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ABSTRACT

The research reported in this dissertation examines the dissemination of heart
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 knovrledge 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 «nd 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 1997 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 dissmination; that dissemination is a long-term, iterative process; and
that organizational capacity 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. champicns, leadership, organizational structure) and external system factors

(e.g. research, political priorities, experiences of other jurisdictions, partnerships) helps to
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explain movement within and across dissemination stages. Findings suggest promising
areas for dissemination research, including replicating similar research in other public
health systems. Findings 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 1:
Overview of the Dissertation and the Research Program

CHAPTER OVERVIEW

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

has these sections:

. Organization of the Dissertation: describes the purpose and contents of each
chapter

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

. Research Cortext: provides an overview of the research setting and the Canadian

Heart Health mitiative 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 ard health promotion literature, and to public health policy and
practice

. Author’s Perspective: describes relevant training and experiences that contribute

to the content and process of this doctoral research



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, and are reproduced with permission. Preceding the papers is an
overview of the reseach 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 of practices 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



conditions (Elder et a.., 1993; Brunbach and Malecki, 1996; MacLean, 1996). The

enormous societal burden of cardiovascular disease, opportunities for prevention, and

gaps in knowledge provide a compelling rationale for the research reported in this
dissertation. Specifically:

. The societal burden of cardiovascular 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 individuals and societies are unacceptably high. In Ontario, coronary
heart disease (the most common form of CVD) 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 of Health, 1993).

. Premature carrdiovascular 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 hiefarchy (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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Effective prevention 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 behaviowrs; notably, smoking, sedentary living, and unhealthy diet. Since
these behavioirs are prevalent throughout the population, the greatest reduction in
death and diszbility 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 and physical environments, underline the importance of community-
based programs to prevent CVD (Elder et al., 1993). These programs typically
combine health education and environmental change programs, and require the co-
ordination of public, 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; 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. (Mittelmark et al., 1993;
Dobbins and Thomas, 1996; Ebrahim and Smith, 1997; Schooler et al., 1997;

Sellers et al., 1997; Viswanath and Finnegan, 1997)]. Although more needs to be
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learned about the effectiveness of community heart health programs, the
knowledge base is sufficient to warrant their widespread application (Cameron et
al., 1996; Frarkish et al., 1996; Nutbeam, 1996).

Community-based 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 2™

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

particularly imrportant, 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 1* International
Heart Health Conference, 1992).

Knowledge of dissemination of effective practices within public health systems is
limited. Despi'e a clear goal to enhance health promotion activities within existing
public health systems, little is known about the dissemination process. Very few
studies address 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 interveritions (Steckler and Goodman, 1989; Orlandi et al., 1990; Parcel et

al., 1990; Rogers, 1995) rather than a cluster of interventions characteristic of



comprehensiv, community-based health promotion. Also, few studies examine

the influence of organizational and environmental 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), and as central 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 research, including a particular focus on health promotion dissemination
research (Johnson et al., 1996). A priority in this new field is to understand organizational
aspects of health proraotion, including barriers and incentives for organizations to adopt
new health information and practices (Farquhar, 1996; Green and Johnson, 1996; Johnson
et al., 1996; MacLear, 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 of health. From a
social ecological perspective, therefore, organizational aspects of health promotion must
be understood, inclucing 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 Health Initiative (CHHI) - a multi-phase, 15 to 20 year strategy launched
in 1986 that aims to integrate heart health into the existing system of health. The Initiative
was conceived to build capacity within the public health system to prevent cardiovascular,
and other chronic discases (Conference of Principal Investigators, 2000). Research in the
most recent ‘dissemination phase’ examines organizational aspects of health 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 of th: CHHL. It extends research conducted in Ontario from 1994 to 1998
as part of the Canadizn 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 of Health and Long-

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



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 37 local 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 I). 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 of heart health promotion. The quantitative surveys were primarily to
describe levels of predisposition, capacity and implementation over time.

Qualitative, in-depth interviews were completed with public health staffin a
subset of eight health units in 1995 (n=56) and 1997 (n=38). These qualitative studies
were primarily used to explain observed levels of predisposition, capacity and

implementation, and changes in these levels.



Table I: CHHIOP data collection

YEAR
DATA SOURCE 1994 1995 1996 1997
Surveys of Public Health Uhits (N=42) X X X
Survey of Community Ager cies (n=283) X
Qualitative Studies in 8 Health Units X XP

#1997 health unit survey is in Appendix A
bInterview checklist and coding scheme are in Appendix B

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 of heart health promotion. Main

contributions include:

. Developing definitions and measures of predisposition, capacity and
implementaticn;

. 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 of heart health
promotion, including empirical support for linkages between organizational
motivation and capacity, and capacity and implementation.
CHHIOQRP scieatific publications focus on:

. Measuring predisposition, capacity and implementation (Elliott et al., 1998a);
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. Factors influeacing implementation of heart health promotion (Taylor et al.,
1998b; Elliott et al., 2000b);
. Developments; 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 of contributions to science and practice (Riley et al., 2001a).

An important sxtension to CHHIOP research is to enhance explanation of
observed levels of predisposition, 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 of heart health promotion in
Ontario’s public health system by combining diffusion and social
ecological theories;

2) To unclerstand levels, and changes in levels of implementation of heart
health promotion in public health agencies from a social ecological

perspective; and
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3) To identify 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 1989 1994 1997 2000+
- | | »>

1999 and had two purposes. One purpose

L
\\Tﬂ OBJECTIVE 3
was to better understand the dissemination

OBJECTIVE 1

process for heart health promotion within

the public health system. A second purpose

Figure 1: Research objectives in relation to
was to provide a temporal and time

developmental context within which to understand province-wide levels of predisposition,
capacity and implementation observed from 1994 to 1997 in the CHHIOP research.
Objective 1 was addressed by examining the first ten years of heart health promotion in
Ontario. An holistic case study design was used with a focus on the formal public health
system. Case study methodology was appropriate, since the dissemination of heart 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
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information on heart lrealth promotion within Ontario communities was collected. The
primary purpose of objective 2 was to understand variability and changes in levels of
implementation amor g 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 model 1997 levels of implementation of heart health
activities. A second study 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 of objectives 1 and 2 and, thus, extends beyond
the formal research period. 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 resezrch 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 pr marily draws on diffusion theory and health promotion literature,
especially a social ecological view of health promotion. The application is heart health
promotion, in particular, and the new public health, in general. The theoretical

foundations and appl cation 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 of my 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 espects of science and practice.

Geographic Relevance of the Dissertation

The strength of different disciplines studying similar processes, such as
dissemination, is in the types of questions asked and in the analytic perspective (Green
and Johnson, 1996). This dissertation has strong points of intersection with geographic
inquiry, including traclitional streams in geography and present-day notions of health 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 rnost 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 cized in Johnston et al., 1994). Spatial patterning and use of health
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 geography, however, it examines ways to study diffusion (or
dissemination), whick 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 of human - environmental interactions as they relate to
health have become iricreasingly 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 relationsaip between the population and health.

This dissertation is also relevant to geography because of a primary interest in
understanding variaticn 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 differeritly in different places because of the interplay of structural forces,
institutional practices and human agency interactions (Jones and Moon, 1993; Kearns,
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 approach, may be developed provincially, but be implemented
differently in various locales. Characteristics and perceptions of the ‘actors’ in the system,

including those of community leaders, health professionals and consumers interact with
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the provincial policies 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 Theory

The research in this dissertation advances theory in two main ways. First, it
combines diffusion theory and social ecological theory to understand the diffusion
process. Diffusion theory 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 of health promotion. It
explores relatively nevr territory by using social ecological theory to explain movement
within and through various dissemination stages.

A second contribution to theory is further exploring the role of capacity 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 Methods
Although becomning 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 ir: various study designs. Studies one and three use both quantitative
and qualitative methods 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 dissemination 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 dissemination 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 promotion in Ontario over a ten year period is one technique used to enrich
the interpretive analysis.

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 ancl what is applied. A successful dissemination research program,
therefore, will help pclicy 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 dissemination of heart health promotion within its public health
system. Another practical aim was to generate some lessons about the dissemination of
health promotion morz 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 relevant 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 of many 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 (I’atton, 1990). Articulating one’s perspective is a useful adjunct to



detailed descriptions of theory and methods, to allow others to assess the strengths and
limitations of any interpretive account.

In this section, I highlight aspects of my 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 of my formal education is exposure to various theoretical
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approaches. My Masters program exposed me to a wide range of theories used to explain

health behaviour. Most of these theories were from social and community psychology

(e.g. Health Belief mcdel, Theory of Reasoned 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, postmodernism, 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 post-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 of my
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 diseas¢ prevention and heart health promotion. Some of my projects
include: resource development on health promotion planning and policy (e.g. planning
guide for District Health Councils; community mobilization manual for public health and
other community agericies); 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 of community-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 volunteer, I have performed a variety of roles in the areas of health
promotion programs ¢nd policy development, at all levels in the organization. My
professional experiences sparked my curiosity about many aspects of health promotion,

including the tenuous links between research, policy and practice.
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A major profesisional stimulus for exploring doctoral research opportunities was
questions arising from the evaluation of the Heart Health Action Program. This evaluation
studied five demonstreation communities in Ontario in order to learn about how to
effectively plan and implement comprehensive heart health programs in diverse locations
in Ontario. The expericnces I observed in these five communities, and the intellectual
challenge to understand processes and events planted the seeds for further inquiry.
Following on the heels of the heart health demonstration communities in Ontario
was the Canadian Heart Health Initiative Ontario Project. This project presented as a
research opportunity that was aligned with my larger career commitment to studying the
dissemination of heart 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 formative 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., 2001a). The most

substantive investment was the most recent paper synthesizing the main



contributions of CHHIOP. I authored this paper on behalf of the CHHIOP
Investigators.

This dissertation is th: main product of my roles in CHHIOP as a doctoral student.
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CHAPTER 2:
Exploring the Dissemination Process - An Holistic Case Study

CHAPTER OVERVIEW

The paper in tais chapter addresses objective one of the research program. The
study combines diffusion and social ecological theories to examine the dissemination
process for heart health promotion in Ontario.

The paper is single authored, with feedback from supervisory committee members
and a colleague. My ecademic and consulting affiliations are both relevant, since the
methodology includes the author’s role as a participant observer within the health
promotion environment in Ontario over the ten year study period.

The paper is i1 press in Health Education Research. The version of the paper
accepted for publication is in this chapter, with the exception of references and
acknowledgements. F.eferences are part of the consolidated bibliography for the full

dissertation.
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DISSEMINATION OF HEART HEALTH PROMOTION IN THE ONTARIO
PUBLIC HEALTH SYSTEM: 1989-99

Barbara L. Riley
School of Geography and Geology, McMaster University, Hamilton, ON Canada
L8S 4K1
RBJ Health Management Associates, Kitchener, ON Canada N2H 2P5

ABSTRACT

This paper reports the results of an analysis of the dissemination of community-
based heart health prcmotion strategies. The research draws on diffusion and social
ecological theories to study the first ten years of heart health promotion in the public
health system in Ontario, Canada. Using case description and interpretive analysis, the
study describes developments 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 of health
promotion is a long-term, 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 whicl: 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. Similar 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 process.
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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 et al., 1986). It is strong on principles yet weak on implementation
(Crichton, 1997). Hovs do new ideas and practices such as those that epitomize the new
public health gain cur-ency, acceptance and adoption? That is the fundamental concern of
dissemination (Dunn ¢t al., 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 betwezn research evidence for practice and actual practice. The worldwide
emphasis on health promotion and disease prevention makes dissemination of public
health programs particularly 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 prc grams that promote behaviour change in populations and change
social and physical erivironments to support healthy behaviours (Advisory Boards for the
1%, 2™ and 3" 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 (CHHI); a multi-phase, 15 to 20 year strategy (launched

in 1986) that aims to integrate heart health into the existing system of health. 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 of best 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 diffusion and social ecological theories (Rogers, 1995; Green et al.,
1996). It describes and analyses the dissemination of heart health promotion in Ontario’s
formal public health system 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 of population-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 interpley 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 fiom the Ontario project of the Canadian Heart Health Initiative,
which was conducted from 1994 to 1998 and examined factors influencing
implementation of heart 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 charactetristic of the dissemination of heart health promotion. The most
useful cases to study will display the phenomenon of interest, and will have information
available from various perspectives and methods to examine the phenomenon. Heart
health promotion in Cntario’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 37 local 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 the Canadian Heart Health Initiative Ontario Project (CHHIOP)
conducted from 1994 to 1998.

Research Setting
Ontario is Canada’s lergest 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 total combined annual budget of approximately $300 million (1997
level) and 4,600 full-time 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 served (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 (Ontario Ministry of Health, 1989). This new mandate shifted the focus
of public 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 I). 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 pirpose.

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 promotion (e.g. relative advantage over existing practice) (Rogers,
1995); skills and resources for heart health promotion (e.g. assessment of needs, planning,
evaluation, community mobilization) (Schwartz et al., 1983; Goodman et al., 1997);
leadership (Rogers, 1795); 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 ¢t al., 1996). In this study, internal and external factors supporting

and constraining major events related to heart health promotion were identified. Factors



Table I; Dissemination stages for heart health promotion in the public health system®
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Dissemination
Stage

Objectives of Each Stage

Problem/ . A need is identified to promote heart health or individual risk factors

Opportunity . An opportunity to improve public health practices to promote heart health is
Identification recognized, especially by key decision makers

Innovation . Heart health promotion activities are found or developed that are appropriate for
Development or the public health system and the local context

Adaptation . 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 a smali 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 . Heart health promotion activities are implemented according to set standards
Implementation . 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, . Achievement of goals, objectives and targets for change are evaluated
Evaluation and . Organizational predisposition and capacity for heart health promotion are
Research 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

“The definition of stages is p imarily informed by Rogers (1995) and Orlandi (1996). A main 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 promotion (e.g. Schwartz et al., 1993; Goodman et al., 1997).
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were classified as ‘internal’ if they 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) perceptions of factors influencing developments from public health
professionals and other provincial and local stakeholders; b) changes in factors in relation
to the timing of events; c) direct observation; and d) theoretical plausibility.
Data Sources

Multiple data sources 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 health 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 health units in 1995 and 1997 (with 50% overlap of units). 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 cther community agencies. Using thematic analysis, the qualitative
studies were primarily used to explain observed levels of predisposition, capacity and
implementation.

Publications of Public Health and Epidemiology Report Ontario (PHERO): PHERO is a
monthly publication of the Public Health Branch, Ontario Ministry of Health. The primary
audience is public health researchers and practitioners in Ontario. A manual search of
PHERO publications :Tom 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 of health: These reports were
prepared by the Public Health Branch to show how the financial and staffing resources in
public health have been allocated provincially across boards of health in relation to public
health goals and their respective mandatory programs.

CHHIOP surveys of public health units: Secondary data analyses were performed on
quantitative, province-wide surveys of public health departments completed in 1994, 1996
and 1997 (described in detail in Riley et al., 2001b). A written, organizational response
was completed jointly by the local Medical Officer of Health 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 of predisposition, 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 effectiveness of performing the same 18 organizational practices (on a
five-point scale from ‘not at all effective’ to ‘very effective’). Implementation was
measured for 75 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., 2001b).

