira hc&Jih cure :u:Uings lo ir1crCASc hcuJtJ1y culing iu I'JIJ7'/ 

NO rote SUPPORT rote LEAD roto 

·····------· 	 J
0 - Not ewar• ol any Dfganftod acllvlly being piArm•d Df lmplam•niGd 

1 • Af' . olftlVllng • aonte plan• ••• 1n ·writing tor the ·•ctlvlty and/or It ta baing pilot teated 

2 .. 4 'et ollmpl•momaflon- lh• ae:Uvft'r I• at len them 1/3 ol rull knplem•ntatlon• i 

3 .. Mo......,n lovel of lri'JJiom•n\aUon • tho ectlvlty l1 at t~ppro11hnotat~ 1/3 • 213 or ful l~np1Dn1ontatlon•· 


4 - Hlgl1 lo•ol ol hnJllomanlatlon. u.. actlvtlr Is at ov., 213 of fullmplemantatJon• 

• 	 FuU hflploUtontallon moan• tho otJilmallowol of implomonlfttlon If r••ourcet wero not Hmltod• 

... . .. ··-- - . -··· ···· ·-···-- --- -·---- ··- ·- •... ··--·--- ·-- ------ ····--·--- ····----------­
0-4 

§ 

flESTAUflANTS 0-4 


II, On-site udvcrtisiug of hcnlthy rood choices , • •• ••••.••• • ••••• •. •••••.•••.• , 


I­0. 	 lnccntivcslrccognltion for rcstuurnnt.s/cafctcrins lhot provide healthy foods (e.g., 
tlining guide, O\vnrds) •..•..... • .. . .•.... . ... . .•....•. .. .......•....... 


p. 	 Trnining rur fuu<l imlustry personnel on hcollhy cooking methods , , , • •• , • • , •. • • i ~ I 
r 

.•.'1-, Whut role Wtmhl you ~"Y the hcnhh unit phtycd in hnplcu;dnllng uctivitics !. 

in rcstnunmts to iocrcnsc llcnllhy cnling in 1997"/ ; 

NO role SUPPORT roto , LEAD rote 

GflOCEflY STOnES 	 0-4 

r. 	 l'uinl ofpurchnsc infornmtiun lu cncuurngc customers lo buy hcnllhy foods ...... . 

s. 	 lnecnlives to buy hculU>y roods (e.g., coupons, in-store spcciols ••••••.••••.••• 

~ 	 Displays on healthy food choices • , . 00 ••• , •• , : · ••• 00 ••••• 00 ••00 .... •• • •• , 

u. 	 Grocery store lours OQ )>calthy food choices , ... , .....;.... oo • , • •oo •••••••• • ~ 
v. 	 What role would yon sny Ihe he.11th unit played in implcrjlcnling activities 


in grocery stores to incrcnsc hcnlthy eating in 19977 I 


NOrolo SUPPORT role LEAD role 


COMMUNITY AT LARGE _; 0-4 


w. 	 Local media campaigns promoting hcnlthy cuting •• ··•• , • • •••.•• , , •• • , ••••.••• 

x. 	 Consumer education on food labels . . ... • . •. .. •. ~ • . .. . .. . .. . ......... .. .. 


y. 	 Nutrition Month activities , , . .. ... 00 ........ •• ,. oo 00 • •• • oo
. oo ••••• • oo oo 

z. Skills-based programs on hcnlthy eating (e.g., 1-leallhy Eating Manual) •••••••••• 

1111, l'rllJlrtllll~ ltl(lll:f\'IISO IICl'r.~ h• hl'·IIIJhy rnc11f~ (O,J!., fuulf huyf1111 cluh~, Clllllllltlllfly 
(!ttrtll~l~, C!llllllllllllly klldll~l~) , , , , , , ., , , , , , ., ., , , , , ., ., .. , • , , , , ., , , , , • , , 

bb. Adv001cy directed nt the provincial level for ;wlicics reinted lo nutrition ••. , , •.• 

cc. 	 Advocacy directed otlhe fcdernll~vel for policies related to nutrition , , •.• , ••••• 

tid. 	 Whnt role would you sny the hcnltfi unit plnycd in irnplcn1cnling nctivitics 
in lhc communily nt lurgc lu incn.:usc hculfhy eating in 19977 

NOrol• SUPPORT rolo LEADtolo 

cc. 	 Whut. irnny, other types ornclivltics Uml do not fit inlo the nbovc cnlcgorics. hnve been 
cnrrict.l out In your community in the past year? List these on another pogc or the bock of 
Ibis one. 
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4. 	 Activities designed to increase physical activity. 
!'lease indicate lhe Cllfrelll Singe of dcvclot>lllen! or each nclivily 
(including those cmTicd out by agencies other limn !he hcnllh unil) /11
Y""' cmmmm/ty (urcn scrwtl by your IMtllh unil). 

.. 	 ....... 
SCHOOLS 

a. 	 Special t>vcnls promoting physical .activity ••••••••••••••••••••••••••••• 

b. 	 Curriculum rcviewAicvclupmcnt un lu;.ulth hcnctits ufphysicnl uclivlly ........ . 


c. 	 Truining or consultation for lcuchcrs on schuolp.-ognmuninalu increase physicul 
uctivity ...................................................... . 


d. 	 1\ecugnillun to schools with tlaity physical cducntiun l'or ~1udcnts ........... . 


c. 	 Schuullbonrd twllclcs for quulily duily physical cducnllou ••••..•••••••••••• 

f. 	 What role would you sny the health uuil played in hnplcmcnting uclivilk-s 
in schoolslu incrcusc physical activity in 19971 (Circl• 01,. urUW<r o11/y) 

NO rolo SUPPORT rota LEAD rolo 

0-4 

B 

8 


(i.e.• activities were carried 
oul by olbc:rs) 

(i.e., the health unit had some role 
in hnplcmcnting activities. but 
one or more community 11laycrs 

were more invulved) 

(i.e.• the health unit played a greater 
role than other cunuuunily partners 

or implcntc:nlcd the activity 
independently) 

WORKPLACES 0-4 

g. 

h. 

i. 

j. 

l'hyslcal activity messages In workplaces 

Corporal<> challcngcsi•"Onlcsls to prolllolc pllysical uclivity ••••••••••••..•••• 

Recognition awards to workplaces wltl1 physical activity iotlllalivcs ••••.••••••• 

Workplucc policies supporting physical ncllvlty (e.g., bicycle rncks, showers, flex 
lime) •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• ~ 

~. Whnl ruh• wnu!.l ynu ~II)' lh11 h••nllh unli 1•luy•~lln hnt•h•m••tllln" n•·llvhh•rt 
In wm~l'lucc.11uln~tcuso phy~kul ndlvlly In IIJ'I'/"1 

NO rota SUPPORT rote LEAD rota 

1
' j 

o- Not ow••• of any organb:ed •ctlvilv being plonnod or 1mplemenutd 
1- Acth,o• piDnntoU • sorna p16ns •rein wrl\lng lor the •cllvity end/or It Is being pllor teatod 
z- Low lovel of lmphunontatlon -the •cllvitv Is ot lou than 113 of fuU lmplomootatlon" 
3- Moc.Dmnkvol o( iml,lomontntlon ·1ho at:tlvtty I• at approKknaloly 1/3 • 2/3 ol fuU lntplomonlatlon• 
4• llluh laval of hnphnuonlotlo•• ·tho •cthtlty I• at o"'or 2/3 olluJIIn't'lornantallon• 

• . -~~~ !•.~·-~•.lo~~~-~~~l!u.•.•..•~~.·~~ _t!~.~!t~l~nalluvol_of_~'.'~!~~~~~~~~~~-~~-~·-~-~~~~~~~~~~~- --·--·-·---··" 

HEALTH CARE SETTINGS 

I. 	 Educnllonalmolcrinls on physlcnl ncllvlly for palicnls 

m. 	 lnfununlion ror primury cure pruvidcrs fur rcfcrriug putlca~11S tolocnl resources 
.• •, nvnilnblc for rhysicul ncllvity •.•••••••••••••••••••''•.••••••••..••••••••• 

