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Public health agencies play a central role
in health promotion, but the external and
internal factors which influence their effec-
tiveness are not well understood and as a
result are the focus of current research.1-4

This paper examines factors that facilitate
or impede predisposition and capacity to
implement community-based heart health
promotion in public health departments in
Ontario. The research is part of the dis-
semination phase of the Canadian Heart
Health Initiative5-8 and the data come from
the Canadian Heart Health Initiative
Ontario Project (CHHIOP).9 The concep-
tual framework for CHHIOP is guided by
an ecological approach to health promo-
tion,10-13 and is modelled after Orlandi et
al.14 and Green and Kreuter15 whereby pre-
disposition refers to the collective motiva-
tion to engage in (heart) health promotion
and organizational capacity refers to skills
and resources to implement programmes.

METHODS

CHHIOP has a two-stage longitudinal
design combining quantitative and qualita-
tive approaches.16 A Survey of Capacities,
Activities and Needs (SCAN) is conducted
bi-annually over four years in all 42 public
health units (PHUs).17 Follow-up depth
interviews in a subset of 8 units provide a
more detailed examination of the factors
affecting heart health promotion activities.

This paper uses data from the SCAN of

all 42 health units in December 1994
(n=262) and from depth interviews con-
ducted in eight units with the SCAN
respondents (n=56) in May/June 1995.18

In the SCAN, respondents were asked to
list and rate at least three factors which in
their view helped (facilitators) and three
which limited (barriers) their unit’s capaci-
ty to implement heart health activities.
The depth interviews were guided by a
topic checklist which included facilitators
and barriers to implementation. The inter-
views were taped and transcribed verbatim
for thematic analysis19 using Ethnograph.20

RESULTS

The 1994 SCAN survey
Factors reported as facilitators and barri-

ers were categorized as primarily related to
either capacity or predisposition (Table I).
The five (of 14) most frequently men-
tioned facilitators of capacity were: finan-
cial and material resources (59); staff expe-

frience, knowledge and skills (54); staff
positions dedicated to heart health (35);
availability of research data (35); and links
with community agencies (34). The same
five categories emerged when the frequency
was weighted by perceived level of impact
(1= slight, 2= moderate, 3= extreme). The
five (of 19) most frequently mentioned
barriers were: financial and material
resources (150); number of staff (71); lack
of staff positions dedicated to heart health

f(65); lack of coordination (38); and lack of
research data (31). Again, the weighted fre-
quency made no difference to the rank
order. There is a striking consistency
between the main factors listed as facilita-
tors and barriers which either work for or
against the implementation of heart health
activities.

A B S T R A C T

This paper examines factors that facilitate
or impede the implementation of heart
health activities in Ontario public health
departments using survey (n=262) and depth
interview (n=56) data from Canadian Heart
Health Initiative-Ontario Project
(CHHIOP). The data were consistent in
revealing factors related to leadership,
staffing, resources, internal organization, and
characteristics of the surrounding communi-
ty as the primary facilitators or barriers.
Diversity within these common themes
reflected variation due to external factors in
the communities served by the health unit
and factors internal to the health unit itself.
The findings advance knowledge of the fac-
tors that influence predisposition and capaci-
ty to undertake community-based heart
health promotion in public health depart-
ments, and they underscore the challenge of
achieving integrated programs among part-
ner agencies.