Published and unpublished literature on trends and issues in public health and (heart)
health promotion: Sorae 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: As a health promotion researcher, consultant, and volunteer, the
author was a participaat 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) summarizes major events related to heart health promotion

in Ontario from 1989 "0 1999. It shows multiple developments in all five stages of the
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dissemination process. An overall progression through stages is apparent, with various

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

and external system fzctors that

help to explain the timing and

External Environment

character of selective svents. The

interplay of factors is unique for
play 9 Internal Environment

*Traditional practice
each event. *Mandate
*Resources
*Leadership/Champions
Results for study questions *Activities to support

commmumity-based heart

=

in other
Jjurisdictions

1 and 2 are presented by stage.
Epidemiological and
evaluation research

The superscripts refer to

numbered data sources in the Figure 2: Internal organizational and external

system factors influencing the dissemination

Appendix. process

Problem Definition: At the provincial level, the primary strategy for defining the
problem of cardiovascular disease was the public health mandate'. Specifically, the 1989
guidelines for local boards of health introduced a set of healthy 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
diseases™ *. The lifestyles programs were taking a new approach to the challenge of
ischemic heart disease™ '° that is, a population health approach aimed at lowering the risk

for the entire population through behavioural and environmental change (Table II).



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

DISSEMINATION TIMING OF EVENTS
STAGE
1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999
Problem New public health mandate: Healthy Lifestyles > Revised public health mandate: chronic
Definition disease prevention >
CMOH? report: Promoting Heart Health

Innovation Community intervention framework >
Development HHAP? >

Documenting “what works” in heart health >
Strengthening ‘ Ontario Heart Health Network >
Predisposition HHAP? funding incentive
& Capacity Provincial resource system

HHRC?: for HHAP?~-eeeeneonn > 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, ~ 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 —>

# 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)




Table II: Shifts in public 1ealth practice with the healthy lifestyles programs?
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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 health

Public heaith 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

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

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

Intellectual support was one factor” ** but was insufficient to shift public health policy

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

ingredients'® '3, The Chief Medical Officer of Health (CMOH) for the province

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

vitalize public health'; 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 epidemiology**; recent work completed by the

Premier’s Council on Health Strategy to establish health goals for Ontario®; innovative

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

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

promoting individual behaviour change’.
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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 mandate®, policy documents®, and heart health programs, including the Heart
Health Action Prograra® and the Ontario Heart Health Program'. 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 of prevention (external factor) in order to publish his 1993
report of the CMOH Promoting Heart Health'®*. 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 guidelines'?. The healthy lifestyles
programs were consolidated into a single chronic disease prevention program, and
program standards were made more measurable and prescriptive (Table III). These
changes were to encourage 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 innovation development. The first phase was conceptual and
involved developing a community intervention framework. In the late 1980's, the Ontario
Ministry of Health adopted a comprehensive, population-based framework that was
applied to single and multiple behavioural risk factors®*. The framework was maintained

throughout the study period with minor refinements'* .
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Table III: Sample provincial public health objectives for heart health promotion, 1989 and 1997

Sample provincial public health goals

1989’

1997°

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
year 2010

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 health®

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

Europe and the United States®®** (external),

and a new public health mandate' (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 Ontario?, 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 level”. Five diverse locations were
selected so that approaches developed would be suitable to various settings in Ontario.

A mix of internal and external factors contributed to the timing and character of
the HHAP. The broadzst context was a supportive political environment for health
promotion® (external), as well as research and practice information from jurisdictions
outside of Ontario (external), such as the Canadian Heart Health Initiative®® and
international CVD prevention research and demonstration projects®>. 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 promotion®, Public health
authorities (Directors of 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 1980s'®.

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 projects, 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
jurisdictions'®. Public health 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 evaluat on strategies. As a result, 1995 to 1998 was a transition phase to



39
bridge the gap between demonstration and dissemination. A priority during this phase was
knowledge synthesis to identify and disseminate “best practices” for heart health® '*2"%7,

Efforts to iden:ify best practices were made possible by a growing public health
infrastructure in Ontario® (internal factor), as well as complementary efforts outside of
Ontario®® 3! (external factors). A major support within the public health system was a
mandate to promote evidence-based practice in public health*, including community-
based heart health prozrams. Another internal support was the mandate of a provincially
funded resource centre: (i.e. Heart Health Resource Centre [HHRC]) to disseminate heart
health programs™ %,

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 half of health
units submitted applications for the HHAP; average levels of predisposition for heart
health promotion, measured in CHHIOP from 1994 to 1997, were consistently high'®; and
all health units were participating in the Ontario Heart Health Program (OHHP).

Levels of motivation were influenced by both internal and external factors.
Dominant internal supsorts were the public health mandate and funding incentives for
heart health programs'’. 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 of heart health promotion will rest largely in the
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hands of the Health Promotion Branch...through the Ontario Heart Health Program
funding”, since “it may be a difficult task, especially administratively, to convince

municipal governmenis that heart health deserves the priority that it currently receives”'

(p.69).
...but need the skills and resources

Throughout the 1990s, all skills and resources for heart health promotion
(including financial ar d human resources, leadership, organizational structures, and
partnerships) (Table I'/) increased steadily, reaching modest levels by 1998. Main areas of
strength were provincial funding for health promotion, staff expertise and a strong
commitment to community 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
public health professicnals. New directions in public health and health promotion'® " 1%32
(external factors) explain the low levels of skills and resources for heart health promotion
at the beginning of the study period. Strengthening skills and resources during the 1990s
was constrained by several factors, including: limited funding for prevention within the
health system® (exterrial factor); limited funding for heart health promotion within the
public health budget' ** (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 1997"
. 3.6% increase from 1992-97%
. Some additional resources through other public health programs (e.g.

Healthy Growth and Development Program)

health promotion activities

Provincial funding . 1990 (HHAP): $1 million per year for 5 years for 5 communities™

incentives for heart health | o 1998 (OHHP): $3.4 million per year for 5 years for 37 communities™
promotion

Staff ime spent on heart | « Among those staff most invelved 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)

health promotion

Staff expertise . Increases in knowledge and skills related to population health, heart health
promotion, community development and organization, partnerships'® '

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

Leadership for heart . 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)

support heart health
promotion

.. Leadership from health units variably present across the province'
Organizational structure . Shift away from a traditional disciplinary focus to interdisciplinary planning
and programming'® "
. Many units restructuring and reorganizing at the end of 1997"
Organizational practices to | o 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 Trends throughout the 1990s
resources for heart
health promotion

Partnerships with . Increased number of and participation in networks related to heart health at
community agencies provincial, regional and local levels (CHHIOP health unit surveys)
. Uniform, strong commitment to community partnerships within public
health'
. Partnerships most advanced with schools and community agencies and less

advanced with non-traditional partners such as municipal government,
workplaces, and health care offices™ "'

. “[TIhe 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 stifl a lot to be learned about how to translate
philosophy into practice™ ¢4

Public interest in heart . Sustained weak relationship between public health and the public. The
health promotion profile of public health is “non-existent™'°®®, 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'?®%9)

and thinner and thinner” and “...didn’t think (they) could take on any more new mandates
and expect (to) do them well”'*®*) (internal).

The increases :n skills and resources observed in Ontario were also the result of
internal and external iafluences. External factors provided a supportive context for
enhancing public health capacity within Ontario; notably, worldwide emphasis on
strengthening public health to impact on chronic disease®; and a more established policy
focus on disease prevention and community health promotion®. Developments in the
public health infrastructure in Ontario were more directly responsible for observed
increases in skills and resources'®'> ', 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
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an early stage of implementation. As
of 1997, although most 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 understandir g of heart health'®, Reported levels of implementation were also
relatively low'®. Figure 3 shows that implementation of heart health programs has
continued to increase since at least the mid-1990s, however, by 1997, less than one third
of health units were iraplementing heart health programs at a level that may be considered
attainable with limited resources.

Factors influencing implementation of heart health activities at the organizational
level are examined in detail in other papers'®. Findings show that implementation is
influenced by several internal organizational factors, such as health unit priorities,

structures, processes end traditional practice, and external factors, such as partnerships



44
with community agencies 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
action®. These surveys demonstrate a commitment from within the public health system
(intemnal factor) to use epidemiology to guide program directions. This commitment was
demonstrated by the CMOH, in particular, in his 1993 report in which he described
research and analysis as high priorities to support public health activities®. External
incentives also influenced monitoring activities; notably, eligibility for research funding'®.

Another focus of activities in this stage was process (or implementation)
evaluations of heart health initiatives. Major studies with this focus include the HHAP,
CHHIOP, and benchmr arking studies in public health®. A combination of internal and
external factors helps 7o explain a strong focus on process evaluations. A major internal
force was a growing infrastructure to conduct public health research®”?*?’, The evaluation
and research needs of this infrastructure were guided mainly by external factors, including
the current knowledge base'® and external funding incentives for implementation
research'®,

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

including population impacts for knowledge and behaviour change'. This focus on
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outcomes was mainly the result of the policy environment (external factor), which was
increasingly focussed on accountability, return on investment and evidence-based
practice’® %,

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 cf health promotion programs involves multiple stages. Initiatives in
Ontario to promote heart health met objectives consistent with five stages of
dissemination. First, cardiovascular disease was defined as a problem of unhealthy
lifestyles and opportur ities were identified to improve public health practice to promote
healthy lifestyles. Then, during the ten year study period, several activities (e.g.
demonstration communities, knowledge synthesis) were undertaken to identify and test
heart health innovatiors suitable for the Ontario context; to strengthen local capacity (e.g.
provincial resource system activities); to evaluate programs (e.g. HHAP); and to conduct
research to inform the dissemination process (e.g. CHHIOP, benchmarking in public
health). Some objectivss, 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 of heart 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 3 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 paiterns of reinforcement and extension were apparent in all stages
(Figure 1).
3. Capacity building is an essential component in the dissemination of health promotion.
The last 10-15 years have seen a growing literature on capacity building in health
promotion, at individual, organizational and community levels. The focus on capacity
reflects a recent paradigm 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; Sengz, 1999).

Findings also contribute new knowledge on the dissemination of (heart) health
promotion, including the time period for dissemination and factors that help to explain the

dissemination process.
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1. Dissemination of new 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 of capacity 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 predispcsition and capacity), especially when new practices represent a
departure from traditional ways of working (Rogers, 1995).

Findings also suggest 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 of heart 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 of health 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 of internal 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 of external 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 / Innovative
practices in
Preventive  other places\
new pUbllC health mandate in 1989 hRARN plicy ® Internal champion with Introduction
€ decision- makin of healthy
) 9 lifestyles
1 ey programs
(Figure 4). The CMOH was a strong Health goals / o
process

; . . (E) Epidemiology
internal champion for the change in \ ®

mandate. He was influenced and
Figure 4: Interplay of factors influencing the

supported by events and information introduction of the healthy lifestyles
programs in the 1989 public health mandate

in the external environment; notably, a
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health policy environment supportive of enhancing disease prevention and health
promotion, innovative practices in other jurisdictions, and epidemiological information.

Findings also provide some insight into the relative influence of each factor. The
policy environment ernerged as a particularly dominant force. A political desire to
enhance health promotion was capable of overpowering incomplete evidence on the
effectiveness of heart 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 persistence of the lifestyles definition of heart 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 of CVD (e.g. Wilkinson and Marmot, 1998), however, was not apparent in how the
problem of heart health promotion was defined or in any other stages of dissemination.
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 the problem of social inequalities.
Implications for Rescarch

Findings suggest promising areas for research in three main areas. First,
replication in other systems is a priority. Results of this single case study are suggestive
more than definitive. Propositions about dissemination will be strengthened by
conducting similar case 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 of the CHHI, contributes to this research agenda.
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A second priority 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 al., 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 of dissemination. What
factors accelerate and constrain the dissemination process over a longer period of time?
As health promotion iritiatives mature, in Ontario and elsewhere, opportunities for this
research will increase. The provincial evaluation of the Ontario Heart Health Program is
one opportunity, whict 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 Public Health Policy and Practice

Findings suggest policy makers should consider a long time horizon for
dissemination and set realistic 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 operating in the internal and external environments. Planning for

dissemination, therefore, 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) ard aiming to influence those factors that are beyond their immediate
span of control (e.g. political priorities).
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CHAPTER 3:
Understanding Levels of Implementation of Heart Health Promotion -
A Quantitative Analysis
CHAPTER OVERVIEW

The paper in this chapter addresses part of objective 2 of the research program.
Using a quantitative analysis, the study examines factors influencing 1997 levels of
implementation of heart 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 version 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 repcrts the results of a study. undertaken to explain levels of

implementation of heait health promotion activities observed in Ontario public health
agencies in 1997. Organizational level data were collected by surveying all 42 health
departments in 1994, 1996 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 of possible 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 half of the variance in
implementation (R* = 0 46): organizational capacity (B=.40), priority given to heart health
(B=.36), coordination of programs (p=.19), use of resource centres (f=.12) and
participation in networks ($=.09). The results suggest that models integrating
organizational and social ecological theories can help us understand the implementation

of community-based hezrt health promotion activities by public health agencies.

Implications for future rzsearch and for policy and practice are discussed.
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INTRODUCTION

Lifestyle behaviours may explain up to 50% of preventable 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, 1995) 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 of the new public
health. These programs typically aim to change behaviours of defined populations as well
as social and physical environments that support healthy behaviours (Shea and Basch,
1990; Advisory Board of the 1* 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 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; 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., 1993; 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 of public health programs and services (Health and Welfare Canada, 1992;
Advisory Board of the 2™ International Heart Health Conference, 1995).

Implementatior: of heart health programs among public health agencies, however,
is universally low (Advisory Board of the 3" International Heart Health Conference,
1998). Yet very few studies address organizational uptake of health 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 exte nal 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 external system factors influencing implementation of heart health
promotion activities by -sublic health agencies in Ontario.

The research is part of the Ontario project of the Canadian Heart Health Initiative,

described in detail in a previous 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 of development
in other provinces, is aiming to increase adoption of best practices in heart health
promotion within communities across Canada. The CHHI aims to integrate heart health
promotion into the existing 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 of heart
health promotion activities in the formal public health system. Guided mainly by Green
and Kreuter (1991), factors of primary concern were the predisposition (motivation) and
capacity (skills and resources) of health 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 of health 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 of heart health activities. This paper uses path

analysis to examine the “actors influencing levels of implementation of heart health
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activities reported by public health agencies in 1997 using survey data from all three
points in time from 1594 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 of health, and regulated by provincial
legislation and prograin 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 19977, approximately 10% of public health resources in Ontario were
targeted to these program areas (Ontario Ministry of Health, 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 hired staff with a wider range of health promotion skills (e.g.
community development, program evaluation, social marketing) and re-organized into
multidisciplinary teams. Various networks and coalitions (mostly consisting of agency
representatives) were formed 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 Fealth promotion activities of public health and other community

agencies. The system consisted of over 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 elsewhere (Riley, in press).

Theoretical Framework

Previous work on the dissemination of health 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 of the population, the outcome of interest in this study is
implementation of coinprehensive, 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 typicelly focus on changing health behaviours and social and physical
environments to support healthy behaviours (Ontario Ministry of Health, 1993). A

comprehensive approach would address multiple behaviours (notably, tobacco use,



physical inactivity, unhealthy
diet), target populations in
several community locations
(e.g. schools, workplaces,
health care settings), end use a
variety of population-hased
approaches (e.g. comraunity-
wide education, environmental

and policy initiatives) (Burns,

Figure 1: Factors influencing public health agency
implementation of heart health promotion activities
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1991; Elder ¢t al., 1993; Nutbeam, 1996).