II. 	 Whut role woulU you suy the hcnllh unit plnycd in hnJllcJiu~nting nclivitics 
In hcnhh cure sctlings to increase physicul ncllvily h1 19917 

NO rolo SUPPORT role LEADrolo 

COMMUNITY AT LARGE 

o. 	 Local media campaigns promoting physical activity ••••••••••••••••••••••••. 

p. 	 Summer ACTIVE tprcvlously FilWcck) activities ••••• i ................... . 

q. 	 Promotions of community resources nvallablc for physical activity •••••••••••• 

r. 	 Municipal bylaws for physical activity opportunities <•·!!·• safe walking and bicycle 
routes) ••••••••••••••••.••••.•• • •• • • • • • • • • • • • • • • • · • •• • • • • • · · • • • • · • 

.;/ 
s. 	 Advocacy directed at. !Itt> provincial level for pollcl~ related to physical aclivlly 

I. 	 Advocacy directed ntthc fcdcmllcvcl for policies rclntcd lo t>hysical activity ••.• 

u. 	 What role would you say lhc health unit playt>d in lmplcnlenting activities 
in lhc community a! large lo incrcnsc physical activity in 19917 

NO role SUPPORT rot• LEADrola 

I 

0·4 

L 
t''· 
I 
!D


D-4 

v. 	 Whnt,lruny,nlht•l' 1~1'111111r n••llvlil''" 111111 tlunulllllnlnlln• nhuv••t•nh•~ntltiH, hnvttlu•t•n 
cmtlt•tlunlln )'tmr cunummlly lnlhtiiJIINI y,•nr'/ l.lni thu.~o nnlntnlhor pngo ur tho hnck 
orthls one. 

l 
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5. 	 Actiyitles designed to Improve generallleart /Jea/tfl 

lincf4 scllvllias thai address at lsast two of toba~, heallhy eating, & physico/ 
ttCIMIJ,. .. ' 
l'lcuSC indicule lloc t:llrre/1( Slugc of dCVC(UJJIIICII( ofCIICh IIClivily 
(iucludinglhose cunicd out by ngcncics other ll111nlhc hc111lh unit) /11 
J'tlllr c:umum11lty (nrcn served .~Y yuur hcnllh unil). 

~ 	 .._,SCifOOLS 

a. 	 l!ducatlonalmatcriuls 011 hcnrt hculllo In schuols ••• , • , •.. , , , , ••••• , , .••••••• 

b. 	 Jla:cog,11ition nwnnls lo schools will1 hcurt lumllh prugrnnuuing (e.g .• cmnJlrcheiiSivc 
S<.iaoul h<'Uith ap(>rUUch) , .................. , ..................... , .... . 

c.. 	 Tn•1niug ur consul luiion ror ullmiuistmhmt unU lc.nchcrs on hcnrl hcnlth in schools 

d. 	 Wlmt role woulll you sny the hcolth unit Jllnycd in iutlllcmt:nling nclivilics 
in schools lo im,,.ovc gcucrul ~tcnrt hculth in I997"1 (Clrdi! u1u: wuu'cr o.11ly) 

NO rolo SUPPORT rol• LEAD role 
(I.e., adl¥1l1C$ wcJe c:orrled 

OUI by Olhon) r
(I.e.. Ute health unit bad some 
ole in implcntcnling •ctivitics. 
but ono or more communily 

(i.e.. the hcullh unil played • 
greater role than other communily 

partners or implemented the 
~ players were more involved) activiiY independently) 

If·' 
WORKPLACES 0-4 

e. Educational messages "f' heart hcollh In workplaces •••••••• , ••• , , ••••••••• , 

C. Health riskassessmenl~ofworkers .................................... .. 


g. Small group sessions for behaviour change .. : ............. , ............. .. 


h. 	 Troining or consultulion for workplace professionals on IIcari hcallh in workplaces 

I. 	 llccognilion awards to workplaces wilh comprehensive heart hcniUo progrums 

j. 	 What role would you say lhe health unit played in impiemenllng activities 
in workplaccslo improve general henri hcallh In 1997? 

NOn~• SUPPORT role LEAD role 

a - Nor .. war.. of any OlgBnl.ud •ctivlly bolng pl•nned orlmpltmenled 
1 • ( · ·• plomllng- sante p/IUJ.$ are In writing lor lite actlvlry •ndlor Ills being pBol tuted . 
2 • l .wei ollmplem•nl•tlon • fhfl •ctlvlty Is at l~n than 1/3 of luH lmplementath:m • f 
3 .. h.....mm l•t~•l ol/mplom•nf•llan ... thfl acllv/IJI lJ •t opptoxlnuuoly 1/3 ... 2/3 of !1.1/1 huplemonllllloh 
4 - lllgh lovol ol tniplomonltdlon ~ tllo acllvlly Is 111 twor 2/3 o/ fulllmplomelllatlon • 

Fulllmplonumt•tlon m••ns tllf optlmnl Jttvol ol huplomenlatlon If rosot~I"C•.s woro nof /Jmllod, 

0-4 

A 

u 

NEAL Til CARE SETTINGS 

k. l!duentionnlmntcriltls on hcn11 hcnHh for 11nlit:nts •••••••••••••••••••••• o • o •• 

I. 'f'mining for prlmnry Cllfc providers on assessing pnlicnt risk litctors fur 
curdiuvusculnr t.liscnsc •• , •••• o.,. 0 ..................................... . 

m. tururmnlion fur prinmry cure pruvitlcrs l"'or rcfctTiug pnlicnls to cmumunhy prugrnnts 

n. Wlml rule wunltl yuu sny lhc hcnllh unil plnycllln hnplcmcnling nclivlllcs 
In hcnhh core seuings to improve gcncrnl hcnrl health In 1997'1 

NO role SUPPORT Jole LEAOrolo 

COMMUNITY AT LARGE 

o. · Media campaigns o~ heart hcallh ........ , ............. , ............... . 


p. 	 Special events promoting heart health • , , •••••••• , ••••••••• , • , •••••••••••• 

q. 	 Jnfonnation on community resources available for CPR training 
(which includes educnllon on cardiovascular hCllltlo) ••••••••.••••••••••••••• 

r. 	 Advocacy directed allhe provincial level for policies related lo heart heallh •• , •.• 

s. 	 Advocacy dir~led at the fedcrnllcvcl for policies related lo heart hea!Uo • , ••••••• 

t. 	 What role would you say the health unit played in Implementing nctlvilics 
in lhc community allurge to improve general heart henllh in 19977 

N01olo SUPPORT role LEAD Jolt 

u. 	 Whnl,ll'nuy,ullll•l' IJJil~~ nf ncllvlllo9tlml tlnnulllllulnlho nhuvo cnlt'jlllrlu9, hnv11 l;lll'll 
con rlc,lnullu yuur cunuuunlly In iho pn~l ycnr'/ l.l~tlhcN~ 1111 nnulhcr llltgu ur lhu hnck 
of this one. 

0-4 

A 

u 

0-4 !' t 
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6. 	 There are many ways to work with community partners. Overall, which 8. n) Within your commwtily, would you say promoting heart health is a: 
statement best describes how your health unit worked with other heart 
health stakeholders in the past ycur? LOWPRIORITY •••••••••••••• 

MEDIUM PRIORITY •••• , ••••••A. 	 Mn:st hcm·t henllh aaclivhics: were cnrril!l.l out hy the hcnllh unit 
imiCJlCihh:nlly. 

HIGH PRIORITY U. 	 Most heart hcniUt n~livilics were cii;,.1.;1 out by the h~ullh imili111d o!1ler 
ugencics. 'llte hcnllh unit wns g.cm."fnlly more. involved thnn uthcr ugenC.ies. 