A B R É G É

Cet article examine les facteurs qui facili-
tent ou entravent la mise en place d’activités
liées à la santé du coeur dans les services
ontariens de santé publique. Dans le cadre de
l’Initiative canadienne de santé du coeur -
Projet ontarien, les recherches utilisent les
données d’une enquête (n=262) et des entre-
tiens détaillés (n=56). L’analyse a fait ressor-
tir des thèmes qui ont identifié comme les
principaux facilitateurs ou obstacles les fac-
teurs liés aux domaines suivants : le leader-
ship, l’affectation de personnel, les
ressources, l’organisation interne et les carac-
téristiques de la communauté environnante.
La diversité dans ces thèmes communs reflète
les variations causées par des facteurs externes
présents dans les communautés servies par
l’unité de santé mais aussi par des facteurs
internes au sein de l’unité de santé elle-
même. Les résultats font progresser les con-
naissances acquises sur les facteurs qui influ-
encent la prédisposition et la capacité à entre-
prendre, à l’échelle communautaire, la pro-
motion de la santé du coeur dans les services
de santé publique. Ils soulignent également le
défi que représente la réalisation de pro-
grammes intégrés au sein des organismes
partenaires.
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The five most frequently mentioned
facilitators of predisposition were: collabo-
ration with other agencies (65), support
from administrative leadership (e.g., Board
of Health, Medical Officer of Health)
(49), staff involvement and commitment
(42), directive from the Ministry of Health
(19), and community requests for heart
health initiatives (19). The weighted fre-
quency, incorporating the impact rating,
yielded the same results. The top five barri-
ers, based on both the weighted and
unweighted measures, were: lack of collab-
oration with other agencies (59), lack of
support from administrative leadership
(44), lack of community interest or
involvement (35), lack of priority of heart
health within the health unit (26), and lack
of collaboration within the unit (20).
These factors include some related to the
reinforcement (or not) of past activities
and those that might affect initial engage-
ment in heart health promotion. As for
capacity, there is striking consistency in the
factors mentioned as facilitators or barriers
depending upon their perceived sufficiency
or deficiency.

Depth interviews
Facilitators

Five main facilitators of heart health
promotion emerged from the interview
transcripts: leadership, staffing, communi-
ty involvement, resources, and internal
organization. These five combine aspects
of capacity and predisposition.

Leadership was a facilitator when it pro-
moted innovation among staff and created
training opportunities. The role of the
Medical Officer of Health (MOH) as an
external advocate (“the kingpin”) for heart
health was singled out as being particularly
important. The need for two-way commu-
nication on ideas for heart health pro-
grammes was also voiced.

Staff-related facilitators centred on issues
of allocation, ability and attitude. Staff
allocation has generally increased, either
through the formation of heart health
teams or through those responsible for
related programmes (e.g., tobacco) giving
greater visibility to heart health. Increased
heart-health training has enhanced skills
and enthusiasm and has served an integra-
tive function through promoting multi-
disciplinary healthy lifestyles programmes
and the adoption of a comprehensive pop-
ulation health perspective. Positive atti-
tudes are reflected in a growing readiness
to generate ideas and provide direction on
innovative ways to design and implement
activities. In addition, staff familiarity with
the local community and with other heart-
health-related agencies has been the cata-
lyst for developing and strengthening com-
munity partnerships.

Community involvement was linked to
the adoption of a community development
approach whereby health department staff
have partnered with community agencies
and groups to promote a heart healthy
community and an integrated network of

related agencies. The associated benefits
include sharing of information through
conferences, consistent messages for media

fcampaigns, and more effective diffusion of
heart health issues to target groups.
Community involvement can transcend
specific programmes as health departments
move towards a community development
approach to programme planning and
design.

The allocation of sufficient financial and
staff resources to heart health as well as
access to research sources were frequently
mentioned as essential facilitators.
Emphasis was also placed on the more
effective and efficient use of resources
given diminishing budgets. Budget con-
traction was seen by some as catalyzing col-
laboration which might not have occurred
otherwise. In one case, reorganization
resulted in a healthy lifestyles group and a
greater focus on health promotion by the
nursing division. In other cases, the heart
health demonstration projects accelerated
the activities of health units by providing
expertise and resources and by encouraging
political advocacy and media strategies.

A major internal organization issue was
the extent of the shift away from tradition-
al divisions to more flexible multi-discipli-
nary programmes with integrated staff and
resources. This was most evident in units
where healthy lifestyles programmes had
been established drawing upon staff from
various areas (tobacco, nutrition, physical
activity and social marketing) to share
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TABLE I
Facilitators and Barriers

Facilitators and Barriers to Predisposition

Facilitators # of Weighted Barriers: Lack of… # of Weighted 
Mentions Score Mentions Score

g gg

1. Collaboration with other agencies 65 161 1. Collaboration with other agencies 59 136
2. Support from administrative leadership

(e.g., Board of Health, Medical Officer of Health) 49 132 2. Support from administrative leadership 44 110
3. Staff involvement and commitment 42 115 3. Community interest or involvement 35 80
4. Directive from Ministry of Health 19 51 4. Priority of heart health within the health unit 26 67
5. Community requests 19 47 5. Collaboration within the health unit 20 55

Facilitators and Barriers to Capacity

Facilitators # of Weighted Barriers: Lack of… # of Weighted 
Mentions Score Mentions Score

g gg

1. Financial and material resources 59 154 1. Financial and material resources 150 376
2. Staff experience, knowledge and skills 54 108 2. Number of staff 71 184
3. Staff positions dedicated to heart health 35 97 3. Staff positions dedicated to heart health 65 153
4. Availability of research data 35 93 4. Co-ordination 38 90
5. Links with community agencies 34 86 5. Research data 31 72



responsibility for integrated heart health
initiatives. Such changes have promoted
comprehensive planning and program-
ming, in increased collaboration, staff spe-
cialization, and improvements in commu-
nity relationships.