A diverse literature suggests implementation by organizations is influenced by

aspects of motivation, characteristics of the organization (e.g. skills, resources, structures,

processes), and the environment in which organizations function. According to the

provisional frameworlk 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 of public 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 of Medicine, 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, zvaluate, 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 of these dimensions,
but as separate constricts rather than as dimensions of a global concept of capacity.

Guided by a social ecological view, we propose that organizational predisposition
and capacity are influenced 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. toba:co, nutrition, physical activity) (Kaluzny and Hernandez, 1988;
Green and Kreuter, 1691; Goodman et al., 1998). A final dimension of internal
organizational factors is leadership, with the type and strength of leadership provided by
medical officers being; 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 especially relevant. There is widespread recognition of the need for
public health agencies 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 ¢t 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 Lealth agencies (Florin et al., 1993; Schwartz et al., 1993; Jackson et
al., 1994). The primary purpose of these 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 of public 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 organizational level 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 stage: of the SCAN measured levels of implementation of community-
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 of Health (MOH) and staff most involved in heart health promotion. The
response rate was 100%. The second stage survey in 1994 measured organizational
capacity and predisposition 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
MOH and approximately six additional unit staff (representing between 1-14% of public

health staff) nominatel 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 subsequent surveys was that the corporate and individual surveys
administered in 1994 were combined into a single instrument which was completed
corporately (i.e. one sarvey from each unit) by the MOH and staff most involved with
heart health promotion (6 staff per unit on average). Consistent with guidelines for
collecting organizational 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 officers, directors/managers, program staff); and verification of data 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 of public health activities to support community-wide
implementation of heart health promotion activities. The primary indicator of
predisposition was importance ratings of 18 organizational practices supportive of heart
health, categorized in'o four areas: assessment, planning, activities to support

implementation and evaluation (Table I). The selection of organizational 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. Turnock et al., 1994); and, c)
literature on community organization processes (cf. Bracht and Kingsbury, 1990).

Table I: Examples of the 18 organizational practices for deriving predisposition® and capacity
scores’, by category

Assessment Activities: Since January 1, 1997°, 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 a strategic 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)

#Calculated as the mean of 18 organizational practices, each rated on a four-point scale from not at all important to very
important.

"Calculated 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.

°Ratings 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 of predisposition were

consistently high from 1994 to 1997 (rated as ‘very important’) (Table II). Variability



across units was low &t 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 was established by: a) expert review; b) positive feedback from

respondents; and, c¢) fairly consistent relationships between predisposition and capacity

(Table II) and predisposition and implementation (Table IV).

Table li: Mean overall scores and correlations between predisposition and capacity, 1994 to 1997

(N=42)
Year Predisposition: Capacity: Average Correlation Between
Average Importance | Effectiveness Score | Predisposition &
Score (range) Capacity (p value)
1994 35(2.8-3.8) 1.7 (0.3-3.1) 417 (.006)
1996 3.8(3.34.0) 2.3(0.4-3.8) 24" (132)
1997 3.8(2.9-4.0) 2.8(0.4-3.9) 42" (.005)
"p<.05

Capacity refers 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 I).

Levels of capacity were low to moderate between ‘somewhat’ and ‘fairly’
effective, and increased 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 of measures; positive reviews by respondents; a

high correlation betwezn a global rating of capacity in 1997 (on a five point scale from
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low to high) and the multi-item score (r=.45, p=.003); and consistent and strong
correlations between capacity and predisposition (Table II) as well as capacity and
implementation (Tabl: 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 III). Ratings
were made relative to ‘full implementation’, defined as ‘ideal implementation in your
community, not just to the extent that resources allow’.

Table lIl: Examples of tre 75 community heart health activities® used to derive a total
implementation score® for 1997, by setting

Activities designed to improve general heart health. Please indicate the current stage of development of each
activity (including those cared out by agencies other than the health unit) in your community (area served by your
health untt)....

Schools
a. Educational materials on heart health in schools
b. Recognition awards to schools with heart health programming (e.g. comprehensive schooi health
approach)

Workplaces
a. Health risk assassments 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 campai¢ins on heart health
b. Advocacy direc:ted at the provincial level for policies related to heart health

The examples in this table are activities to improve general heart health. Other risk factors included in the inventory
are activities to reduce tobac:o 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.

*Calculated 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, i 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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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 (Bums, 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 of the other
risk factors). Settings are 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 scores 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 of construct 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, p=.000); c) positive assessments from respondents; d) a high correlation between
implementation in 1996 and 1997; and, ¢) consistent relationships between predisposition

and implementation as well as capacity and implementation (Table IV).



71

Table 1V: Mean overall implementation scores and correlations with predisposition and capacity,

1994 to 1997 (N=42)

Year Overall Correlation between Correlation between
Implementation Score | predisposition and capacity and
(range) implementation implementation
1994 1.6 (0.8-2.4) 13 60™
1996 1.8(1.0-3.2) 21 517
1997 1.9(0.7-2.9) A8 70"
"p<.001

Internal organizational 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 of human resources included: staff time spent on heart health and working with

volunteers. Indicators of organizational structure included: coordination of programs

within the health unit and priority of heart health in the organization. Table V shows how

the indicators were measured, scoring procedures for the path analysis, and the range of

scores.
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Constructs and indicators Measures Scoring for path analysis Range of scores
EXTERNAL SYSTEM FACTORS
duration of community heart health start date of program program duration in number of | 0-11
program (X,) years up to 1997
external barriers (X,) (lack of... rating from O=not at all sum of external barriers rated 0-16
-support from local board of health limiting to 3=very limiting | as moderately or very limiting
-community interest in 1996 and 1997 (0-9 each
-collaborating with others year)
-local statistics/information
-evidence of effectiveness
-provincial priority
-demonstration community
-professional incentives
-evidence of meeting community needs)
external facilitators (X;) (presence of each | rating from O=not at all sum of external facilitators 10-20
of the items listed under external barriers in | helpful to 3=very helpful rated as moderately or very
the row above, with the addition of helpful in 1996 and 1997 (0-10
provincial funding) each year)
helpfulness of CHHIOP (X,) (including rating from O=not at all sum of CHHIOP activities 0-18
surveys, reports, promotions, conference helpful to 3=very helpful rated as moderately or very
presentations, and interactions with project helpful in 1996 and 1997 (7
members relevant to each year) items in 1996, 12 in 1997)
participation in networks (X;) yes/no for each item mean number of networks in 2570
which health unit participated
in 1996 and 1997 (0-7 each
year)
population served by health unit (X;) population figure from average population served 40,222-807,938
Census throughout 1994, 1996 and
1997
priority of heart health in community (X;) rating from 1=low priority | sum for 1994, 1996 and 1997 3273
to 3=high priority
use of resource centres (Xg) yes/no for each item sum of centres used in 1994, 35-50
1996 and 1997 (17 items in 94
& 96; 18 items in 97)
usefulness of resource centres (X;) rating from O=not at all sum of centres rated as fairly 743
useful to 4=very useful or very useful in 1994, 1996
and 1997 (17 items in 94 & 96;
18 items in 97) 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 (X,,) yes/no and dollar amount | 4 categories: 0=no budget line | 0-3
in any of 1994, 1996 or 1997;
1=budget line in 1 of 3 years;
2=budget line in 2 of 3 years;
3=budget line in all 3 years
budget per capita (X;,) dollar figure mean for 1994, 1996 and 1997 | 19-62
coordination of programs within the health | rating from 1=not well sum of ratings for 1994, 1996 3789
department (X,,) coordinated to 3=very and 1997
well coordinated
internal barriers (X,,) (lack of... rating from O=not at all sum of internal barriers rated 0-10
-management support limiting to 3=very limiting | as moderately or very limiting
-resources in 1996 and 1997 (0-5 each
-staff experience year)
-sufficient staff
-coordination of programs)
internal facilitators (X,,) (presence of each | rating from O=not at all sum of internal facilitators 4-10
of the items listed under internal barriers in | helpful to 3=very helpful rated as moderately or very
the row above) helpful in 1996 and 1997 (0-5
each year)
priority of heart health in organization (X,;) | rating from 1=low priority | sum of ratings for 1994, 1996 4389
to 3=high priority and 1997
staff time spent on heart health (by percent of time spent on sum of average percent staff 35-88
approximately 6 staff most involved in individual and multiple time spent on heart health for
heart health programming) (X,e) risk factors 1994, 1996 and 1997
working with volunteers (X,,) yes/no sum of responses for 1996 and | 0-2
1997
PREDISPOSITION (X,;)
overall importance ascribed to 18 rating from 1=not at all overall mean score on 4 3.24.0
organizational practices to support heart important to 4=very subscales from 1996 and 1997
health promotion activities important
CAPACITY (X,q)
overall effectiveness of 18 organizational rating from O=not aware overall mean score on 4 1.1-3.8
practices to support heart health promotion | activity was conductedto | subscales from 1996 and 1997
activities 4=activity was conducted
and was very effective
IMPLEMENTATION (X,,)
overall implementation of 75 heart health rating from O=not aware overall mean score of 75 items | 0.7-2.9

promotion activities

of any organized activity
to 4=high implementation

for 1997
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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 of partnerships 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 of heart 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 of years 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 p<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 VL

For each dependent variable (i.e. predisposition, capacity, implementation),

models were estimated for external system factors and internal organizational factors
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Table VI: Bivariate correlations for all variables® used in the path analysis

X1 -

X2 -24 -

Xs 20 09 -

Xe -19 -03 19 -

Xs 37 -26 26 22 -
Xe 25 -19 .23 14 30 -
Xr 40" -12 25 -08 30 .29 -

Xs 34 -05 377 24 39 19 A7 -

Xo -10 -09 21 14 02 -03 -19 .

Xo 34 -43 .11 13 31" 21 12 26 .
Xu -20 -05 -04 -02 -16 -47 -22 -04 30 .01
X2 24 -07 12 00 34 -03 .21 25 .09
X -28 81" 01 .01 -33 -16 -15 -15 -01
Xu 20 -03 46 09 06 .19 01 .38 .16 .
Xis 13 -12 20 09 22 -12 10 39 .36 .

Xe .10 -02 13 -09 05 -04 13 .
X 05 .04 17 -04 29 08 -03 .
Xe -06 -23 26 -01 24 -15 05 .
X 19 -13 34 22 51 16 22 .
Xo -06 10 18 17 20 -03 27 .

X X2 Xs Xe Xs Xe Xr Xe

"p<.05

#Variable Names:
External system factors:

X,=duration of community heart health program

X,=external barriers

X;=external facilitators

X,=helpfulness of CHHIOP
Xs=participation in networks

Xg=population served

X;=priority of heart health in the community
Xg=use of resource centres

Xg=usefulness of resource centres

Internal organizational factors:

X,o=budget line for heart health

X;,=budget per capita

X,,=coordination of programs

X s=internal barriers

X,=internal facilitators

Xs=priority of heart health in the organization
Xg=staff time spent on heart health

-16 -

-10 -

| -19 00 -
.23 09 19 -

-21 156 12 .29 -
-09 -05 34 -09 -00 -

©-08 11 59 22 24 29 -
14 60" 05 -07 60° 07 .06 26 62 -

Xiz X Xis Xie Xiz Xz X9 Xao

X,;=working with volunteers

Predisposition:
X,s=perceived importance of organizational practices for
heart health promotion activities

Capacity:
X,g=perceived effectiveness of organizational practices for
heart health promotion activities

Implementation:
Xyo=total implementation in 1997



77

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 dependent variable was the mean importance rating on 18 organizational
practices related to heart health throughout 1996 and 1997. The explanatory variables
were those with statistically significant correlations with the dependent variable (p<.10).
In the separate model estimated with external system factors, usefulness of resource
centres (X,) was retained in the model (B=.30; t (41)=1.98, p=.06; R>=.09). Priority of
heart health in the organization (X,5) was the only variable retained for internal
organizational factors and in the combined model, with the same statistical result (f=.34; t
(41)=2.28, p=.03; R?=.12) in both models.
Modelling Capacity to Undertake Heart Health Promotion Activities

The dependent variable was the mean effectiveness rating (over two years) of 18
organizational practices related to heart health and the explanatory variables were those
significantly correlated with the primary indicator of capacity. In the first model two of
four external system factors were retained: participation in networks (X;) (B=.37; t
(41)=2.67, p=.01) and use of resource centres (X;) (B=.35; t (41)=2.54, p=.02) with an R?

of .36. In the next model, coordination of programs (X;,) (B=.43;t (41)=2.57, p=.01) 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 of heart health in the organization (X,;) (B=.30; t (41)=1.77, p=.08) were
significant (R?=.45). The combined model yielded an R? of .57 and maintained
participation in networks (X;) (f=23; t (41)=1.92, p=.06), use of resource centres (Xy)
(B=.29; t (41)=2.45, p=.02) and coordination of programs (X,,) (=.48; t (41)=4.23,
p=.00).

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 of heart health in the community (X,) (f=.34; t (41)=2.27, p=.03) and
usefulness of resource centres (X,) (B=.33; t (41)=2.27, p=.03) were retained (R*=.18). In
the model estimated using internal organizational factors, both coordination of programs
(X;,) (B=.34; t (41)=2.02, p=.05) and priority of heart health in the organization (X|5)
(B=.36; t (41)=2.11, p=.04) were retained (R?>=.42). The combined model yielded an R
of .46 and the significant predictors of overall implementation in 1997 were capacity (X,,)
(B=.40; t (41)=2.76, p=.01) and priority of heart health in the organization (X,;) (f=.36;t
(41)=2.49, p=.04). The direct and indirect effects on 1997 levels of implementation are

displayed in Figure 2. Indirect effects were calculated by multiplying the beta weights for
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direct effects of explanatory variables on capacity (.23, .29, and .48 for X, X, and X,,,
respectively) and the beta weight for the direct effect of capacity on implementation (.40).

Analyses were repeated

using a weighted

implementation score Participation Priority of heart health
. in the organization
in networks . o .36
(X external (X5 internal organizational ~~__

factors: structures)

system factors: 23 :
based on the role of the e \ 1997 Implementation

(Xz0)
o e Use of resource . .40

health unit (i.e. centres 2 Effectiveness of =
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Figure 2: Final model to explain 1997 levels of

health promotion implementation

activities. The strength
of associations decreased with the weighted scores.
DISCUSSION

This paper devzloped a path model to explain 1997 levels of implementation of
heart health promotion activities in Ontario’s 42 health unit jurisdictions. Organizational
level data were collectzd 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 of predisposition 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 half of
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the variance (i.e. 46%) in 1997 levels of implementation of heart health promotion
activities in Ontario piblic health units. These are strong results, especially given the
exploratory nature of the work, statistical limitations, and the complexity of the public
health system (Champagne et al., 1993; Crichton, 1997).

The path mode] supports a number of relationships hypothesized in our
preliminary framewor<. It supports a strong and direct relationship between capacity and
implementation. This finding is consistent with Champagne and colleagues (1993), who
examined the influence of organizational 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 of capacity was limited to organizational practices and did not include the
multiple dimensions recently proposed by others (Hawe et al., 1997; Goodman et al.,
1998). In our research, other dimensions of capacity, such as motivation, organizational
structure and contextual 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 of organizational

practices. The central importance of partnerships in health promotion is now well-
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recognized (Bracht and Kingsbury, 1990; Advisory Board of the 1* International Heart
Health Conference, 1692; 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 dernonstrate an empirical link between such resources and
performance of local zgencies. Of the internal organizational factors, organizational
structure, measured by coordination of programs 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 conclusion.