DON'TKNOW •••••••••••••••C. 	 Mosl henri hcnllh uctlvities were cnrrlcd out by the hcnllh unit nud other 
ugcncics. 11u~ hcnllh uuit WitS gcncrnlly n.'i iuvnlvc{) IL'ii ulhcr ugcncics. r 

~~ t. 
~~·.·~~ ~!'"~rt !•-Ill• no•ltvhi.~o: "'.-r•• ••nrrlr·•l nul hv lhc! lu~nllh unit nncl other 

"gcucies. Other ltgcm:ics were uth:n murtJ in;ulvctl tlmn lhc hcaallh unit. 


hi Compnrcd to one year ngo, would you sny Uio priority given to henri 
E. 	 Most hcnrt hcullh nclivitics wcro t.•urrictl out by one or more aagcncies, with liltlc hcallh within your ctJmlllllllify has: 


or nu involvement of the hcnllh unlL · 
 u 
DECREASED •••••••••••••••• 

STAYED THE SAME •••••••••• 

7. 	 a] Within your organhation, would you say promoting heart heallh is n: 
INCREASED •••••••••••••••• 

LOW PRIORITY ••••••••••••••• DON'TKNOW ••••••••••••••• 

MEDIUM PRIORITY •••••••••••• 

;HIGH PRIORITY •••••••••••••• 

DON'TKNOW •••••••••••••••• 9. 	 Would you say the heart henllh activities within your orga11hatio11 are ... 

NOT WELL CO-ORDINATED ••••
bJ Compared to one year ago, would you say the priority given to heart ·-, 

health· within your tlfganiurfltm hns: 

FAIR!.YWELL CO.ORDINATED • 


DEC/lEASED • , •••••••••••••• 
VERY WELl. CO-ORDINATED ••• 

STAYEDWESAME ••••••••••• !·. 
DON'T KNOW 

INCREASED ••••••••••••••••• 

DON'TKNOW •••••••••••••••• 
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c:?RGANIZA Tl(j '4L PRACTICES ) 

10. Below is a list ornclivilics your orgnnizttlion mny cm-..y out to support implementation of henri hcnlth nctivitics. Choose one response from cnch column. 

COLUMNA: 11k.':OO.t give yuur cnJicdive c•J•i11ion ufhuw el'feclive t.•nch nctlvily \YIL~ in ~1•PI)urlinu COLUMN B: l'lctL"" give your uplulun urtmw lmtu>rlnnlthc itclivlly I~ lhr yunr 
implumcnluliun of hCmfhcutlh IICtivitii.ls (sec cu~lmh.:d_41st). 

0 • Not aware that tho activity was conducted fn 1997 
1 • Activity was conduclod)n 1997. but was not very effective 
2 • Activity wos cunductod ln 1997. a1uJ was somnwhat olfoclivo 
3 • Activity was cont.hJctod in 1097. nnd was rnhly olloctlvo 
4 ,.,. Acllvlty was conduclad bJ1997. and wns vary olfoctivo 
PK • Activity wos cotK.Iuctod b1 l997f lJut don"t knuw how oUucllvo It wns 

ASSESSMENT ACTIVITIES: A a 
Slncn January 1, 1997, our hoalll1 unit •.•• 

n. llcvic::\Ycd iufonnntion on locnl factors nnd conditions affecting hcurl 
hcuhh •••.••.••••••••••••••.•••••••••••••••••.•••••.•••••• 

b. Reviewed heart health activities developed elsewhere that might be 
adopted or adnpted,for local use ••••••••••••••••••••••••••••••• 

c, 1\cvlcwcd hcart-Jicitllh activllics of other local orgoniwlions •••• , •••• 

d. Reviewed community, eullural, and nrgnnlzntinnot factors lhnl would 
lnfiucncc activities promoting hcort heniUo. • •••••••••••.•••••••••• 

e. 	 Carried nul other asscssnocnl aelivilics related to heart hcullh activities 
(please list) · 

' ­

hcullh unit ln curry out tu support huplcmcntntiun uf hcnrt hcnllh 
nctivilic.o;. 

2 
3 _,..,, 4 
01( 

PLANNING ACTIVITIES! 

Not ot oU Important 
Somowhnt lm(lOrtant 
Fnlrly 1tn()Or\Ont 
Very i111portont 
Don't know 

A B 
Sinco January 1, 1997, our /rnaltlJ unit •••• 

n. l,urtlcipntcd inn .slrntcglc phmning Jlroccss to set priorities 
lor public hcullh activities •••••••.••••••••••••..•••••••.•••••• l 

.(
b. Sci goals and objectives for promoting heart hcallh •••••.•.••.••••• 

c. 	 rnrticiputed in n plaaming process with community stnkcholc..lcrs tu mnke 
juc.lgcmcnts nbout which heart health activities to cnrry out ......... . 

d. 	 Pnrticlpalcd In developing action plans for heart health 
activities ••••••••••••••••••••••••••••••••••••.••••••••••.• 

e. 	 l'nrtlcipalcd in developing amVor odnpling heart health 
activities for local usc ............... , ...................... . 

f. 	 Carried out a process to ensure henri health nclivllles were eo·ordlnnlcd 
with other public hcallh activities •.••.••.•••••.••••••••••••.••• 

g. 	 Carried out other planning ncllvlllc.< rclnlcd tu henri hcnlth oclivitic.< 

(t>lt•IL'U 11~1) 
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COLUMN A: Please give your colleclive opinion of how effetlivo ench activity was 
in SUI>f>orling implcmcntntion of henrt heullh activities (sec enclosed list). 

0 -= Not aware that the activity was conductod in 1997 
1 • Activity wna conductud In 1997. but woo taot vorv nffoctlvo 
2 .. 1\c:llvhy woa c:ot"lut.:tod In 1097. nud w11n .~iltowhntulluctlvo 
3 • /\ctlvlly wue com.Jua::tod In 1097, anti wna lnl•l¥ utfoclivu 
4 • AcUvily wo& conductod In 1007, ond wus vory uftuctlvo .. 
OK • Activity wus conductod In 199.7,.jJwt.don•tlmow.:!~~UJtctlv!] ;;~~...:w.:.•:.:•:___....ll._______________________________, 

ACTIVITIES TO SUPPORTIMPLEMENTATION: A B 
Sinco January 1, 1997, our /10altl1 unit •••• 

nn 
a. 	 lt.:cruiled volunteers to nssisl with heart ht.'"Dllh ftctivilics 

b. 	 Took odvan~agc of resources outside of public hcullh to support 
implcmcntolion ofhenrt health activities ••••••• , •.•. , •••••••••• , ••• 

c. 	 t•romoled heart health through locolmcdin ••••••••••••••.•••••••••• 

d. 	 Pnrticlpaled in lnitlolivcs designed to make heart health a priorily among 
health professionals .......................................... . 

c. 	 Participated In lnllialivcs to make heart health a priority omung key people 
rrom non-health sectors (e.g .• politicians, business leaders) ..•...••...• 

f. 	 Provided oppor!unilies for service providers (including public health sluff, 
community agency staffund/or voluntccrs) to build knowledge and skills for 
promoting heart health .................... , .................. . 

g. Carried out other activities to support implementation of heart hcnllh activities 
(plcnsclist) 

COLUMN B: Please give your opinion ofhuw hn(IOrtonllhc activity i~ fur your 
hc:nllh unilto ct~rry oullo support implcmenlatiun of henri heullh aclivilics. 

1 • Not ot oil Important 
2 - Somowhnt hUIJOilout 
3 - Fnhly fmiJurtnnl 
I& - Vorv ltnllortnut 
DK • Don't know 

EVALUA T/ON ACTIVITIES: 

S/nco January 1, 1997, our /Joa/1/1 unl! .... 


n. 	 CollcclcU nnd used infurmntion to guh.le development of hcnrt hcn11h 
1\CliYILICS r·tonnntivc CVIliUtttiuu··J , • , o, o.,,,,, o o • •,. o • o • o • • •, o.,, • 

b. 	 Culleclcd nnd used informnlion to nssess the implementation 
of heart hcnllh nctivhics , ........... , ......................... . 


c. 	 Collected nnd used infonnnlion Lo determine Ifhenri health 
octivllies met process objectives ................................ . 

d. 	 Collected and used lnformotion to determine ifhcurt heallh oclivlllcs mel 
outcome objectives (e.g., awareness, behoviour change) •••••.•••••••• 

c.. 	 Carried out other evalunlion activities related lo heart health activities 
(please list) 

A B 

nn 
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11. Did YO(.. ~allh unit have a budget line for a heart health program in 1997? / 
., . 	 . 

YES 

NO B 
' .. 	 ,, 

J2, 	What best describes how your hcullh unit currcnlly pinus nnd delivers hcnrt 
health activities? Check one answer only. 