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 dirzct 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 of public health practices to
support heart health promotion, was not retained in the final model. The most plausible
reasons are its high scores and low variability across units. Predisposition, therefore, may
be important even tho igh the path modelling procedures were unable to demonstrate
hypothesized relationships between predisposition, other explanatory variables and
implementation. In addition, it may be that predisposition is more important at earlier or
later stages in the diss 2mination process (e.g. adoption), and less relevant during the
implementation stage. Further study is warranted on the role of predisposition at various
stages in the dissemination process.

The path analysis undertaken in this paper represents an advance over previous,
related research in its attempt 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 integratirig 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 of organizational 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 of heart 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



available to strengthern the priority given to heart health by public health agencies and
organizational practices supporting heart health activities. Policy makers would also

encourage the integration of program delivery within health units.
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CHAPTER 4:
Understanding Change in Implementation - A Comparative Case Study

CHAPTER OVERVIEW

The paper in this chapter addresses part of objective 2 of the research program.
Using a comparative case study design, the study examines the interplay of factors
influencing change in implementation of heart 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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ORGANIZATIONAL CAPACITY AND IMPLEMENTATION CHANGE:
A COMPARATIVE CASE STUDY OF HEART HEALTH PROMOTION IN
ONTARIO PUBLIC HEALTH AGENCIES
Barbara L. Riley', S. Martin Taylor?, Susan J. Elliott'

'School of Geography and Geology, McMaster University, Hamilton, ON L8S 4K1
?Office of the Vice-President Research, University of Victoria, Victoria, BC V8W 2Y2

ABSTRACT

This paper reports the results of a comparative case study that examines factors
influencing changes in implementation of heart 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 of health units and
other community agencies, and in-depth interviews of public 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 of public 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 foctses on a population approach to prevention, community-based
strategies, and partnerships reflects key features of the new public health (World Health
Organization et al., 1986; Frenk, 1993). Efforts to enhance the implementation of heart
health promotion therefore 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 of heart health promotion in Ontario public
health units. The research contributes to the relatively new field of health promotion
dissemination research, and can be used by policy makers and public health professionals
to enhance implementztion of community-based heart health promotion, and other similar
health promotion activities.

Intervention research in health promotion has revealed many factors that influence
implementation (Bracht, 1990; Guldan, 1996; Green and Kreuter, 1999). Within this
broad area of research, 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 of these
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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 of community-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 of public health agencies in the new public
health (Sutcliffe et al., 1997; Bloom, 1999, Corso ¢t 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 of public health performance,
including levels of implementation of health 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 of chronic disease.
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This paper reports the results of a comparative case study that examines changes
in implementation of heart 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 of heart health promotion activities. Results were strong, with the final

model explaining approximately half of the variance in implementation. The study begins



90
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
of heart 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 chariges 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. Pvblic 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. At the time of data 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 served (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
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which agencies undertake health promotion activities. The organizational context (e.g.
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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, comnunity-based programs to prevent cardiovascular disease and
promote heart health. The framework identifies broad classes of variables known to
influence implementation of health promotion programs by organizations. It suggests that
change in implementarion 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 of public 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 system (notably, partnerships, support from the resource system,
contextual factors).

METHODS
Case Selection and Description
Two cases were selected for this study on the basis of change in implementation of

heart health activities from 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 I). 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 I: Examples of the 75 community heart health activities® used to derive implementation scores

Activities designed to improve general heart health. Please indicate the current stage of development of each
activity (including those carried out by agencies other than the health unit) in your communit;)’ (area served by your
health unif)....

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 in this table are activities to improve general heart health. Other risk factors included in the inventory are activities 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.

®Each 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 levels of implementation in 1994; slightly above the provincial average at
a ‘low level of implementation’ (defined as implementation at <3 of ideal
implementation if resources were not limited) (Table IT). Change in implementation from
1994 to 1996 was in opposite directions. Up advanced to a ‘medium level of
implementation’ (betvseen 3 to %3 of ideal implementation) and Down regressed to
somewhere between active planning and a low level of implementation. In both cases, the
magnitude of change 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 of public health staff validated
an increase in implementation 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 22 32 +1.0
Down 2.1 1.7 -04
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 [II), 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 health (e.g. predisposition, priority of heart health in the health unit);
fairly effective organizational processes (e.g. assessment and planning practices,
coordination of programs); 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 of population
growth and a majority of English-speaking residents; geo-political re-structuring; and
levels on some CVD risk factors, including physical inactivity, hypertension and diabetes.

Despite these similarities, the cases varied on several internal organizational
factors and external system 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 lifestyles 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 %3 of community-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
level of implementation’

Up had higher implementation in the health care setting
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 ‘somewnhat’ 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 a comprehensive 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
5-10% 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: Priority 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 5 counties 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 unitin 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%
of heart 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 of Francophones. 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 Hzalth Branch, 1995, 1998), census data (1991 and 1996), and
unpublished results from the 1990 Ontario Health Survey. The classes of variables in the
theoretical framework were used to identify potentially relevant information from all data
sources. Indicators are 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., 2001b). Surveys of all health units were completed in 1994 and
1996, with a 100% response 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 of Health 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 of community 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 promotion activities and partnerships for these activities. Agencies
participating were those with a mandate in some aspect of heart health promotion, and
included voluntary health agencies, school boards, municipal Parks and Recreation
departments, and local YM/YWCAs. 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 of the interviews was to explain
changes in predisposition, capacity and implementation of heart 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, ‘Tom a range of professions 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 of Health 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:ts summarized main findings by theme and included direct
quotations from origirial 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 themes in more detail.
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Analysis
Single case analyses provide a necessary foundation for case comparisons (Yin,

1994). Using the same interpretive process, explanations of the 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 direction, 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 factors 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 of public health staff) reported that
the factor inflvenced 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 comparative 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 of baseline differences in the

cases were also examined.
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RESULTS
Single Case Explanations

Figures 2 and 3 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 study 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 known to limit implementation, including significant demographic (e.g.

low income and

CONDITIONS

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)

education, large

population) and

Formed a healthy lifestyles Increased leadership from

geograph_ic (e.g' 6 team in 1990 (Int: structure) public hea_l:h (Int: leadership) !ncrleasedta )
+ “:> Increased coordination of heart ;‘}lﬁe?:teﬁlea::gn
.. .. health programs in health unit promotion
munlClpallthS, large Hired staff with diverse Unt: stmcf:re) activities
i : Impl tati
skills (/nt: human resources) Improved assessment and planning (Implementation)
area, mostly rural) practices (Organizational practices)
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 together, like nutrition, tobacco and physical activity”,

and a multi-disciplina:y approach:

“if we 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:

“I find that the diversity of background is a definite asset to us. And I think

that’s a big factor in implementation. You don’t have the socialized

mentality of a health care provider when you go get people with different

backgrounds.”

Changes in the organizational structure and staff facilitated an increase in public
health leadership for I eart 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 i general and for heart health in particular. This was after an

innovative and active
history in heart health
promotion as a health
unit and as a
community. Despite
many factors promoting
positive change (e.g.
consistently high
predisposition,
partnerships with other

agencies, support from

CONDITIONS
High need for cardiovascular disease prevention (Ext: contextual)
Demographic and geographic challenges (Ext: contextual)
Strong partnerships among community agencies (Ext: partnerships)
Use of resource system (Ext: resource system)
Consistently high predisposition for heart health (Predisposition)
Long history of heart health (Ext: contextual and resource system)

Initiated a health unit re- Decreased leadership from
organization in 1994 public health (Int: leadership) Decreased
(Int: structure) + implementation
+ Decreased coordination of heart of heart health
Integrated the demonstration health programs (Int: structure) promotion
program into the health unit activities .
(Int: structure) + (Implementation)
Decreased priority of heart health

Initiated planning for the ar;on.g commu;:?ty agencies

OHHP provincial funds (Ext: partnerships)

(Ext: resource system)

PROCESSES OUTCOME

Figure 3: Explanation of implementation change - Down

the resource system, highly educated population), and a provincial trend of small, steady

increases, Down experienced a large decrease in implementation of heart 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 nultiple risk factor programming rather than continue to address

behavioural risk factor's (e.g. smoking, physical inactivity) individually. As expected,

coordination of heart health programs decreased during the organizational change process,

and increased once the healthy lifestyles team was established. The re-structuring within
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the health unit was the 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 of the 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 of 94, [the heart health program] lost its staff,

there was grect staff change-over. In 94 the program manager changed,

and several stuff changed and then there were staff hired on temporary

contracts to do specific projects.” “The re-organization was also an influx

of staff, because I came on and shortly after me there were 7 people too.

And our team’s gone through many changes in terms of management”.

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 uncertainty is frustrating because it’s already end of the year”

“I mean it’s dragged on and on and that’s been difficult. It has held back
promotion of my strategic plan because I don’t have any confirmation of
dollars.”

The decrease in implementation in the two year study period was a dramatic turn

of events for a health unit 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 if you 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 oredictions, implementation increased by 1.3 points from 1997 to
2000 (unpublished data from a survey of health units in 2001).
Case Comparison

The major factors 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 staff with 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 of heart 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 of during the health unit re-structuring
process in Down, the health units were typically more involved than other agencies (i.e.
leadership role of the health unit).

Although the specific functions of the health unit were described in similar ways
in the two cases, perceptions of the role of the 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 of Down as 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 difference 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 arnounced so long ago and it still hasn’t come. We 're not
waiting for 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. Communities 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 knowled;ze on organizational aspects of health promotion implementation.
They identify some core elements involved in the transformation of public 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; Goodman et al., 1998). The dominant influence of internal
organizational factors on the implementation change process is noteworthy, since in much
of the health promotion literature, 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 of public health agencies in community coalitions.

While shared ‘ownership’ among participating members (agencies and/or citizens)
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remains a useful goal 10 optimize coalition functioning, specific contributions of various
partners may (appropriately) vary depending on mandate, resources and individuals
involved. In the case cf public 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 organizational setting, results illustrate the important interaction of individual
level (i.e. staff skills) and 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 of I 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 of community accountability.

The results do not support the proposed links between changes in organizational
predisposition and prectices, 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 thes.e
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 practical implication of the findings is to continue efforts to strengthen
public health, with a focus on creating multi-disciplinary teams consisting of staff with a
variety of health promotion skills, and developing strategies to enhance public health
leadership while fostering strong community partnerships. Another implication is for the
design of demonstration or pilot projects in health promotion. Terms and conditions
attached to incentive finds should strive to maximize positive consequences (e.g. a sense
of community responsibility) and minimize negative consequences (e.g. lack of
integration with agency processes and activities).
Future Research

Results of a sirgle, pair-wise comparison are more suggestive than definitive. To
increase the application of findings, similar research needs to be carried out in other
health systems and with other issue areas (though still focussing on multiple, community-
based interventions taking a population approach to prevention).

To build on the 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 implemenation change, and assess_perceptions of the influence of various
factors (e.g. barriers tc implementation, history of collaborative relationships and
programming). Future studies should also examine factors influencing change at later
stages of implementat.on. During these later stages, different factors, such as participation
of community partners, technical assistance, or contextual factors, may have a stronger
influence on changes in implementation than organizational shifts within public health
agencies.

Another area for further research is to examine long-term consequences of
demonstration projects. ‘Durability’ or ‘sustainability’ of demonstration projects have
been examined (Thomrpson 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 items; nutrition - 24 items;
physical activity - 17 items; general heart health - 15
items in 1994, 16 items in 1996); settings (schools -
16 items; workplaces - 16 1tems 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 ezch subscale, rated on a 5-
point scale - see Table I) (1{U)

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), supporting implementation (6
items), and evaluation (2 ilems in 1994, 4 items in
1996) (mean scores for 4 subscales and overall -
items rated on a 5-point scile from O=not aware
activity was conducted to «=activity was conducted
and was very effective) (HU)

perceptions of the influence of capacity 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 of predisposition 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 of programs (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



INTERNAL ORGANIZATIONAL FACTORS
(continued)

perceptions of the influenc: of internal
organizational factors on irnplementation change

(Qual)

health unit involvement in heart health compared to
other agencies (1996 only) (HU)

EXTERNAL SYSTEM FACTORS (including
Partnerships, Support from the Resource
System, and Contextual Factors)

level of involvement of cornmunity 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 of resource 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)
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usefulness of CHHIOP (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 of heart 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)



CHAPTER 5:
Research Contributions and Future Directions

CHAPTER OVERVIEW

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, which 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
of the dissertation, contributions most relevant to a geography of health promotion are
noted.

Table I providzs a summary of main contributions discussed in this chapter. The

chapter concludes with some suggestions for future research.

114
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Table I: 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 a social 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)

¢) 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, in1ovation 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 Ontaric 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 of the 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 shcwed 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 vvhen new practices represent a significant departure from traditional
ways of working (Rogers, 1995). The time period for dissemination is also extended if the

object of dissemination is unclear. Typically, a program (with objectives, strategies and



117
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 of population 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 skills and resources, including: structures (e.g. multidisciplinary teams),
processes (e.g. collabcrative planning among local agencies, media advocacy), programs
and services of organizations (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; Goadman 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. assessment, planning, evaluation). In study three, organizational
structure was associatzd with coordination of programs 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 of health
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 importance of community 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 alignzd 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 of dissemination (e.g. iterative, multi-
stage, long-term process) offer a useful framework for studying such variations.
CONTRIBUTIONS TO 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 i 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
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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 of health promotion (Eakin and MacLean, 1992). Studies one
and three provide examples of using 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 of various 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 of how and why dissemination of heart 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 statistical limitations (e.g. sample size too small, insufficient
quantitative measures for explanatory variables). Nevertheless, efforts to map
relationships bztween 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 r-elationships between them, that helped to explain levels of
implementation. 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 of processes and characteristics (e.g. level of
priority given to heart health) over a period of time are most relevant to levels of

implementation at a single, later point in time.



122
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
international/ 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 organizations 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 of time 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.



Table Ii: A provisional framework for dissemination of health promotion

with investment in programs and include sclentific
and social validity

research is conducted to support the development
and dissemination of new heaith promotion activities
monitoring, evaluation and research are used lo
inform other stages

Stages Desired Qutcomes (Objectives) Strategies Critical Supports
Problem/ . aneed for change is identified, preferably by public . environmental scanning (e.g. . information: epidemiology; effectiveness of public health
Opportunity hiealth officials with decision-making authority epidemiological data on mortality, strategies; experiences of other jurisdictions
Identification . an opportunity to improve public health practices is morbidity, risk factors; practices in . champions within the public health system
identified, especially by key decision-makers other jurisdictions) . public health infrastructure: legislative authority; information
. appraisal of evidence and practice systems
B . goal-setting (e.g. provincial public . supportive health policy environment
“ health goals)
. policy development (e.g. public health
mandate)
. consciousnessaising (e.g. survey
= reporis)
Innovation . health promotion activities are found or developed . environmental scanning (e.g. practices | » information on experiences in other jurisdictions
Development or that are appropriate for the public health system and in other jurisdictions) . champions within public health system, preferably with decision-
Adaptation the local context . appraisal of evidence (e.g. assessment making authority
. activities achieve (or are expected to achieve) their of promising practices) . infrastructure: system for identifying, appraising, documenting and
intended effect . modelling distributing ‘best’ or ‘promising’ practices
. realistic expectations for the impact of health promotion activities
. supportive health policy environment
Strengthening . 'public health agencies are motivated to undertake . environmental scanning (e.g. capacity | « infrastructure: provinclal resources and supports
Predisposition new health promotion practices building systems In other jurisdictions) | « sufficient time for culture and skill development
and Capacity . , public health agencies have the skills and resources . appraisal of practice . information: experiences of other jurisdictions; research (e.g. on
! required to undertake new practices . incentives (e.g. demonstration project capacity building in health promotion)
; H funding) . supportive health policy environment
. culture, knowledge and skill
development (e.g. information
resources, training, consuitation)
Implementation | « health promotion activities are implemented according | « rewards and incentives (e.g. funding) . sufficient funding to implement programs
{o set standards . adaptation to local circumstances . champions for health promotion, especially at an administrative
. health promotion activities are sustained, as level
.appropriate ' . organizational priority given to new health promotion practices
. . health promotion aq{ivitles are revitalized, as needed . supportive local organizational structures and practices (e.g.
# multidisciplinary teams)
. appropriate knowledge and skills among service providers
. partnerships
. sufficient time for implementation
. new practices are relevant to the general population
. professional rewards and incentives for implementation
Monitoring, . progress towards goals, objectives and targels is . appraisal of practice . availability of appropriate constructs, indicators and measures
Evaluation and assessed . knowledge synthesis . responsibitity for monitoring, evaluation and research
Research . outcome evaluations are performed commensurate . research . evaluation and research skills
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Public health priorities: Not surprisingly, a high priority on health promotion was
strongly associated with high levels of programming. 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 aboat how to set public health priorities and how to provide leadership
from public health while enhancing community ownership. (4/l three studies)
Organizationa! practices: Findings are clear that effective organizational practices
are associated strongly with levels of implementation of heart 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 piysical 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 and threats. According to study findings, public health agencies need
to optimize these practices to advance dissemination of heart health promotion.
(Some practices in all three studies)
Technical support: Results show that resource system use assisted with

implementation of heart health promotion within communities. An implication for
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practice is to invest in a provincial resource system to strengthen the links between
research (i.e. knowledge 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 of programming is rare. Even more rare is systematic
monitoring of organizational 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 of heart 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 further reinforced by the level of investment in heart health promotion,
which is a common indicator of ‘dose’ or intensity of programming (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 estimate includes the OHHP provincial funding, estimates of local in-kind

contributions for the OHHP, and funding for local tobacco programming from the Ontario
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Tobacco Strategy, which 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 population-level impacts. An example from tobacco control illustrates
this point. Several U.S.. states have shown a dose-response relationship between per capita
expenditure on tobacco control and smoking rates. This prompted the U.S. Centers for
Disease Prevention and Control to recommend budget guidelines for comprehensive
programming for tobacco 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 reccmmendations, Ontario’s Expert Panel on the recent renewal of the
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 asstume that spending for heart health (which includes tobacco control)
would not be lower than spending for tobacco control.
How can disseminatior: of heart health promotion in Ontario be enhanced?

Table III offers suggestions for ways to increase dissemination of heart 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 I1l: Some priorities for Ontario to enhance dissemination of heart health promotion

Dissemination Stage Some Priorities for Ontario
Problem/ Opportunity . Acknowledge social determinants (e.g. social inequities) as a risk
Identification 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 . Enhance knowledge synthesis to identify best practices, including
Adaptation behavioural and social structural interventions, and ways to integrate
heart health into chronic disease prevention initiatives.
Strengthening Predisposition | * Improve co-ordination of tobacco, nutrition and physical activity
and Capacity 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.
J 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 . Establish a monitoring system that includes indicators of capacity and
Research 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 of how 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 meaningful objectives for the next five years would emphasize changes in
organizational capacity and community-based programming. Provincial objectives for the
OHHP include programmming objectives, however, they do not explicitly focus on capacity
building (Riley et al., 2002).

To enhance dissemination, 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 of heart 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 sromotion 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 organizational 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 m.eaningful 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 issues within the public health system and in external environments
most relevant to heart health promotion (e.g. research, experiences of other 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 of outcomes 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 conducted 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 of organizations 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 embidded unit of observation and analysis.
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. Assess the quaiity of implementation: Because of the 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 if quality of implementation is high. Incorporating strategies to
assess quality cf implementation would add strength to conclusions about likely
effectiveness and, therefore, strengthen the links towards community and
population impacts.

. Develop complzmentary and, preferably, direct measures of predisposition,
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 the status of heart health dissemination in Ontario, knowledge in the

following areas would help 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 investrnent decisions are made, especially for health promotion, and on
factors influencing these decisions.

. Strategies to address 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) tencl 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 of health 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 of programming. 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 heal'h intermediaries (i.e. those who plan and deliver health promotion
programs). Direct 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 is applied; and it has been studied from multiple perspectives. This
dissertation contributes to the science and practice of health promotion dissemination.
Study findings reinforce the need for a systems view of dissemination. They assert that we
can better understand and accelerate the dissemination of community- and population-
based activities by focussing on various functions of dissemination and attending to the
interplay of factors operating within particular organizational and environmental contexts.
Findings suggest a frammework for dissemination, which can guide policy and practice
decisions. Findings also suggest specific options to enhance dissemination of heart health
promotion in Ontario.

This research i3 a modest beginning. Much more needs to be learned about the
dissemination of the nzw 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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- ( ORGAMIZATIONAL RESPONSE) o

s ANYWHERE COUNTY HEALTH UNIT

, INSTRUCTIONS
1. o reflectan organizational response, we encourage you to complete this survey as a group. Qu.cstion | 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. Please mail or fax the completed survey by January 30, 1998. tse the enclosed envelope or send (o:
: Roscemary Walker
' Health Behaviour Research Group - MC 6082
University of Waterloo, Waterloo, Ontario, N2L 3Gl
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 appreciate your assistance.

i
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h
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Sponsored by Health Canada and the Health Promotion and Public Health Branches of the Ontario Ministry of Health
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1. a] 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 timne on
heart health activitics from Jamuary 1, 1997 to now, including staff who participated in the 1996 survey (sce enclosed list) and continue to have responsibilities
in heart health activities. “Heart health activities” include activities addressing tobacco, nuirition, physical activity, and multiple risk factors/heart health in

general (seo enclosed list), - g s

N

“NAME

JOB TITLE

1.
. Dr..dohn Black

" ' Medical Officer of Health .

2.

bl Ask each person listed above to fill out a “Staff Information Form” (7 enclosed), and send the seven forms back with the completed survey.

¢l Please list the names and positions of people other than those listed in a] above, who contributed to completing this survey.

& 5

‘e
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( IMPLEMENTATION OF HEART HEALTH ACTIVITIES IN YOUR COMMUNITY )

= Nol oware of any orgonizad activity bnlud phu;nnd or inplomontod

= Aciive planning - somo plans 816 i wilting for the activity andjor It 1a bolng pliot tasied
= Low loval of implomentation - the actlvity Is at lopa than 173 of full frplomantatlon®
v

2. Activities designed to reduce tobacco use. “’
Please indicate the current stage of development of cach netivity 2
(including those curricd out by agencies other than the health unit) ln :

Huen lovel of finph lon « the activity Is at opgproximntety 1/3 - 273 of tull Implanantation®

High lovel of implamentation - the sctivity is st aver 2/3 of full implomeantation®
your c‘”'”"""”y (‘"ca served by yUur health u'"l) e . Full implomentation msans the optimal level of Implsimontotion if resourcas wors not Hmliad,
SCHOOLS i 04 HEALTH CARE SETTINGS
a.  Special events in schools (e.g., enlth fairs, National Non Smoking Weck aclivities, l; 'l'rniulng for primary care providers in smoking cessntion counsellipg ...........
ele.) to encournge nonsookine ...l feeieean ceeenens P o bt
[P T P e gt anle in Joo S
L. Schoal-Dused smoking prevention progroms .....oeiennn. Ceerravarean, . avaitable for smoking W"‘““"" R R AR AL l l !
s, Schovl-based f ¢ . COME v neeeeennnnnnanenesnnn n, What sule would you suy the henlth unit played in Implementing nctivities s
e School-based smuking cessation progrums for teens it health curc settings to reduce tobueco use in 19977 i
. Recoguiti Is to schools with smoking prevention or cessation programming NO role SUPPORT rols LEAD rofa
c.  Opportunitics and inccntives for stalT and teachers lo quit smoking ......ovuvnn.
. . . o COMMUNITY AT LARGE ) 04
£ What rolc would you say the health unit played in Iinplementing aclivities k
in schools to reducc tobacco use in 19977 (Circle one answer only) o. Local media campaigns lo increase awareness of tobacco-related issues -...... .. ,
NO role SUPPORT role LEAD role p. National Non Smoking Weck activities dirccted to the community at targe ....... i
(i.c., activities were carricd (i.e., the heatih unit had some (i.c., the healtls usit played a greater
out by others) sole in implementing activitics,  solc than otler community pariners q. Smoking cessation resources for special necds groups (e.g., women, pregnant
but one or more community or implemented the activity , heavy kers, low § BOUPS, €IC.) ooty evrccracrvorncactonnnns
players were more iuvolved) indepeudently) M ‘ﬁ
r. A compaign for rclnilcts to inform them of laws prohibiting sales of tobacco to
N MHNOES .iuveenannens ereeans iareeeen eeeseeesecatetaananinicostanen
WORKPLACES 04 5. Municipal bylaw develoy prohibiting smoking in public places ............ f
—1 1
g.  Smoking education messages in the workplace ... [RERREERELE reeesneneeen t.  Advocacy directed at the provincial level for policies related to tobacco ......... !
b Smoking coxstion initintives for amployees who smoke (e.g., Quitand Win, 1. Advocney direeted at the fedeml level fur policies related to tobaeco ... o....,
smokling cessutlon ehisses) oo —l

v. What ralo would you sny tho heatth unlt played I Toplementing netlvitles

i Workpliee nonsmoking palicles ..ot I the community wt lnige to 1educe lobieso use in 19977

§- Municipal bylaw development to proliibit simoking in the workplace ..., PP NO role SUPPORT rols LEAD role

k. What role would you say Wi health unit played in buplementing activitics . .
in workpluces 1o reduce tobaceo use in 19977 w.  What, il any, other types ol nctivitics that do hot Jil into the above categorics, have been
NO rote SUPPORT rote LEAD roio ::;‘\;:is::cuul in your communily in the past yeur? List these on another page or the back of
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3. Acrlwﬂes designed to increase heallhy eafing.
l’lcnsd\ ate the current stage of development of each activity (including those
curried v by ngencics ather than the hadth unit) in your comnmanity (aren
served by your health unit).

SCHOOLS

in schools/eafeterins . ...

w,  lcalthy cating

,

B s
b. Curriculum review/development for healthy cating messages +.ovvvvns

c. School foud policies ...ooiiiiiian.. FRIRAT N

Chessasssarenetuany

d. What role would you say the health unit played in fmplementing activitics
in schools to increase healthy enting in 19977 (Circle vne answer only)

NO cole
{i.c., uctivities were enrcied
out by others)

SUPPORT role
{i.c.. the headth vuit had some
role jn implementing uctivitics,
but unc of More conuiunity
players were more involved)

LEAD role

independently)
WORKPLACES

c. Healthy caling messages in workplaces/calelerios ...ovvuvuiviiiinenrnnens o

f.  Contests/challenges related to healthy eating (e.g., weight loss contest) ......

g. Incentives for cmployces for adopting healthy cating patterns. ....veen.. P

h. Food policies in workplaces ......... SewE g

i.  What role would you say the health unit played in implementing activitics
in workplaces to increase healthy eating in 19977

NO role SUPPORT rota LEAD rote

HEALTH CARE SETTINGS

jo Bduentinonl snterinls on heslihy enting for patietts ..o oeuovioiccririnrraens

k. tnfarmution for primary enco praviders for refetng, ptlenty to focul resources
available for healthy enting .. ..ovvinvenian,

cesesiasnens sretrsseracnens

1. Food policics in health cure settings ...vovnenninininnnn.

m.  What role would you say the health unit played in implementing aclivities |
in health cure sellings to increase healthy eating in 19977
SUPPORT role

NO role LEAD role

0 = Not awars of any orgenized activily being planned or Implemeniad
1 = Ar”  olwnning - some plans are in-witting for the activity and/or it is being pilot tasted F
2 - L[ ol of Implomontation - the activity Is ot less than 1/3 of full Implementstion® i

I~ M

(i.c., the health usit played » grenter
role than other community pariscrs
or buplemented the activily

:
:

lovel of |
4 =~ High lowl of lmplementation - ths nctivity Is at over 2/3 of tuil Implomentation*
hvontatlon means tho cpllm-l Iuvol ul hnplnmnnlnﬂnn If resoirces were ot llmll

« thio activity Is st spproximately 1/3 - 2/3 of full implenientation®

NESTAURANTS 0-4
n, On-site advertising of healthy food choices .. .ovviaienninens S e S e
0. Incentives/recopuition for restourants/cafcterias that provide healthy foods (c.g.,
dining guide, owWards) .. .ovecieriaaciriiriieiiassrsastatierraiiasarairan
p.  Training for foud industry personncl on healthy cooking methods .o vvvovvnen..
&, What role would you say the heatth unit played in huplunuulug uctivitics
in restournnds to increase hiealthy cating in 1997
NO role SUPPORT role . LEAD tolo
GROCERY STORES 0-4
r.  Poiot of purchase information to encourage customers to buy healthy foods. ......
s, Incentives to buy healthy foods (.., coupons, in-store specials ..ovvveveenean
t.  Displays on healthy food choices ........ T .
u,  Grocery store tours on healthy food choices o ..ovvnnirieiirnensereanenenan
v.  What role would you say the health unit played in lmplcmcnlmg aclivities
in grocery stores {o increase healthy cating in 19977
NO rols SUPPORT role LEAD role
COMMUNITY AT LARGE . ] 0-4
w, Local media campaigns promoling healthy €ating . .vvvvviiiiiiineenercnnans “p
x.  Consumer cducation on food Jabels . vvnvvinniieriiniieiieiicanenns ;
Nutrition Month activities .......... SaE SIS A A R e e ve |
z.  Skills-based programs on healthy eating (c.g., Healthy Eating Manual) .......... |
o, Proprimg e Inerenso neeess fo hiealthy Toods (0.4, food buylog elubg, commnlly —
o, cutniiunlly KBEIO) ovieeeiiererroserioresiiaseasrsioecionaes
bb.  Advoceacy direcied at the provincial fevel for policics related to nufrition ........
ce. Advocacy dirccied at (he federal quc( for policics related fo nutrition ........... :
dd. What role would you suy the hcnllﬁ unit played in implementing nctivitics
in the comuiunity st farge (o increase healthy esting ia 19977
NO role SUPPORT rofe LEAD roie
ce.  Whal, il any, other types of activitics that do not fit into the above categorics, have been

clnrncd out in your community in the past ycar? List these on anolher page or the back of
this one,
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. ctiviti esi ji i fvi 0 = Not sware of sny orgenized sctivily being plonnoed or implemented
4. Activities d stgned to increase phystcal aCllVlty. 1 = Active plooning - some plans are In wilting lor the aclivity snd/for It Is holng pilot testod

Pleasc indicate the ctfrrcul stage of development of cach activity 2 = Low lovel of implamontation - the sctivity is ot loss than 1/3 of fuit implomentation®

(including those carricd out by agencics other than the health unit) in 3 - Tovol of § - tho sctivity s ot approximatoly 1/3 - 2/3 of full implomontation ®
.