A. ·n1rom~h n hcnrl health nroorum- . -	 n 
13, 'l11ruugh a heart health and cancer prevention pmgrmn 

C. 'l11roullh 11 chronic diseuse prevention pmgrnm 

D. 'l11rough lssue-spccilic (i.e., tobacco, nutriliou, physical activity) 

programs 


E. TI1rough a lieallhy lifQStyles program ,.. 
F. Other (please spec(fy) 

13. In 1997, what coalitions or networks (groups involving 2 or, ·e agencies) 
r~lnted. to heart health nctivitics did your health unit pmiiciJL~ in? 

YES NO .Il l!llQlfl!iJdljf. COALITIONS on NETWOnKS 

§§ IA. Ontnrlo llcurtllcullh Nctwm·k 

ll. Onlnrlo Aclive Living Altlnncc 

C. 	 Coull&ion of Agencies for Coanprehcnsivc Schoolllcnllh Educu&lon 

D. Other provincial coalilions or networks (please specify) 

_,.{, 

YES NOLOCAL AND REGIQNAL COALITIONS OR NETWORKS 

A. Tobacco Prec Council' • DD 
If YES -t Name: D D 

D. 	 Nutrilion coalition or network 

If YES -t Name: D D 
C. 	 Aclivc Living conlllion or network 

If YES -t Name: D D 
D. Heart Health coalition or network 

If YES -t Nnmo: --------------- ­

ll. Ulher lucnl uu~ regionnl cunliliuns ur uctwul'ks {ltleusc spcciry) 
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(SUPPORTroRHEART HEALTH PROGRAMMING) 

14. 	 Support lor hcullh promo! inn in Ontario includes services uiTcrcd by guvcnnncnlllllllnon-governmcnl orgnni7.nlions. l'lcnsc complete Column /1. for euch item, 
und Column IJ liS nppropriutc. 

COLUMNA: For each ~rg~r;i,;.lion, pll!lr~ indi~1ic-;vhcthc'r your hcallh COLUMNB: For those services your health unit used. please give your collcdlvc o1•h•lon of 
unit used its services iu 1997. how ttsdullhc services were in hclpiug your hcuhh unll plnn nntllor hnptcmenl 

henri hcallh oclivilics. 
;.-.y Yes 

1 Not ot nil usolul 4 Vary usolul.· 
.~· I ' 

N No 
2 	 Somowlmt \J&oful DK Don•t kuow~ 

Fnhlv usolul 
OK Don•t know 

I -·· ...... . 	 .I .. " 
ONTARIO TOBACCO STRATEGY RESOURCE CENTnES A 8 OTHER RESOURCE CENTRES & ORGANIZA T/ONS (cntd.l A 8 

IF YES IF YES ...a. Council foro Tobacco.. Free Outario ...g. Onlario llcnrlllcniUa Network 

·IF YES IF YES 

b. National Clearinghouse on Tobacco and Hcaltl1 ... ...h. Ontario Lung Associolion 

IF YES IF YES 
. ·:··c. Program Training and Consultntlon Centre ... ...I. Onlnrio Ministry of Agricullurc, Food & Rural Affairs 

IF YES IF YES ... ...d. Smoking and llcallb ACiion l'oundaliun j. Ontario Physical & Hcnllh Edocollon Association 

IF VES ...OTHER RESOURCE CENTRES & ORGANIZA noNS 	 k. Ontnrio l1rcvcnlion Clcnring,housc 

IF YES IF YESI. Ontario Public Health Association (excluding lbc llcort llcallh 
n. Cancer Society .. Onlnrio Division ... ...Resource Centre) 

b. llcallh Communications Unil/Universily ofToronlo IF YES IF YES 

Centre for Hcallh Promotion 
 ...... m. ParticipACTION 

tF vr:s IF YES ...c. llcnllh l'nnuutlulllhnnch, Mlnl~lry ul'l lcnllh ...11. l'uhllc llcullh llmnch, Mlnl~lly urt lculth 
~·. :" 

d. llc:utllcallh Resource Centre (allhc Onlariu Public llcnllh IF YES 


Associolion) 
 ... o. Other (please lis\) 

IF YES 

-tc. llcaut uud Stroke Fuuntl11tion of Ontltrio 

IF YES §...f. Ministry of Culture. Tourism amlllccn:ution 
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15. 	 w,_-· are the 3 most important things that could be done either locally (f by your organization or other local agencies), or centrally (e.g., b( :Ministry of 
Health or other resource organizations) to implement nuw heart health ncuvilies or_to enhance existing activities (e.g., increase the reach) in yc:itir community ... 

II/ 	 WITIIIN THE NEXT YEAR~ bj WITIIIN THE NEXT 'i l'EA@Z 

., .....Ill priority: '" 	 Ill priority: 

112 priority: 	 112priority: 

,.,. ' 

113 priority: 	 113 priority: 

t-· 
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!6. nJ Currl!utly, how llelpful is each oflhe following factors in planning 16. b} Curretrtly, how limititrg is each of the following factors in planning
and/or implementing heart health activities in your cou11mmity? and/or implementing henri health activities in your comrmmity?
l'lcnsc choose one rnling for each itc111. l'lcnsc choose oue nning for cnch item. 

~ · """! 

Support lor hc-olfl hcollh from lucul bonn! uf hc-.llh/ 
rcgiumtlllcallh & Sucinl !icrviccs Commiucc 

Suppurt for heurt hcnlth rrum hcuhh unit mmmg~ucnl 

Cunuuuuily Interest in heartl1eahh 

llcsuurces (dullors, materials) 

Appropriate slo!Tcxpericncclknowlcdgo/skills 

Sumcienl staff assigned to heart hcallh programming 

Co~ordination of progrnms within the health unit 

Collabornting/partncring with other agencies 

Loco! stallsticslinformallon related to heart health 

Evidence tiHtt heart hcaJrh activities arc etTcctivc 

J,rcsc.ncc ofa hc;~rt health demonstrnlion conm1unily 

l,rovincial priority given to heart health 

Professional incentives for cnrrying out heart health 
activities 

OJ11JOI1unity to "i'JliY fi>r J>rovincinl fuuding 

Evi<klll"C that hCHrl hcnfth activities IIICCt CUIIIIIUIIIily 
needs 

Others (please specify) 

- i'ftl ~ ;; 
~ .§ ~ 
~ .. ~ ~ ~ ~ 

::1 .. .... . .. /:!! tl -~ 
,..,.~ /:! - ~$ J .)(
"'" if e ),..f ~ ~ ; !f.. 

=I=J I I I 

--·--1--1--1--1 

HFFH 


Lnck or SUII)){Jrl for hcnrt hcullh frum Ihe lucnl bonrd of 
· ' · 

1 
•hc•lllb/rcgiuunlllcnllh & Socinl Services t:uuuniHcc 

Lnck of support for hcnrt hcnlth fhun lu:"alth unit 

IIIIIUIIgCUICIIt 


Lack of J>ublle Interest in henri hculth 

Lack of rcsoprccs (dollars, motcrlnls) 

lnsumcienl stolT assigned to heart health progrnrnming 

Lack of npproprinlc experience/knowledge/skills of stn!T 

Lnck of co-ordination or programs within I he hcnlth unit 

Lack of collnboratinglpnllncring with other agencies 

Luck or priority given to h~nrt health within lhc province 

Lack or local Slnlisticslinformntion rclntcd to heart health 

Lock of evidence thai heart health octivltics arc effective 

Presence of a heart hClllth demonstration community 

lnsufficicnl profcssionnl incentives for currying out heRr! 
hcullh nctivitlcs 

llvidcncc tlmt hc"llrl health nctivilics do nolmccl commuuily 
needs 

Others (please spcci fy) 

I 
,f 
I' 

,f 
I' .).. 

I 
to• 

II-~ .... # I' 
. 
'-
.,.' ­ ,f 

~ .,f I 
I 

I l l 

~·--·--1---

I I I I II 
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17. How lr( "ul have CHI-HOP's activities been in planning and/or 18. n) What, if any, information from CHHIOP did your healll,>- ··it use in 
implen. Jllg heart health activities in your commtmity? preparing your proposal for Heart Health Program fundi 
Please choose one ·rating for each item. 

if 
i-" ~ 

~ 
.l 

.>. 
_... ~-...... !!~ ., 

j 
~ 

11 l 
~ ~ ·w.. .>..

§··; 
I 

f 
Q 

I~
lg,..• 

1994 SCAN ~~t~rvcy 

19')6 SCAN survey 

1'1 ll!llO nrtlch:s uu l:llliiUI' nctlvilics 

cr---~-~-~-~ 
! 

.~· (' 

b} I low did you usc this infonimtion'l t;·: 

llcurtllcaltltlmplcmentatlon Report (June 1995) 

Public Health Practices Report (June 1996) 

CHHIOP Qualitative Report {Juqc 1996) 

(­

IIcart Health Implementation Report (June 1997) 

c) Overall, how helpful was the information from CHHlOP in preparing 
your proposal? 

0 0 0 0 0 
NOTATALL 

HELPFUL 
SLIGHTLY 
HELPFUL 

MODERATELY 
HELPFUL 

VERY 
HELPFUL 

DON'T 
I<NOW 

Public Health Practice Report {December 1997) 

Cl-!1-1101' llomcpagc 

19. a) What, if any, information from sources other than CHHIOP did your 
health unit use in preparing your proposal for Heart Health Program 
funding? · · 

i 

Clll IIOP conference prcseniatlous 

Internet inns with Cl-11 1101' lnvcslignlors 

lulcractiuus wilh l'rojcct A~visury Grunt> members 
·--1-1-1-1­

1·•. 

hi Overntl, how helpful wns the infonnntion from these sources in preparing 
your proposal? 

0 
NOT A TALL 
HELPFUL 

0 
SLIGHTLY 
HELPFUL 

0 
MODERATELY 

HELPFUL 

0 
VERY 

HELPFUL 

0 
PON'T 
KNOW 
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20. a) Preparing a proposal for Heart Health Program funding was a ritajor bJ How many volunteers are currently active in heart health progranuning? 
activity of most health units in 1997. Did your health unit submit a 
proposal?. 	 0 00 0 0 

YES -+ Gotopartb] 
<10 11·26 26·60 Mora limn 60 Don't Know 

NO -• Go to <tuosllon 21B 
h) 	 l'lcnsc rate how much youa&r.cc or disagree lhal_~;tch of the following cJ .In lhc past ycnr, roughly how many volunteer hours were devoted to 

impacts were experienced by your health unit us o resill(pf preparing heart health programming? 
the proposul. 

n. 	 Increased the priority given to hc:•rt health 
within our health unit 

b. 	 lncrcnsctl sluff ti111e nllocutcd to heart he01lth 
within our health unit 

c. 	 Enhanced co-ordination of planning for 
tobacco, nutrition, and physical activity 
programs within our health unit 

d. 	 Increased the priority given to heart health 
among other community agencies 

e. 	 Strengthened existing relationships between 
the health unit and other community agencies 

f. 	 Established new relationships between the 
heallb unit and other community agencies 

g. 	 Other impacts of preparing the proposal 
(Please describe) 

&I!a(!)
~if.,a 

/JI
tJ 

i .,! 
 /JI
tJ... 

>-	 l.0 0 0 0 0 0/I:J 	 ! 
~tf .,.(, <60 61-100 101-600 601·1,000 Morothon Don"t Know ..... 1,000 

22. Over the pasl3 years, CHlllOP has tracked levels of predisposition, capacity, 
and hnplemcnlntion in the nrea of heart health promotion within public health 
units. On a scale of I to 5, where I is low and 5 is high, how would you rnte: 

1·5 

a] 	 PREDISPOSITION for heart health within your health unit? -the general 

motivation or inclination towards heart health within Y,.our health unit 


b) 	 CAPACITY for heart health within your health unil7- skills and resources 

within your health unit that make implemenlalion of!Jeart health activities 

possible / 


c] 	 IMPLEMENTATION of heart health activities within your health unit 

jurisdiction? - including those activities that address major risk factors for 

heart disease and take a population health approach 


2J. Comments (11Jiflmwl; 11.re !Jnck vfptrge lfuwre ·'1"'cc /.r r~qlllretf) 

21. "I Docs your organization have volunteers (i.e., people who arc not paid by 
the health unit nor by any other orgnnization lor the time they spend)? 

-+ Complete b] & c]YES B 
NO -+ Go to Question 22 
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cHEART-Hi1 1--:,.HACTlvtT/ES) 

The activities listed below can be used to promote heart health. The list is not a recommended set, nor is it exhaustive. These activities may be part of a designated heart 
health program and they may be part of other program areas. 

TOBACCO 
·~ ... 

.. Special events. in schools (e.g., health fairs. Smoking education messages in the Training for primary care providers in Local media campaigns to increase awareness of tobacco­
National Non Smoking Week. activities, workplace srnokjpg ccssatfon counselling related issues 
etc.) to encour11ge nonsmoking Smoking cessation iniliativcs for lnfonnation for primary care providers NNSW activities directed attbe community at large 
School-based smoking prevenlioa employees who smoke (e.g., Quit for referring patients to local resources Smoking cessation resources for special needs groups 
programs &. Win. smoking cessation classes) available r... smoking cessation (e.g., women. pregnant women, heavy smokers, low 
School-based smoking cessation programs Workplace smoking policies income groups, etc.) 
Recognition awards to schools with Municipal bylaw development to Campaign for retailers to infonn them of laws prohibiting 
smoking' prevention or cessation prohibit smoking in the workplace sales of tobacco to minors 
programming Municipal bylaw development prohibiting smoking in 
Opportunities and incentives for staff and public places 
teachers to quit smoking Advocacy directed at the provincial level for policies 

related to tobacco 
Advocacy directed at the federal level for policies related 
to tobacco i 

cooking methods choices 
Grocery store ururs on 
healthy food choices 

places 

Curriculum review/ 
development for healthy 
eating messages 
School food policies 

Healthy eating messages 
in workplaces/cafeterias 
Contests/challenges 
relalcd to healthy eating 
(e.g., weight loss contest) 
Incentives for employees 
for adopting healthy 
eating patients 
Food policies in work­

Educational materials on 
healthy eating for patients 
lnfonnation for primary 
care providers for refer­
ring patients to local 
resources available for 
healthy eating 
Food policies in health 
care settings 

Incentives/recognition for 
re51aurantslcafeterias that 
provide healthy foods 
(e.g., dining guide, 
awards) 
Training for food industry 
personnel on healthy 

Point of purchase infor­
mation to encourage 
customers to buy healthy 
foods 
Incentives to buy 
healthy foods (e.g., 
coupons, in-store 
specials) 
Displays on healthy food 

.. 

Local media campaigns 
promoting healthy eating 
Consumer education on 
food labels 
Nutrition month activities 
Skills-based programs on 
healthy eating (e.g., Healthy 
Eating Manual) 
Programs to increase access 
to healthy foods (e.g., food 
buying clubs, community 
gardens, community 
kitchens. 
Advocacy directed at the 
provincial level for policies 
related to nutrition 
Advocacy directed at the 
federal level for policies 
related to nutrition 



II 

I 
~{ 

.; 
~~ 

i
~ 
· 
~ 

Special events promoting physical activity 
Curriculum review/development on hcallh 
benefits of physical activity 

Physical activity messages in workplaces 
Corporate challenges/contests to promote 
physical activity 

Training or consullation for teachers on : ~ r • 
school programming to increase physical 

Recognition· awards to workplaces with 
physical activity initiatives 

activity 
Recognition to schools with daily physical 
education for students 
School/board policies for quality daily 
physical education 

• - Workplace policies supporting physical 
activity (e.g., bicycle racks, showers, 
fiexifime) 

Educational materials on physical activity 
for patients 
Information for primary care providers for 
referring patients to local resources 
available for physical activity 

Local media campaigns promoting physical 
activity 
FitWeek activities 
Promotions ofcommunity resources 
available for physical activity 
Municipal bylaws for physical activity 
opportunities (e.g., safe walking and bicycle 
routes) 
Advocacy directed at the provincial level 
for policies related to physical activity 
Advocacy directed at the federal level for 
policies related to physical activity 