}'0"" comnmnl{y (““n served l)y ym'r hUllllIl """) A |'llul| I;:a‘\::l of lmpinmontation - tha activity Is at over 2/3 of full inplomantation

sfommantatlon moans the optimal luvel of Inydomontation i rosourcon woro nol Hndted.

SCHOOLS 0-4 HEALTH CARE SETTINGS ' 0-4
8. Special cvents promoting physical activity ..ooveieiiiiiiiiiiiia . Educational materinls on physical activity forpatients ... .c.ooviiiviaiienn .
L. Cusriculumn review/develop on bealth benelits of physical nelivity ......... m.  Information for primngy care providers for refercing pmiculs to loen! resuurces ,
c. 'l'n}ilfiug or consultation for tenchers on school propemming to inerease physical ~ 4 F ovailable for physical seivity o.ouoeiiiiiniiee .
e A A R R R EL LR n.  What role would you say {hie henlth unit played §o Inplementing netivitics i
p . H
Recognition 1o schools with daily physical education foestndents . oooiol.. in henith care scttings to incrense physical activity in 19977 i
i
¢ School/board policles for quality duily physical cducation «.... .. Ceriiaieaeas NO rolo SUPPORT role LEAD rote
What role would you sny the health unit played in implemcnting sctivities COMMUNITY AT LARGE ) 0-4
in schools o increase physical activity in 19977 (Circle one answer only) N
0. Local media campaigns promoting physical activity -.........iivveieionons
NO role SUPPORT role LEAD role . ) .
(i.e., sctivitics were carried  (i.c., the health unit had some role  (i.e., the health unit played a greater p-  SummerACTIVE (previously FitWeek) activities ..... ' seesreranreritnenans
out by others) in implementing activitics, but zole than other conununity partoers N -~ .. i
onc of mose community players or implemented the activity q-  Promolions of communily resources available for physical activity ............
i I
were more involved) independoitly) r. Mumc)‘pal bylaws for physical activity opportunities (c.g., safe walking and bicycle
FOUES) Loiiuinrueeavienroarsaraasnanasaannes P
WORKPLACES 0-4 4
A 2. Advocacy dirccted at the provincial level for policies related 10 physical activity .
Pl ivil Chesereaaeeretnanettretssancans . . . ot
g Physical activity messages in workplaces L. Advocacy directed at the federnt tevel for policics related to physical activity ...
h. Corporatc challenges/contests to te physical uclivity ....ovvivieinianns i . :
. : u.  What rolc would you soy the hiealth unit played in implementing activitics it
i.  Recognition awards to workplaces with physical activity initlatives ,........... in the community at large (o increase physical activity in 19977 i
i Wor;(plucc policies supporting physical activity (e.g., bicycle racks, showers, flex NO rote SUPPORT rofe LEAD role '
UHIC) i iaeostnornnnsiteaasrasoseetnoasnsssonosanseracasartsncnsns
he Wit rorbe winild you sy et unlt pliyssd bn hmgphomenting acttyltlon v, Wi, ll’m\{ thor iy pon of nullvllluu (st ebin veed £ Benten theos iovws otopenntfom, Liiv by
Iy wonhpluces to lncrenso phystend setbelty fn 1991 umhl'\l il I your conunantly I e prst yen't List theso on anothor pago or (he bnck
ol thils one.,
NO rote SUPPORT role LEAD rote ) 1
{
|
’% CHHIOP: 1997 SCAN of Public Health Units . Page 4 of 14
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5. Activities designed to improve general heart health
(indﬁi activities thal address at least iwo of lobacco, healihy ealing, & physical
aclivity,.

Please indicate thie current stage of dcvclopuu.ul ol cuch activity
(including those catricd out by agencics other than the heutth unit) i
pour copununity (aren scrved by your health unit),

ScHooLs Vel ’ T

o. LEducatiopat materials on ficart headth in schobls ...,.....

b, R iti Is to scliools with heart health programming (e.g., comprehensive
school healtdi appromell) L o.ueiiirriiiniisiiiteeriieriaas

¢ Teuiniog or Iiation for udministrtors and tenche

s on heart health fo schools |

. What rule would you say the hicalth anit played in inplementing activities : slivitie
f N » . What role would you say the healih unit played to implementing netivities
in schools (o improve gencrud heart health in 19972 (Circle one ansier only) I hiealth care scuiyt s wy imprul\'rc gcncmll hc):,m Iu:nllhpln I‘)97?L
NO rote SUPPORT rote LEAD role NO sl SUPPORT rote LEAD rote
(l.c., activitles were carried (1.c., Ure health unit hud some (i-c.. the health unit played n
oul by others) role in implementing nr.uviucs. grealer role lhm ather cnmmum(y
. but onc or more ¥ ! d the COMMUNITY AT LARGE
; playess werc more mvolvcd) activity mdcpcndcnlly)
- P 0. ' Media campaigns on hearthealth ........ . .coociiiiiiiiiiiiees,
Vg Lot
WORKPLACES 0-4 p.  Speclal events promoting hearthealth ...o.ovveiiieiiiiiiiiannnn,
c.  Educational messages o;\ heart health o workplaces ........ cevserbencsonran q. lnl'onnallon on community resources available for CPR training
(which i on card health) ....oovviiveennnnn
. Health risk assessmentS of WOrkers «..ocovivrennrerrnnnnrannosarissassees

B Smullgroupsessio’nsﬁ;rbchaviourchnngc e eeiteciersnasiterantanrsorne
h.  Troining or consultation for workpiace professionals on heurt health in workplaces
i Recognition awards lo workplaces with comprehensive heart health programs ...,

§. What role would you say the health unit played in implementing activities
in workplaces to improve general heart health in 19977

NO rolo SUPPORT rola LEAD rola

g = Nov awara of sny organizad activity being planned ar Implemented
1= “ 0 plenning - some plans are in writing for the activity snd/or it Is being pilot tested
2 svel of implamentation - the activity is at less then 1/3 of full implementation®
3w Mow.uim lovol of Implementation - the activlly is at opproximatoly 1/3 - 2/3 of full huphmnnlnllah
4 = High laval of Implomaniation - tha activity Is at avor 2/3 of ful] lmplomeniation*
. Full kmplomantation misans the optinwl fevet of linplementation ) resources were aot limlted,

HEALTH CARE SETTINGS

k. LEducationn! materials on licart health for patients .....

Crrreednens

1. Training for primary enre providers on assessing patient risk fuctors for
. cnrdivvascular discase ., ..., Cerbeieesanes

E

aesssasanesatssiana

Tnfurnmtion for primary core providers lor referriug | to ity

04

r.  Advocacy directed at the provincial level for policies related (o heart health ......

s. Advocacy dir;clcd at the federat love! for policies related to heart health |

t.  What rolé would you say (he healih unit played in implementing activitics
in the cotnmunity st large to improve general heart health in 19977

NO rols SUPPORT role LEAD role

What, 17 any, other types of netivittos thut do net (3 it the shuvo enteporlos, hive huon

ewrled out i your eommunlly In the pust yew'? List these on anuther pgo or the baek

of this one,

CHHIOP: 1897 SCAN of Publlic Health Units

Page 5 of 14
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6. There are imany ways (o work with community partners. Overall, which
statement best describes how your health unit worked with other heart

e

. a]  Within your conununity, would you say promoting heart health is a:

* - . Emmmma |
health stakcholders in the past year? LOWPRIORITY oivvuernnen.
. .

A, Mast ficart heatth nctivities were earried oot by the berlth unit . MEDIUM PRIORITY ..cvvvuass
independenily.

B. Most heurt health activilies were cierfed out by the liealth anitand vtiver HIGH PRIORITY ..ccvvuvonns.
ugencies. The health unil was gencrally more iovolved than other agenéies, )

C.  Most hicart henlth activitics were earried out by the henltly unit and other DONTHKNOW ..evnvvvisnnene
agencics, The hiealth unit was gencrally ns involved us other ngencies,

1 Maoet haaet henlite netivitioe were enreied out by the hanlth unit and other
sgencies. Ohier agencies were often tore invalved than the bealth ualt.

— b} Compared (o one year ngo, wounld you sny the priority given to heart

L. Most henrt health activities were earried out by one or more agencies, with litil health within your community has:
or vo involvement of the health unit.

DECREASED vv.covvseisnnnan

STAYED THE SAME ...vvavses
. a] Within your organization, wou a ti art health is a:
7. a] Within your organization, Id you say promoting he: alih is INCREASED oo

LOWPRIORITY (.cvvvavnnnnnns DON'TKNOW ......covennues

MEDIUM PRIORITY «vvvvuua.n.
HIGH PRIORITY ..ccevevunen..

DONTKNOW .....ovvviiunnns 9. Would you say the heart health activities within your organization are ...

CTTT]

b] Compared to one year ago, would you say the priorily given to heart
health- within your organization has:

NOT WELL CO-ORDINATED . ...
|—

FAIRLY WELL CO-ORDINATED .

DECREASED .,....oiiuvenns,

VERY WELL CO-ORDINATED ...
STAYED THESAME ...........

i [~

INCREASED DON'THNOW .. riveeeeeannns

DON'TKNOW .. .c.oviiiannns

[TT 1]
L[ 1

CHHIOP: 1987 SCAN of Public Heallh Units T CHHIOP: 1957 SCAN of Publlc Haalth Units . Fage 6ol 14
i o :



¢ ' C ORGANIZATIG AL PRACT/CES) ]

10. Below is a list ol activilies your organization may carry out to support implementation of heart health activitics. Choose one response from cach column.
COLUMN A: PMease give your collective apinion uf how elfective cach netivily was in supporting COLUMN B: Plense give your opinfon of how Impurtant the netivity is for your
implementation of hesr heulth netivities (see enclosed, fist), hieatth unit to carry out to support implementation of heart healih
= activities,
0 = Not aware that the activily was conducted in 1997
1 = Activity was conductod in 1997, but was not very effective 1 - Not st oli important
2 = Activity was conductod In 1897, and was somnwhat olfoctive 2 = Somewhat important
3 = Activity was conductod in 1997, and was {nilly ofinctive 3 - Falily hmportant
4 = Aclivity was conducted in 1997, and was vary otfective -~ h 4 = Very important
DK = Aciivity was conductod in 1997, but don't know how affoctive it was oK = Don't know
ASSESSMENT ACTIVITIES: A PLANNING ACTIVITIES: A B
Since January 1, 1997, our health unit .... Sinco January 1, 1997, our health unit ....
rewed i PRy PN snmay
[ :lc‘v;zl:m;d information on focal factors and conditions affecting hearl . Porticipated in o strategle planning process o set prioritics
ot veeennn AAAAAARARERAAA A for public heafthnctivities «.oovoviiiiee i iiniianaiinnnn,
. — |
b. Reviewed heart health activitics developed elscwhere that might be .
aopicd or Bdapled fOF IOCALHEE .. rvvsnsaesrsennssnsns il L. Sect goals and objcctives for promoting heast health .. .......... ene
©, Revicwed heart Jicalth activilics of other local organizations ......... "
_” "8 c. Paricipated in a planning process with community stakcholders to make
. - Judgements about which heart health activitics tocarry out ... .......
d. Reviewed ity, cultural, and orgnnizational factors that would 1
influcnce activitics promoting heart catth, ....... Cereeiaenenes ves d. Participated In developing action plans for heart health
. - : aclivitles ............ T
. Carried out other assessiment activitics refated to heant health activitics : 1
(please list) e. Participated in developing and/or adapting heart health
activities forlocal use ....oviiiviiiiiiiiiiiiiiiiieiiiiiaian
~ =1
. Carricd out a process to ensurc heart health activities were co-ordinated
with other public health activities . ............ Ceeeean PPN
- g. Carricd out ather planning activitics refated 1o heart health activities
(plenso Hst)
4 -
: Iy
CHHIOP: 1997 SCAN of Public Heallh Units
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l e §

COLUMN A:  Pleass give your colleclive opinion of how effective cach activity was COLUMN B: Please give your opinion of how lmportant the activity is for your
in supporting implementation of hieant health activitics (sce enclosed list). | heatth unit to carry out to support implementation of heart health activitics. '
0 = Naot aware that the sctivity was conducted in 1997 1 = Not at all important l
1 = Activity wes conductod lo 1997, Init wan not vory offactive 2 = Somewhnt inportant
2z = Aclivity wos comductod n 1997, mud wan sofilewhat ofioctive 3 = Fably buportsmt
3 = Activity was condustod i 1997, oid was (ehly offective 4 = Vory huportant
4 = Activily woe cosdduciod in 1997, oidd was vory uftoctive | | DK = Don’t know '
DK = Activity wus cunducted in 1997, bt dou’t know-how. alfgctive it was
ACTIVITIES TO SUPPORT IMPLEMENTATION: A B EVALUATION ACTIVITIES: A 8 M
Sinco January 1, 1997, our haalth unit.... Sinco January 1, 1997, our health unit ...
l | | " a. Collected and uscd infarmmtion o puide developsient of bieart henlth I ‘ ‘
2. Recruiled volunteers o nssist with heart health activities ..., ..-..... NEUYILCS (“LOFHMIVE CVIMUMIDN J 4 avsrseesrenssranassoasasonorsns
— 1
b. Took ud ge of ide of public hicalth to support b. Collected nnd used informntion to assess the fmplementation
fmplementation of heart health activities o..vuviieiiiiiiiiareseans of heart heablh ClivIIES oo viueiiiierievisensornenionesiinases
¢ Promoted heart health through local media ......covvvinnnnnan.. veee ¢, Collected and used information to delermine if heart heatth
activitics met process objeclives oo vevieiaiieiriaiiiiiiiiiiiises
d. Participated in Inillatives designed to make hcart hicalth a priority among . d. Collected and used information to determine if heart health activities met
health professionals ......... Cereavesteareraeritenerinnrseannan outcome objeclives {c.g., awareness, behaviour ehange) oou.viniiie.en
. . [ . . PR Y s
c. Participaled in Initiatives lo make heart health a priority among key people e. Carricd out other evaluation activities rclaicd to heart heaith activities
from non-health scctors (¢.g., politicians, business leaders) ............ (please list)
f. Provided opportunitics for service praviders (including public health staff,
community apency staff and/or volunteers) to build knowledge and skills for
promofing heart health .........ovieuee.
g. Carricd out other aclivitics to support implementation of heart health activitics
{please list) :
.
¢
. i
i
|
i
i
!
CHHIOP: 19a7 SCAN of Public Health Units \ [ Page 8 of 14 i
; B



11. Did yo;" =alth unit have a budpet line for a heart health program in 19977 [ 13. In 1997, what coalitions or networks (groups involving 2 or; e agencies)
- v ) : related to heart health activities did your health unit participi... in?
YES
PROVINGIAL COALITIONS Ot NETWORKS YES KO
NO
A, Ontaro Heart Health Network
Vet ‘ C- “ . 13, Ontario Active Living Alllunce

. . R C. Conlition of Agencics for Compreliensive Schoo! Henlth Eduention
12, What best describes how your health unit currently plans and delivers heart

health activities? Check one answer ohly. D, Other provincial contitions or nctworks (please specify)
et ) .
A. “Fhroueh n heart health oroecam l | !
b uith prog
B3, Through a heart health and cancer prevention program

0

‘Through a chronic discass prevention progrum

©

Through Issue-specific (i.e., tobacco, nutrition, physical aclivity)

programs LOCAL AND REGIONAL COALITIONS OR NETWORKS YES
E. Through a healthy fifestyles program A. Tobacco Free Council -+

. oo J—
F. Other (please specify) 1f YES - Name:

B. Nutrition coafition or network

3 If YES -* Name:

C. Active Living coafition or nctwork

If YES <9 N

D, Heart Health cozlition or network

OO
O O O s

if YES ~¢ Namo:

12, Uther luenl sod regionnt confitions ur networks (plense specify)

CHHIOP: 1837 SCAN of Publiic Heallh Units Page 9 of 14




CSUPPORT FOR HEART HEALTH PROGRAMMNIN G)

14, Support Jor health promotion in Ontario includes services ofTered by government and non-government organizations. Please complete Columa A for cach item,

and Column B as appropriaie.