Education materials on heart health in Media campaigns on heart health 
Schools 

Educational messages on heart health in Educational materials on heart health for 
workplaces patients Special events promoting heart health1 

I«<:ognition awards to Schools with heart Training for primary care providers on lntbrmation on community resourcesHealth risk assessments of workers 
health programming (e.g., comprehensive available for CPR training (which includes 
School heald1 approach) 

Small group sessions for behaviour change assessing patient risk factors· for cardio­
education on cardiovascular health) 

Training or consultation f<ll: administrators 
VIISl:Uiar diseaseTraining or consultation for workplace 

Advocacy directed at the provincial level 
and teachers on heart health ·In schools 

professionals on heart health in workplaces Information for primary care providers for 
for policies related to heart health in general 

programs 
referring heart patients to community 

•. 	 Advocacy directed at the federnllevel for 
policies related to heart health in general 
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Canadian Heart Health Initiative - Ontario Project [CHHIOP] 
1997 SCAN of Public Health Units 

(sTAFF INFORMATION FORM) 

Instructions: 

You have been identified as one of six people in your health unit (in addition to the Medical Officer of 
Health) who spent time on 11eart health activities from January 1, 1997 to now. Heart health activities include 
activities addressing tobacco, nutrition, physical activity and multiple risk factors/general heart health. 

This form is part of the 1~197 survey ofpublic health units carried out by CHHIOP. Please complete this 
form and give it to the peison co-ordinating completion of the survey within your health unit. Your name 
will be confidential to the research group and will help us understand changes in the sample completing the 
CHHIOP surveys over tin .e. · 

NAME: 

POSITION: 

From January 1, 1991 to HOW, approximately what percentage ofyour total work time did you spend on 
activities addressing tile f Jllowing: (Total should not exceed 1 00%) 

___% __%Tobacco Nutrition 
___% __%Physical activity Multiple risk factors/general heart health 

SEX: 0 Mde 0 Female 

AGE RA~E: 0 18-25 yrs 0 26-35 yrs 0 36-45 yrs 0 46-55 yrs 0 Over 55 yrs 

I 

Please list all completei post-secondary degrees/diplomas: 

DEGREE/DIPLOMA YEAR COMPLETED 

'1 ,' ­

Did you complete the ':::HHIOP "Individuru {}esponse" 

survey in 1994? - GJ YES 0 NO- 0 Don'tKnow 


Did you help to complete the CHHIOP SCAN of Public 

Health Units in 1996? 0 YES 


OVERS" 



____.____________..:.".:; ···. 

Which ofthe following questions on tl)e 1997 SCAN of Public Health Units did you help to 
complete? 

YES 

Staff assigned to heart health activities ................ . .. .. .. . .. . .. . : ... . .. . .. . 

2 Implementation and role of health unit in tobacco activities .. . .. ..... . .. . .......... . 

3 Implementation and role of health unit in healthy eating acti vities . ..... . . . ......... . . 

4 Implementation and role of health unit in physical activity promotion activities .. . . .... . 

5 Implementation and role ofhealth unit in general heart health/multiple risk factor activities 

6 How health unit works with other heart health stakeholders in the community . .. ..... . . . 

7 Priority of heart health within your organization .. . .. .. . .... . .. .. ... . . .. .... . . ... . 

8 Priority of heart health activities within your community ... . .. . ..... . ... . . . . .. .. .. . 

9 Co-ordination of heart health activities . . .. . .. .. . .. .. . ........ . .... .. ..... . .... . 

I0 Effectiveness and _importance oforganizational practices ... . . . . . .. .. ....... . . . . .. . . . 

11 Heart health budget line ....... .. ........... . ........ . ........ . .. . ... . . . . . .. . 
1 

12 Program for heart health activities ... . .. . .. . ....................... . .. . ....... . 

13 Participation in coalitions or networks .... ..... .. ... .... . .... ... . . ... .. . . . . .. .. . 

14 Use and usefulness of resource centres and organizations .. . . . .... . . . .... .. ... . .. . . . 

15 Suggestions for support from resource centres and organizations ...... . .. . .. . .. , .... . 

' 16 Facilitators and barriers to implementing heart health activities ....... .. . . .. . .. . .... . 

17 Influence of CHHIOP activities on heart health programming .. .. .. .. . .... , .... ... . . 

18 Use ofCHHIOP information in proposal development ..... . . . .......... . .. . . . . .. . . 

19 Use of information other than CHHIOP in proposal development . ........ . .. . .. . .... . 

20 Impacts ofpreparing proposal for Heart Health funding .... . . . .. . ....... .. .... . . . . . 

21 Volunteers working on heart health activities ... .. . .. ... .. ... . . ..... ... .. .... ... . 

22 Perceptions ofoverall predisposition, capacity, and implementation . ..... . .......... . 

NO 
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APPENDIX 1: 

CHHIOP IN-DEPTH INTERVIEW CHECKLIST 
May 28, 1997 

Preamble: I am a researcher from McMaster University working with CHHI-OP (Canadian 
Heart Health Initiative-Ontario Project). The purpose of our study is to examine 
changes in the factors and the relationships that influence community-based heart 
health activities in public health units . The focus, therefore, is to look at the changes 
in heart health activities that have occurred over the past 2-3 years in public health 
units across the Province.< You and others in your unit have already participated in 
the survey portion of the research project (1994/1996).> If you have any questions 
throughout the interview please do not hesitate to ask. Today's interview should take 
about __ and everything we say will be kept strictly confidential. We would like 
to tape record the interview to accurately document your views, do you mind? Your 
name will not appear on any" tapes or manuscripts. 

TOPIC QUESTIONS PROBES 

I. Introduction What is your position in this • for how long? 
health unit? • what do you do with respect to heart 

health activities ... 
, • tobacco? 

• nutrition? 
• physical activity? 
• other? 

• amount of time spent on heart health 
activities? . 

II. Perceptions of !)What motivates you/other • leadership/champion(s)? 
Predisposition, staff to do heart health • managerial support? 
Capacity, and promotion within your HU? • professional incentives? 
Implementation • decision-making process? 

• what is the level of heart health priority ? 
why? 

• evidence/need? 
• how does it get done? 

2) What skills and resources • tools, materials, videos, kits? 
' I •. ­ are most helpful for heart • planning, media, coordination? 

health promotion within your • community support? 
• HU? • resource centre/organization support? 

• peer support- inside/outside HU? 

3) How does your HU • what factors influence those decisions? 
determine which spe~mc • which criteria are most important? 
heart health activities' (e.g. ..,.. e.g. public demand/community momentum, 
policy/advocacy- tobacco by- awareness, past success, organization 
laws, education- health fair, priorities 
media, skills- cooking) to • differ across risk factors, settings, 
undertake? approaches? 

72 



- - -----·- -­

4 )Which activities do you • what activities would you select? 
think have the greatest impact • pub! ic education, service-provider 
on community training, policy/advocacy, environmental 
behaviour/attitudes for heart support? 
health? Why? • implementation activities? 

• in a specific channel/settincr? 

Preamble: We would now like to present your HU's results from the 1994 and 1996 
SCAN (See Table). These are your scores .. .. . levels of predisposition, 
capacity, implementation as measured by indicators of importance of a set of 
heart health organizational practices, effectiveness of these practices, and 
implementation of community-based activities .... l994 and 1996. 

TIL Perception of (I) Do you think these results • old/new trend? 
Changes in accurately reflect the level of • similar direction? 
Predisposition, importance of heart health • why/why not? (problems with process) 
Capacity, and (predisposition) in your HU? 
Im_plementation 

2) What factors have affected 
these findings? 

• level of awareness? 
• leadership/lack of? 
• evidence? 
• commitment? 
• community support/lack of? 
• other factors? 

3) Do you think these results 
accurately reflect 
the level of skills/resources 
(capacity) available for heart 
health in your HU? 

• old/new trend? 
• similar direction? 
• why/why not? (problems with process) 

;. 

.' 

4) What factors have affected 
these findings? 

• leadership? 
• people power (staff & volunteers)? 
• knowledge/skills? 
• access to resources/tools? 
• planning/organization? 
• partnering? 
• other factors? 

S) Do you think these results 
accurately reflect the level of 
implementation of heart 
health in vour HU? 

• old/new trend? 
• similar direction?. 
• why/why not? (problems with process) 
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• levels of awareness? 
th :se findings? 
6) What factors have affected 

• leadership/lack of? 
• MoH/guidelines? 
• competing health/social priorities? 
• not enough evidence? 
• lack of knowledge/skills in that area? 
• little commitment to thiit area? 
• increased/decreased partnering? 
(internal/external) 
• lack of/or access to resources/expertise? 
• people power (volunteers/staff)? 
• planning/organization ? 
• lack of/or community support? 

• do you have any comments about these 
re ;ults of the 1994, "1996 
7) Here are the pro~incial 

results in light of your HU results? 
SCANs, you might be 
in .erested in how they 

II--------..J.....:c::..;:ompare with your HU. 

Preamble: Part of CHHIO ''s role is to investigate how health units and agencies are partnering 
together to promote heart ·lealth. The next few questions are related to relationships within your HU 
and between your HU and other community agencies. 

N. Relationship in~ I) a. How would you • how do you partner? 

Partnering 
 • cooperate, coordinate, collaborate? 

interactions both within your 
HU and between your HU and 

characterize the nature of 

• do these relations differ for internal vs. 
community partners? external relations? 

• do these differ across ... 
risk factors? 
settings? 
by approach/activity? 
by organization? 

• have these relations chamzed over time? 

2) Which relationships have • has effectiveness of partnerships varied 
be::n most effective? Least across settings, risk factors and approaches? 
effective? Why? 

3) What factors •decision making processes (equal power) 
' ' ,~ fac iiitate/sustain stronger •roles of different partners, specific: 

p111tnerships both within HUs facilitate, lead, administrative, resources, 
and between HU and knowledge,$ 
community partners? •dedication of staff/volunteers 

•coalitions/networks
I,. 

•previous successes 
- •shared-resources/expertlse, what? 

•supportive community/agencies 
•strong leadership 
•other 
• do these factors vary by setting? 

,_ • do they differ for internal or external 
relatlonshios? 
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•decision making processes (too 
partnerships both within HUs 
4) What factors weaken 

controlled)? 
and between HU and •roles of different partners (specific)? 
community partners? •program resources/funds? 

•lack of community support/collaboration 
•differing philosophy/mandate? 
•competition for progs, funds (turf 

overlap)? 

•organizational structure- changes? 

•lack of leadership? 
•other? 
• do these factors vary by setting? 
• do they differ for internal or external 
relationships? 

Preamble: We've been talking about ways of partnering. Now we would like to discuss how heart 
health is promoted at the community level. 

5) How would you • consensus process, consultation? 
characterize how issues are • how are citizens/consumers involved? 
defined and who contributes • how are agencies, groups involved? 
to the design and • what is the role of your HU? 
implementation of heart • does this process & participation vary by 
health programs within your issue/agency ? 
co['lmunity? • relative mix of these approaches in the 

community? 
• have you seen a shift in how issues are 

.. identified, pro!rrams designed? 

6) In your opinion, who • individuals, organizations? 
provides leadership for heart • what do you see as leadership? differs 
health in your community? from ownership? 

•" 
Preamble: Resource centres/organizations play a key role in supporting heart health activities. We 
would like to get your input on how they can be most helpful for HU's. 

V. Resource System l)a. What has been your HU's • use- which one(s)? SEE LIST 
experience with Provincially • useful? ( +1-)- types? 
mandated resource • barriers to use? 
centres/erg.? • what suggestions do you have to improve 
b. What is the experience with service provision? 
locaUregional resource 
centres/on=:.? 

2). How has the use of • better organization relations? 
resource centres/organizations • implementation of by-laws? 
enhanced heart health • better planning/evaluation? 
promotion in vour HU? 
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3) a. To what extent have the 
experiences of other 
ccmmunity/HU heart health 
pograms been shared with 
ycur HU? 
b. How have the findings, 
pngrams and resources of the 
Ontario Demonstration 
pojects affected heart health 
pnctices within your HU? 
within your community? 

• how else could these experiences be 
shared? (e.g., newsletters, websites) 
• have these experiences been used? 
• to what extent have they influenced what 
you do? 

• video kits, pamphlets, planning processes, 
evaluation tools, media campaigns? 

4) How has knowledge of •initiated planning? 
pr,wincial funding- the 'heart •supported other partnering? 
health program' - influenced • frustration with uncertainty? 
your work within the HU and • implications of this funding? (i.e., 
with community partners? sustainability - funding or heart health 

promotion , effectiveness). 

VI. Future of Public I) What is your/HU reaction • what are the implications of these 
Health to changes in the mandatory 

guidelines focusing on 
changes? 
•will this change how HUs operate? do 

..: HH/chronic disease? heart health? 

2) What do you see as the • do you think the priority of heart health 
fu1ure of PH in Ontario? will change? 

• do you think the priority for population 
health approacfl (vs. high risk approach) 
will change? 

Conclusions De you have any other final 
<'n:nm?nt~ nr nn?<tinn<? 
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APPENDIX2: 

General Topic 

DEPTH INTERVIEW THEME CODES 

fheme IIssues ICode 

Introduction !?osition. • length of time. . 
• time spent on h.h activities/ r.f. area:· IPL 

IPT 

Perceptions of 
Predisposition, 
Capacity and 
Implementation 

·. 

~· 

I 

' 

'l , ­

,. 
I 

-· 

' 

•. 

Organ. Structure. 

Packaging. 

Motivation. 

Priority. 

-
Skills & Resources. 

-=.: 

\.'.. 

• healthy lifestyles. 
• heart health program. 
• other. · 

• risk factor (individual). 
• healthy lifestyles. 
• heart health. 

Yes: 
• mort./morbJburden of illness. 
• high level of risk factors. 
• leadership/management support. 
• provincially mandated. 
; belief health promotion/make diff. 
• funding/demonstration site. 
• community partnership/support. 
• personal experience. 
• other. 
No: 
• low level awareness of staff. 

• level of/rank. ' 
. 

• not priority. 
• change. 

• characteristics: 
mix/single. 
multi-disciplinary group. 
experienced staff. 

• by risk factor: 
tobacco. 
physical activity. 
nutrition. 
general heart health. 

• skills: 
media/marketing/public relations. 
evaluation. 
planning/program dev. 
skill building/education. 

ndvocacyllobbyinglpolicy. 
• information: 

workshops. 
~- helilth unit contacts. .. 

tools/kits. 
r~soun:c centres/organizations•. 

• networklpartnerfng. 
• community support/interest. 
• other. 

IOL 
IOH 
roo 

IPR 
IPH 
IPX 

PMM 
PMR 
PML 
PMP 
PMB 
PMF 
PMC 
PME 
PMZ 

PMA 

PPL 
PPN 
PPC 

PSS 
PSG 
PSE 

PST 
PSA 
PSN 
PSZ 

PSM 
PSV 
PSD 
PSB 
PSL 

PSW 
PSH 
PSK 
PSR 
PSP 
PSC 
PSO 
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)Determine Activities. • how/process: 

strategic/operational plans. 
across divisions. 

trial/error. 
diffJsim. across h.uJr.fJset. 

• criteria: 
needs assessment. 
scient. knowledge/stats/OHS. 
mandatory programs. 
literature review. 
public demand/consultation. 
agency/partner support. 
consid.channels/settings 
past experience (HU/betw.). 
resources/staff/skills. 
target audience. 
other. 

PDS 
PDD 
PDT 
PDH 

PDN 
PDK 
PDM 
PDL 
PDP 
PDA 
PDC 
POE 
PDR 
PDF 
PDO 

Activities with • characteristics: 
greatest impact. multiple strategies. PAM 

partnering. PAJ 
repeat contacts. PAR 
integrate programs. PAl 
target audience PAG 
other/don't know/uncertain. PAO 

• strategies: 

- media/social marketing. PAS 
skill building/training. PAB 
advocacy/policy. PAA 
environmental support. PAV 
awareness/education. PAE 
community devJmobil.finv. PAD 
other. -· PAX 

• risk factors: 
tobacco. PAT 
physical activity. PAP 

:: 
nutrition. 
other. 