COLUMN A:

NS
For cach org
unit used its seevices in 1997,

Y - Yes
N - No
DK - Don't know

ONTARIO TOBACCO STRATEGY RESOURCE CENTRES
a. Cuuncil for a ‘V'obacco-Free Ontario
b, National Clearinghouse on Tobacco and Health

€. Program T

ining and Consultation Centre

d. Smoking and Ilcaith Action Foundation

OTHER RESOURCE CENTRES & ORGANIZATIONS
a, Cancer Socicty - Onlario Division

b. Health Communications Unit/Univessity of Toronto
Centre for Health Promolion

¢, Heulth Bromotion Deanch, Minlstry of tiealth

d. Meart Health Resource Centre (al the Ontatio Public 1lealih
Association) :

¢, et and Struke Foundation of Ontario

f. Ministry of Culture, Tourism and Recreation

, please indi at

F YES

-IF YES

IF YES

IF YES

IF YES

IF YES

iF YES

IF YES

IF YES

IF YES

COLUMN B: For those services your bealth unit used, please give your collective opinion of
how uselul the scrvices were in helping your health unit plan and/or implement
hieart health nctivitics,

X 1 = Nototall usolul 4 = Vary usoful:
AT 2 = Somowhot usolul DK =  Don't know,
A = Foblv usolul .
OTHER RESOURCE CENTRES & ORGANIZATIONS (cntd.) A B
I YES
¢ Ontario Heart 1lealth Network ~+
1F YES
h. Ontario Lung Association N
0o | wyes
. Onlario Ministry of Agricullure, Food & Rural AlTairs ’ -
: . F Y Fves
Jj»  Ontario Physical & Health Education Association bl
j IF YES
k. Ontario Prevention Clearinghouse " -
I, Onlario Public Health Association (cxcluding the Heart Meatih 1 YES
Resource Centre) ' -
IF YES
m. ParticipACTION ’ -
IF YEB
. Pubile Henlth Dech, Minlstey of Henfth -+
o. Other (please list)

CHHIOP: 1997 SCAN of Public Health Units
{ P

{ Page 10 of 14
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15.

W’t are the 3 most important things that could be done cither locally (f by your organization or other focal agencies), or centrally (e.g, b - Ministry of
Heaith or othér resource organizations) to implement new heart health acuvities or fo enhance existing activities (c.g., increase the reach) in your community ...

af WITHIN THE NEXT YEAR? : bl  WITHIN THE NEXT. 5 YEARS?
i priority: YeT TR = . #1 priority:
#2 priority: . #2 priority:
<
!
#3 priority: . #3 priority:
CHHIOP: 1997 SCAN of Public Health Units R ] Page 11 of 14
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16. a]  Currently, how helpful is each of the following factors in planning
and/or implementing heart health activities in your comnmnity?

Please choose one rating for each item.

< .é‘\

L 4 A
§ £
~ (<)
£ J

Support Jor heart health from local board of health/
regivnat Health & Social Services Commitice

Suppuost for heart heatth from bealth unit manugesment
Communily jnterest in heart heatth

Resources (dolfars, materiuls)

Appropriste stafl expericnce/knowledge/skills
Suflicient staff assigned to heart health programming
Co-ordination of programs within the health unit
Collaborating/partnering with other agencics

Local statistics/information related to heart health
Evidence that heart health activiies arc effective
Presence of a heart bealth demonstration cummuniiy
Provincial priority given to heart health

Professional incentives for carrying out heart health
activitics

Opportunity to opply for provinciol funding

Lvidence that heart health activities meet community
nceds

Others (please speeify)

5

2 . 2>
A
g f &
g & £
g & §

16. b} Currently, how limiting is each of the following factors in planning
and/or implementing heart health activities in pour community?

Please choose onc rating for each ilem.

Lack of support for icart icalth frons the loeal bonrd of

‘heslthregional Fenlth & Socinl Scrvices Copnitice

Lack of support for henrt henlih from health unit
munagement

Lack of public Interest in hieart health

Lack of resources (dollars, materials) -

InsufTicieat stafl assigncd to heart health programming
Lack of appropriate experience/knewicdge/skills of stafl
Lack of co-ordination of programs within the health unit
Lack of collaborating/partnering with other agencics
Lack of priority given (o heart health within the province
Lack of local statistics/information refated to heart health
Lack of evidence that heart health activitics are effective
Presence of a heart health demonstration community

InsufTicient professional incentives for carrying out heart
health nctivities

Lvidenee thit heart health netivities do not mect communify

needs

Others (please specify)

CHHIOP: 1997 SCAN of Public Health Units

{
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17. How fir” “ul have CHHIOP s activities been in planning and/or
implen.  ng heatt health activities in your community?
Please choose onc rating for cach item.

: ., F
& §£ 7
y 5 8
: S g . F 2
.. S -
. L 4 £&
1994 SCAN survey o

1996 SCAN survey

PHERO articles on CHLHOP activiti

Yewnt [ealth fmplementation Report (June 1995)

Public Health Practices Report (June 1996)

CHHIOP Quatitative Repost (Juge [996)
o

1lcart Health Inplementation Report (June 1997)

Public Health Practice Report (December 1997)

CHHIOP Homepage

CHIIOP conference presentations

Interactions with CHIHOP Investigators

Inferactiong with Project Aglv}ismy Group members

18. a] What, if any, information from CHHIOP did your healih = ~it use in
preparing your proposal for Heart Health Program fundi

b] low did you use this information?

¢] Overall, how helpful was the information from CHHIOP in preparing
your proposal?

NOT AT ALL SLIGHTLY MODERATELY VERY poNT
HELPFUL HELPFUL HELPFUL HELPFUL KNOwW

19. a] What, if any, information from sources other than CHBIOP did your
health unit use in preparing your proposal for Heart Health Program
funding? ’ '

b] Overall, how helpful was the information from lhese sources in preparing
your proposal?

0 (] O 0 W]
NOT AT ALL SLIGHTLY MODERATELY VERY DONT

HELPFUL HELPFUL HELPFUL HELPFUL KNOwW

CHHIOP: 1997 SCAN of Public Health Units
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20.

a,

b

. Other impacts of preparing the proposal

a] Preparing a proposal for Heart Health Program funding was a major
activily of most health uaits in 1997. Did your health unit submit a
proposal?”

YES + Go to part b}

NO -+ Go to quoslion 21

b}  Please rate how much you agree or disapgee Ll‘m(l'::.nch of the following

impacts were experienced by your health unit as a resdlt of preparing
the proposal.

oy ™

oo &y

§8 & § &

< o
58 § ¢ ¢ §

0,
AGR‘EZGLY

Increased the priority given (o hicart health
within our health unit

Incrensed stalT time allocated to heart health
wilhin otr health unit

Enhanced co-ordination of planning for
tobacco, nutrition, and physical activity
programs within our health unit

Increased the priority given to heart health
among other community agencies

Strenplhened existing relationships between
the health unit and other community agencies

Established new relationships between the
lieal(h unit and other cominunity agencies

(Please describe}

21. a) Does your organizalion have volunicers (i.e., people who are not paid by

the health unit nor by any other organization for the Lime they spend)?

YES -+ Complete b) 8 c]

NO =~ Go to Question 22

b} How many volunteers are currently aclive in heart health programming?

O O : O 0 [

<10 41-26 28-60 Morao than 60

Oon't Know

¢] Inthe past year, roughly how maay volunteer hiours were devoled (o

heart health programming?

22. Over the past 3 years, CHIOP has tracked levels of predisposition, capacity, |
and implemenlation in the arca of heart health promotion within public health
units. On ascale of | to 5, where 1 is low and 5 is high, how would you rate:

a) PREDISPOSITION for heart health within your health upit? - the general
motivation or inclination towards heart health within your hiealth unit

b] CAPACITY for heart health within your heailth unit? -~ skills and resources
within your health unit that make implementation of heart healih activities
possible : e

¢} IMPLEMENTATION of heart heallh activilies within your health unit
jurisdiction? -~ including those activities that address major risk factors for
heart discase and take a population health approach

[m} 0 0 o . O 0
i <BO 61-100 101-500 501-1,000  Morothon  Don'tKnow
41,000

1-5

23. Comments (opflonal; nse hack of puge (fmore space Is requlred)

\

CHHiOP: 1997 SCAN of Public Health Units
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( HEARTHE‘,?»‘

THACTIVITIES )

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.

*  Special events.in schools (e.g., health fairs,
National Non Smoking Week activities,

| etc.) to encourage nonsmoking

*  School-based smoking prevention

programs

*  School-based smoking cessation programs

*  Recognition awards to schools with
smoking prevention or cessation
programming

*  Opportunities and incentives for staff and
teachers to quit smoking

TOBACCO il

ti inthe | *

wotkplace

5

Smoking cessation initiatives for b

employees who smoke (e.g., Quit
& Win, smoking cessation classes)
Workplace smoking pelicies
Municipal bylaw development to
prohibit smoking in the workplace

Training for primary care providers in
smoking cessation counselling
Information for primary care providers
for referring patients to local resources
available for smoking cessation

Local media to i of tob
related issues

NNSW activities directed at the commumly at large
Smoking cessation resources for special needs groups
(e.g. 1, preg n, heavy k tow
income groups, etc.) :
Campaign for retailers to inform them of laws prohibiting
sales of tobacco to minors

Municipal bylaw develop ‘.r.. hibi
public places

Advocacy directed at the provmclal fevel for policies
related to tobacco

Advocacy directed at the federal level for policies related
to tobacco i

Pelg!

g smoking in

HEALTHY EATING

*  Heslthy eating messages *
in schools/cafeterias

places

Healthy eating messages
in workplaces/cafeterias

*  Curriculum review/ *  Contests/chailenges
development for healthy related to healthy eating
eating messages (c.g., weight loss contest)

*  School food policies *  Incentives for employces

for adopting healthy
eating pattermns

*  Food policies in work-

*  Educational materials on

healthy eating for patients

*  Information for primary

care providers for refer-
ting patients to local
resources available for
healthy eating

*  Food policies in health

care settings

*  On-site advertising of
healthy food choices

*  Incentives/recognition for
restaurants/cafeterias that
provide healthy foods
(e.g., dining guide,
awards)

*  Training for food industry
personned on healthy
cooking methods

-

Point of purchase infor- | *  Local media campaigns

mation to p ing healthy ealing
customers to buy hcalthy *  Consumer education on
foods food labels
Incentives to buy *  Nutrition month activities
healthy foods (e.g., Skills-based programs on

. coupons, in-store healthy eating (c.g., Healthy
specials) Eating Manual)
Displays on heallhy food | *  Programs to increase access
choices + to healthy foods (e.g., food
Grocery store tolrs on buying clubs, community
healthy food choi gardens, ity

kitchens.

*  Advocacy directed af the
provincial level for policies
related to nutrition

*  Advocacy directed at the
federal level for policies
related to nutrition

Porva 4 nfo
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PHYSICAL ACTIVITY

% Special events promoting physical activity

¢ Curriculum review/development on health
benefits of physical activity

*  Training or consultation for teachers on
school programming to increase physical
activity

*  Recognition to schools with daily physical
education for students «

*  School/board policies for quality daily
physical education

<

-

Physical activity messages in workplaces
Corporate challenges/contests to promote
physical activity

Recognition awards to workplaces with
physical activity initiatives

Workplace policies supporting physicat
activity (e.g., bicycle racks, showers,
flexitime)

Educational materials on physical activity
for patients

Information for primary care providers for
referring patients to local resources
available for physical activity

Locel media campaigns promoling physical
activity

FitWeek activities

Promotions of community resources
available for physical activity

Municipal bylaws for physical activity
opporiunities (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

GENERAL HEART HEALTH

*  Education materials on heart health in
schools ] 1

*  Recognition awards to schools with heart
health programming {e.g., comprehensive

-

Educational messages on heart health in
workplaces

Health risk assessments of workers

Small group sessions for behaviour change
Training or consultation for workplace

P

schoot health approach)
Teaini o

or for
and teachers on heart health in schools

5

professionals on heart health in workplaces

Educationaf materials on heart health for
patients

Training for primary care providers on
assessing patient risk factors-for cardio-
vascular disease

Information for primary care providers for
referring heart patients to community
programs

Media campaigns on heart health

Special events promoting heart health
Information on community resources
available for CPR training (which includes
education on cardiovascular health)
Advocacy directed at the provincial level
for policies related to heart health in general
Advocacy directed at the federal level for
policies related to heart health in general
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Canadian Feart Health Initiative - Ontario Project [CHHIOP]
1897 SCAN of Public Health Units

_
STAFF INFORMATION FORM)
A

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 1eart 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 1497 survey of public health units carried out by CHHIOP. Please complete this
form and give it to the person 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 ti e,

NAME:

POSITION:

From January 1, 1997 to 1.ow, approximately what percentage of your total work time did you spend on
activities addressing the Isllowing: (Total should not exceed 100%)

Tobacco _ % Nutrition i %
Physical activity _ % Multiple risk factors/general heart health %
SEX: O Mele (J Female

acerange: (J1825yrs (D 263sys (D 364asys [ 4655y [ Overssyrs

1
Please list all complete 1 post-secondary degrees/diplomas:
DEGREE/DIPLOMA YEAR COMPLETED

Did you complete the "HHIOP “Individual Response”
survey in 15947 ' T ; ves O wno- O pontKuow

Did you help to complete the CHHIOP SCAN of Public
Health Units in 19967 Oves Onwo
OVER &



—

A =B 2 T - N V. SN -V VL 2

Which of the following questions on the 1997 SCAN of Public Health Units did you help to

complete?