PAN 
PAY 

• settings/channels: 
! healthcare. PAH 

schools. PAK 
workplaces. PAW 
community-wide. PAC 
other. PAZ 
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Perceptions of (changes 
in) levels of 
Predisposition, 
Capacity, and 
Implementation AND 
Factors affecting 
(changes in) these levels 

Predisposition. 

! 

• trend: 
accurate/inaccurate 
future 

•level: 
accurate/inaccurate 

• individual cell (i.e., assessment, 
planning, implementation support, 

evaluation activities). 
• factors: 

needs assessment/statistics. 
strategic planning process. 
leadership. 
competing priorities (h.u.) 
teaching health unit 
community involvement. 
changing role/org.structure. 
not community priority. 
other. 

SPT 
SPF 

SPL 
SPI 

SPA 
SPS 
SPD 
SPC 
SPH 
SPP 
SPR 
SPN 
SPO 

~ 

-­

Capacity. • trend: 
accurate/inaccurate. 
future 

•level: 
accurate/inaccurate. 

-.individual cell (i.e., assessment, 
planning, implementation support, 
evaluation activities). 

• factors: 
strategic planning process. 
staff. 
reorganization structure. 
volunteer program. 
skill development. . 
funds. 
external partnering. 
access to resources. 
other. 

SCT 
SCF 

SCL 
SCI 

SCP 
scs 
SCR 
scv 
SCD 
SCM 
SCE 
SCA 
sco 

/" 
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Implementation. •trend: 
accurate/inaccurate. 
future. 

•level: 
accurate/inaccurate. 

• risk factors: 
tobacco. 
physical activity. 
nutrition. 
general heart health. 

•settings: 
schools. 
workplaces. 
healthcare. 
community-wide. 

•factors: 
funds. 
staff size. 
skills/experience. 
reorganization. 
in planning phase. 
demonstration site. 
partnering. 
other. 

SIA 
SIF 

SIL 

SIT 
SIP 
SIN 
SIG 

SIK 
SIW 
SIH 
SIC 

SIM 
SIS 
SIE 
SIR 
SIX 
SID 
SIJ 
SIO 

Provincial. • trend: 

_: 
Comparison. accurate/inaccurate. 

future. 
.•level: 

accurate/inaccurate. 
• average/above or below. 
• reasons. 

SZT 
SZF 

SZL 
SZA 
SZR 

Relationship in Nature. ~ 
Partnering frequency of meetings. RNF 

cooperation > r.f./setting. RNP 
( coordination > r.f./setting. RND 

collaboration > r.f./setting. RNL 
change. RNC 

I External: 
frequency of meetings. RNM 
cooperation > r.f/setting. RNE 

' ' coordination > r.f/setting. RNI 
collaboration > r.f/setting. RNO 
change. RNA 

!;;[fec(iven~~s; 
type (3). RNT 

• agency/organization. 
diff/similar (r.f./setting). 

RNZ 
RNS 

other characteristics. RNY 
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., 
' 

' 
.. 

' 

l :acilitators. Internal; 
leadership/management. 
organization. 
multi-disciplinary team. 

meetings/joint. 
planning process/strategic plan. 
respect/trust. 
other. 
~ 

equal partners. 
leadership. 
clear goals/roles. 
sharing resources. 
common goals/objectives. 
commitment. 
respec!/trust. 

.. 

health unit partnering skills. 
existing network/coalitions. 
community involvemen!/partic. 
other. 

Int. vs, Ext, 
• difference/not. 

RFM 
RFO 
RFD 
RFJ 
RFP 
RFR 
RFY 

RFE 
RFL 
RFC 
RFS 
RFG 
RFX 
RFI' 
RFU 
RFH 
RFI 
RFZ 

RFN 

Barriers. ~ 
personal <!ifferences. 
inflexible. 
workload/time. 
professional silos. 
lack of skills/staff experience. 

reorganizationlbl!reaucracy. 
. other. 
~ 

different philosophies. 
unequal workload. 
unequal power. 
lack of time. 
lack of interest. 
competition/territory. 
mistrust. 
mandate differences 
other. 

Int. v~, fix!. 
• difference/not. 

RBD 
RBI 
RBT 
RBS 
RBE 
RBR 
RBO 

RBP 
RBW 
RBU 
RBL 
RBN 
RBC 
RBM 
RBJ 
RBZ 

RBF 

.. I,. 

Issues defined. 

\;. 

How; 
• formal 
• informal 

}Yhg;_ 
•Health Unit: 

information source/facilitator. 
leader. 

• Community: 
consulting. 
leader. 

•Agency/organi.zation: •' 

consulting: 
leader. 

• combination of groups. 
• other. 

RIF 
Ril 

RID 
RIE 

RN 
RIL 

RIS 
RlA 
RIG 
RIZ 
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Design & 
Implementation. 

~ 
• formal. 
• informal. 

Who: 
• Health Unit: 

information source/facilitator. 
leader. 

• Community: 
consulting. 
leader. 

• Agency/organization: 
consulting. 
leader. 

• combination of groups. 
• other. 

RDF 
RDI 

ROD 
ROE 

RDV 
RDL 

RDS 
RDA 
RDG 
RDZ 

Shifts. • mixture/varies. 
• by risk factor. 
• change. 

RSM 
RSR 
RSC 

Resource System 

., 

I 

-

Leadership for Heart 
Health. 

Used-Experience. 

• health unit. 
• citizens. 
• agency/organization. 
• combination. 
• other. 
• change in leadership. 
• leadership diff. ownership. 

Provincial: 
Public Health Branch. 
Program Training & Consultation. 
H.H. Resource Centre/OPHA. 
Health Promotion BrancF1. 
Ontario Prev. Clearing House. 
OntarioHeart Health Network. 
U ofT Centre for Health Prom. 
Other. 

Locai/Regjonal; 
Heart & Stroke Foundation. 
Cancer Society. 
Lung Association. 
Ministry of Cult., Tour., & Rec. 
Other. 

RLH 
RLC 
RLA 
RLM 
RLO 
RLE 
RLL 

RUB 
RUT 
RUA 
RUH 
RUP 
RUN 
RUU 
RUO 

RUS 
RUC 
RUL 
RUM 
RUZ 

Barriers and 
Suggestions. 

• costs. 
• contact names/directory. 
• other . 

RAC 
RAD 
RAO 

• Extent Enhancing. Rate; 
great deal. 
somewhat. 
limited. 
none. 

REG 
RES 
REL 
REN 

82 



.. 

-
' 

l!!terHU 
communication. 

Who Shared: 
•demo site. 
• non-demo site. 
How Shared: 

telephone. 
heart health network. 
e-mail. 
written reports/documents. 
meetings/conferences. 
other. 

Content Shared: 
evaluation. 
planning. 
resources. 
specific projects. 
other. 

Extent of sharing: 
none. 
minimal. (ideas) 
moderate. (prog. pieces) 
maximum (program transplant). 

RCD 
RCU 

RCT 
RCH 
RCM 
RCW 
RCC 
RCZ 

RCE 
RCP 
RCR 
RCS 
RCX 

RCN 
RCL 
RCO 
RCA 

Provincial $. ~ 
boost. 
letdown. 
no effect. 
~ 

frustration 
pleased/liked. 
no awareness 

• other 

RPB 
RPD 
RPN 

RPF 
RPP 
RPA 

RPO 

Future of Public Health 

:: 

' 

Guideline Changes. 

I 
.I 

-· 
• Positive/Negative. 
• H.H vs. chronic disease prevention. 
• prescriptive vs. flexible. 
• enforcement • 
• not aware. 
ChangeHU: 

organizational structure. 
activities. 

• other. 

FOP 
FGH 
FOR 
FOE 
FGN 

FGO 
FGA 
FGZ 

• 

P.H.IMunicipal 
Changes. 

• heart health priority (+Or·). 
• other local issues/priorities. 
• high risk. 
• population health. 
• uncertainty. 
System comments: 

increase freedom. 
no standards. 

• other. 

FPH 
FPO 
FPR 
FPP 
FPU 

FPI 
FPN 
FPZ 

Conclusions Additional 
Comments. 

• interviewing process. 
• SCAN results/process. 
• other. 

CAl 
CAS 
CAO 

) 
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