Staff assigned to heart health activities ..............coiiiiiiiiiian, B 4§ S on
Implementation and role of health unit in tobacco activities ................oooii...
Implementation and role of health unit in healthy eating activities ....................
Implementation and role of health unit in physical activity promotion activities .........
Implementation and role of health unit in general heart health/multiple risk factor activities
How health unit works with other heart health stakeholders in the community ...........
Priority of heart health within your organiz':ation ..................................
Priority of heart health activities within your community ..........ooevvivriiinnans.
Co-ordination of heart health activities ..........coooiiiiiiiiiiiiiiiiiiiiinnen,
Effectiveness and importance of organizational practices .............c..ccoiiniii..
Heart health budge_f L R L
Program for heart health activities: wwssss s wmmmmsn s o5 wwmmes sv s 5 smmem v s s 5 8 smmen 8 3
Participation in coalitions ornetworks ..ottt
Use and usefulness of resource centres and organizations ........ooeeveveeeveennnnn.
Suggestions for support from resource centres and organizations ............... ...
F; acilitg’t‘c;rs and barriers to implementing heart health activities ......................
h\ﬁuegce of CHHIOP activities on heart health programming .............c.ccvo....
Use of CHHIOP information in proposal development ........ ....................
Use of information other than CHHIOP in proposal development ...........o0iiina..
Impacts of preparing proposal for Heart Health funding ..................co. oot
Vqung.eers working on heart health activities .......... e R R R

Perce;;tions of overall predisposition, capacity, and implementation ..................

YES

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

1. Introduction

‘What is your position in this
health unit?

« for how long?
+ what do you do with respect to heart
health activities...

* tobacco?

« nutrition?

= physical activity?

« other?
* amount of time spent on heart health
activities? |

11, Perceptions of
Predisposition,
Capacit§, and
Implementation

1)What motivates you/other
staff to do heart health
promotion within your HU?

» leadership/champion(s)?

+ managerial support?

« professional incentives?

» decision-making process?

» what is the level of heart health priority ?
why?

» evidence/need?

* how does it get done?

2) What skills and resources
are most helpful for heart
health promotion within your
HU?

* tools, materials,videos, kits?

« planning, media, coordination?

* community support?

« resource centre/organization support?
* peer support- inside/outside HU?

3) How does your HU
determine which specific

heart health activities{e.g. ~-

policy/advocacy- tobacco by-
laws, education- health fair,
media, skills- cooking) to
undertake?

» what factors influence those decisions?

= which criteria are most important?

e.g. public demand/community momentum,
awareness, past success, organization
priorities

« differ across risk factors, settings,
approaches?

72




4 YWhich activities do you
think have the greatest impact
on community
behaviour/attitudes for heart
health? Why?

+ what activities would you select?

« public education, service-provider
training, policy/advocacy, environmental
support?

+ implementation activities?

* in a specific channel/setting?

Preamble:

We would now like to present your HU's resuits 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....1994 and 1996.

I Perception of
Changes in
Predisposition,
Capacity, and
Implementation

(1) Do you think these results
accurately reflect the level of
importance of heart health

(predisposition) in your HU?

« old/new trend?
+ similar direction?
» why/why not? (problems with process)

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?

5) Do you think these results
accurately reflect the level of
implementation of heart
health in your HU?

« old/new trend?
« similar direction?
« why/why not? (problems with process)
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6) What factors have affected
thzse findings?

« levels of awareness?

« leadership/lack of?

* MoH/guidelines?

« competing health/social priorities?

* not enough evidence?

* lack of knowledge/skills in that area?
« little commitment to that area?

» increased/decreased partnering?
(internal/external)

» lack of/or access to resources/expertise?
+ people power (volunteers/staff)?

« planning/organization ?

« lack of/or community support?

7) Here are the provincial
results of the 1994,°1996
SCANSs, you might be
in-erested in how they
compare with your HU.

» do you have any comments about these
results in light of your HU results?

Preamble: Part of CHHIO?'s role is to investigate how health units and agencies are partnering
together to promote heart health. The next few questions are related to relationships within your HU
and between your HU and other community agencies.

IV. Relationship in *
Partnering

LY

1) a. How would you
characterize the nature of
interactions both within your
HUJ and between your HU and
community partners?

» how do you partner?
* cooperate, coordinate, collaborate?

+ do these relations differ for internal vs.
external refations?
« do these differ across...
risk factors?
settings?
by approach/activity?
by organization?
+ have these relations changed over time?

2) Which relationships have
be:n most effective? Least
effective? Why?

+ has effectiveness of partnerships varied
across settings, risk factors and approaches?

3) What factors
facilitate/sustain stronger
partnerships both within HUs
and between HU and
comnmunity partners?

decision making processes (equal power)
sroles of different partners, specific:
facilitate, lead, administrative, resources,
knowledge, $

+dedication of staff/volunteers
scoalitions/networks
eprevious successes
= sshared resources/expertise, what?
esupportive community/agencies

sstrong leadership

sother

= do these factors vary by setting?
"« do they differ for internal or external
relationships? -
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4) What factors weaken
partnerships both within HUs
and between HU and
community partners?

«decision making processes (too
controlled)?

eroles of different partners (specific)?
eprogram resources/funds?

elack of community support/collaboration
«differing philosophy/mandate?
scompetition for progs, funds (turf
overlap)? }

sorganizational structure- changes?

slack of leadership?

sother?

» do these factors vary by setting?

« do they differ for internal or external
relationships?

Preamble: We've been
health is promoted at t

talking about ways of partnering.
he community level. :

Now we would like to discuss how heart

5) How would you
characterize how issues are
defined and who contributes
to the design and
implementation of heart
health programs within your
community?

* consensus process, consultation?

 how are citizens/consumers involved?

« how are agencies, groups involved?

« what is the role of your HU?

« does this process & participation vary by
issue/agency ?

« relative mix of these approaches in the
community?

« have you seen a shift in how issues are
identified, programs designed?

6) In your opinion, who
provides leadership for heart
health in your community?

* individuals, organizations?
« what do you see as leadership? differs
from ownership?

Preamble: Resource centres/organizations play a key rol

would like to get your

e in supporting heart health activities. We

input on how they can be most helpful for HU's.

V. Resource System

1)a. What has been your HU's
experience with Provincially
mandated resource
centres/org.?

b. What is the experience with
local/regional resource
centres/org.?

» use- which one(s)? SEE LIST

« useful? (+/-)- types?

* barriers to use?

« what suggestions do you have to improve
service provision?

2). How. has the use of
resource centres/organizations
enhanced heart health

* better organization relations?
« implementation of by-laws?
* better planning/evaluation?

promotion in your HU?
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3) a. To what extent have the
experiences of other
community/HU heart health
programs been shared with
ycur HU?

b. How have the findings,
programs and resources of the
Ontario Demonstration
projects affected heart health
practices 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
provincial funding - the ‘heart
health program’ - influenced
your work within the HU and
with community partners?

einitiated planning?

ssupported other partnering?

« frustration with uncertainty?

« implications of this funding? (i.e.,
sustainability - funding or heart health
promotion , effectiveness).

VL. Future of Public
Health

1) What is your/HU reaction
to changes in the mandatory
guidelines focusing on
Hl¥/chronic disease?

= what are the implications of these
changes?

*will this change how HUs operate? do
heart health?

2) What do you see as the -
fuiure of PH in Ontario?

« do you think the priority of heart health
will change?
+ do you think the priority for population
health approach (vs. high risk approach)
will change?

Conclusions

Dc: you have any other final
COTMents ar guestions?
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APPENDIX 2:

L

DEPTH INTERVIEW THEME CODES

General Topic Theme Issues Code
Introduction Position. -« length of time. ) IPL
» time spent on h.h activities/ r.f. areas. PT
Organ. Structure. * healthy lifestyles. IOL
« heart health program. 1I0H
« other. - 100
Packaging. « risk factor (individual). IPR
« healthy lifestyles. IPH
* heart health. PX
Perceptions of Motivation. Yes:
Predisposition, » mort./morb./burden of illness. PMM
Capacity and « high level of risk factors. PMR
Implementation * leadership/management support. PML
« provincially mandated. PMP
+ belief health promotion/make diff, PMB
» funding/demonstration site. | PMF
« community partnership/support. PMC
« personal experience. PME
» other. PMZ
No:
* low level awareness of staff. PMA
Priority. ¢ level of/rank. . : PPL
* not priority. PPN
¢ change. PPC
Skills & Resources. « characteristics:
L mix/single. PSS
: multi-disciplinary group. PSG
; experienced staff, PSE
. « by risk factor:
tobacco. PST
. physical activity. PSA
' nutrition, PSN
general heart heaith, Psz
. « skills:
v media/marketing/public relations. PSM
. Iq evaluation. PSV
4 planning/program dev. PSD
v skill building/education. PSB
advocacy/lobbying/policy. PSL |
s information:
workshops. PSW
™ heslth unit contacts. PSH
tools/kits. PSK
resource centres/organizations.. PSR
« network/partnering. PSP
« community support/interest, PSC
* ather. PSO
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Determine Activities. | * how/process:
strategic/operational plans. PDS
across divisions, PDD
trial/error. PDT
diff./sim. across h.u./r.f/set. PDH
s criteria:
needs assessment. PDN
scient. knowledge/stats/OHS. PDK
mandatory programs. PDM
literature review., PDL
public demand/consultation. PDP
agency/partner support. PDA
consid.channels/settings PDC
past experience (HU/betw.). PDE
resources/staff/skills. PDR
target audience. PDF
other. . 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
P skill building/training. PAB
advocacy/policy. PAA
environmental support. PAV
awareness/education. PAE
community dev./mobil.finv. PAD
other. - PAX
* risk factors:
tobacco. PAT
physical activity. PAP
nutrition, PAN
other. PAY
« settings/channels:
healthcare, PAH
schools. PAK
workplaces, PAW
community-wide, PAC
other. PAZ
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Perceptions of (changes }| Predisposition. « trend:
in) levels of accurate/inaccurate SPT
Predisposition, future SPF
Capacity, and «level :
Implementation AND accurate/inaccurate SPL
Factors affecting » individual cell (i.e., assessment, SPl
(changes in) these levels planning, implementation support,
evaluation activities).
« factors:
needs assessment/statistics. SPA
strategic planning process. SPS
leadership. SPD
competing priorities (h,u.) SPC
teaching health unit SPH
community involvement. SPP
changing role/org.structure. SFR
not community priority. SPN
other. SPO
Capacity. « trend:
accurate/inaccurate. SCT
future SCF
s level:
1 accurate/inaccurate. SCL
‘« individual cell (i.e., assessment, SCI
planning, implementation support,
evaluation activities).

- « factors:

B strategic planning process. SCp
staff. SCs
reorganization structure. SCR
volunteer program. sCv
skill development. . SCD
funds. SCM
external partnering, SCE
access to resources. SCA

, “ other. sCo
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Implementation. strend:
accuratefinaccurate. SIA
future. SIF
elevel:
accurate/inaccurate. SIL
» risk factors:
tobacco. SIT
physical activity. SIP
nutrition. SIN
general heart health. SIG
esettings:
schoals. SIK
workplaces. SIw
healthcare. SIH
community-wide, SIC
factors:
funds. SIM
staff size. SIS
skills/experience. SIE
reorganization. SIR
in planning phase. SIX
demonstration site. SID
partnering. Sl
other. SIO
Provincial. « trend:
Comparison, accurate/inaccurate. SZT
future. SZF
-+ level:
accuratefinaccurate. SZL
+ averagefabove or below. SZA
* reasons. SZR
Relationship in Nature. nternal;
Partnering frequency of meetings. RNF
cooperation > r.f./setting. RNP
s coordination > r.f/setting. RND
collaboration > r.f./setting, RNL
change. RNC

! External:

frequency of meetings. RNM
cooperation > r.f/setting. RNE
® coordination > r.f/setting. RNI
collaboration > r.f/setting. RNO
change. RNA
Effectiveness;

- type (3). . RNT
v agency/organization. RNZ
, diff/similar (r.f/setting). RNS

other characteristics. RNY
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T-acilitators. Internal:
leadership/management. RFM
organization. RFO
multi-disciplinary team. RFD
meetings/joint. RFJ
planning process/strategic plan. RFP
respect/trust, RFR
other. RFY
External;
equal partners. RFE
leadership. RFL
clear goals/roles. RFC
sharing resources. RFS
common goals/objectives. RFG
commitment. RFX
respect/trust, RFT
health unit partnering skills. RFU
existing network/coalitions. RFH
community involvement/partic. RFI
other. RFZ
Int. vs. Ext
« difference/not. REN
Barriers. Internal:
personal differences. RBD
inflexible. RBI
workload/time. RBT
professional silos. RBS
lack of skills/staff experience. RBE
reorganization/bureaucracy. RBR
. other. RBO
ernal; .
different philosophies. - RBP
unequal workload. RBW
unequal power. RBU
lack of time, RBL
lack of interest. RBN
competitionfierritory. RBC
mistrust. RBM
mandate differences RBJ
other. RBZ
Int. vs, Ext,
« difference/not. RBF
Issues defined. How:
+ formal RIF
« informal RII
Whoi
*Health Unit: . .
information source/facilitator, RID
leader. RIE
« Community:
consulting. RIV
) leader. RIL
. V| =Agency/organization:
consulting. RIS
leader. RIA
. | *combination of groups. RIG
+ other. RIZ
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Design & How:
Implementation. « formal. RDF
« informal. RDI
Who:
« Health Unit
information source/facilitator. RDD
leader. . RDE
» Community:
consulting. RDV
leader. RDL
« Agency/organization:
consulting. RDS
leader. RDA
« combination of groups. RDG
« other. RDZ
Shifts. * mixture/varies. RSM
= by risk factor. RSR
« change. RSC
Leadership for Heart | * health unit. RLH
Health. * cilizens. RLC
« agency/organization. RLA
_* combination, RLM
« gther. RLO
* change in leadership. RLE
* leadership diff. ownership. RLL
Resource System Used-Experience. Provincial:
Public Health Branch. RUB
Program Training & Consultation. RUT
H.H. Resource Centre/OPHA. RUA
Health Promotion Branch. RUH
Ontario Prev. Clearing House. RUP
OntarioHeart Health Network. RUN
U of T Centre for Health Prom. RUU
Other. 1 RUO
s Local/Regjonal:
Heart & Stroke Foundation. RUS
Cancer Society. RUC
Lung Association, RUL
Ministry of Cult., Tour., & Rec. RUM
Other. RUZ
Barriers and * costs. RAC
Suggestions. * contact names/directory. RAD
* other. RAO
: Extent Enhancing. Rate:
great deal. REG
somewhat. RES
limited. REL
none. REN
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Inter HU Who Shared;
communication. * demo site. RCD
* non-demo site. RCU
How Shared:
telephone. RCT
heart health network. RCH
e-mail. RCM
written reports/documents. RCW
meetings/conferences. RCC
other. RCZ
Content Shared;
evaluation. RCE
planning. RCP
resources. RCR
specific projects. RCS
other. : RCX
Extent of sharing:
none. . RCN
minimal. (ideas) RCL
moderate. (prog. pieces) RCO
maximum (program transplant). RCA
Provincial $. *Effect;
_ boost. RPB
let down. RPD
" no effect. RPN
N *Process;
s frustration RPF
' pleased/liked. RPP
no awareness RPA
« other RPO
Future of Public Health [{ Guideline Changes. * Positive/Negative. FGP
« H.H vs. chronic discase prevention. FGH
« prescriptive vs. flexible. FGR
« enforcement . FGE
£ * not aware. FGN
: Change HU:
organizational structure. FGO
activities. FGA
« other. FGZ
P.H./Municipal « heart health priority (+or-). FPH
Changes. » other local issues/priorities. FPO
« high risk. FPR
* population health. FpPP
- * uncertainty. FPU
K increase freedom. FPl
no standards, FPN
* other. FPZ
Conclusions Additional « interviewing process. CAl
Comments, « SCAN results/process. CAS
» other. CAO
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