Barriers
Six main barriers emerged from the

interviews: changing roles and organiza-
tional structure; access to the community;
resources; programme evaluation; leader-
ship; and the priority of heart health.

Organizational and staffing changes can
cause tension because of a lack of under-
standing about heart health programming
and a reluctance to assign it greater priori-
ty. This was reflected in insecurity about
the implications of change and possible
conflicts over who was responsible for
what. There were mixed views about a
solution with the balance of opinion
favouring a wait and see attitude recogniz-
ing that changes are ongoing and tensions
may be temporary. In fact, we were
encouraged to return at a later date to
reassess progress towards a new equilibri-
um.

In the larger, and more rural, areas, dis-
tance is the primary access barrier, although
lifestyle issues are also important (e.g., in
the farming community). In metropolitan
areas, the barriers are more social, cultural
and linguistic due to the diversity of the
groups in the community and associated
differences in (heart) health beliefs and pri-
orities. The urban lifestyle of the com-
muter population can be problematic
when it creates a reluctance to commit
scarce time at home to public health
involvement.

Shrinking resources produced insecurity
and tension due to competition between
groups within health units and decreased
collaboration due to turf protection.
Concern was expressed that across-the-
board cuts have meant that the remaining
resources are spread too thinly over a wide
range of programmes. Some felt that popu-
lation health programmes, including heart
health, were particularly vulnerable to
resource reduction, because of their recent
addition to the health unit mandate and
because the benefits are difficult to estab-
lish in the short run given the lag time

between lifestyle change and measurable
changes in heart disease rates. More specif-
ic concerns were the limited funds avail-
able to staff for conferences and the ten-
dency to limit efforts to work with harder-
to-reach groups in the community.

Programme evaluation was perceived as a
barrier because of the difficulty of measur-
ing behaviour change and linking this to
population (heart) health change. For the
advocate of heart health, there is the uncer-
tainty of not knowing whether specific
activities make a difference and therefore
warrant continuation, and for the skeptic,
the effectiveness of allocating diminishing
resources is questionable, especially as
financial accountability becomes the politi-
cal watchword. The problem is com-
pounded when staff lack training in evalua-
tion methodology. A common dilemma is
whether to focus on process or outcome
evaluation. For outcomes, the question is
whether to concentrate on shorter-term
attitude and behaviour change or longer-
term changes in disease incidence and
prevalence.

Leadership was a barrier in the few cases
where there were major changes in senior
management. The result had led to a lack
of direction, inconsistent priorities and an
absence of a credible authority in the com-
munity. Where leadership was equivocal
about the merits of non-traditional pro-
grammes, staff capacity and predisposition
to support heart health were constrained,
indicative of the sometimes difficult transi-
tion from traditional programming to pop-
ulation (including heart) health initiatives.

Heart health as a low priority was more
commonly perceived to be a barrier in the
community than within the health unit
(e.g., resistance to tobacco control in
tobacco-growing areas). Social, especially
poverty, problems generate community
priorities in which food security and ade-
quate shelter take precedence, and skepti-
cism is expressed about health promotion
efforts which do not directly address these
fundamental needs. Low priority for heart
health demands considerable staff effort to
inform the public of potential risks.
Lifestyle issues can be seen as superfluous
while more conventional public health
programmes are viewed as the proper way
to spend health care dollars.

CONCLUSION

This study combined survey and inter-
view data to determine the factors per-
ceived by public health department staff to
facilitate or impede their collective predis-
position and capacity to engage in heart
health promotion. This focus reflects the
central role of public health agencies in the
delivery and dissemination of health pro-
motion programmes1-3 and the provincial
mandate for Ontario public health depart-
ments to expand their involvement in heart
health. Their role is changing in response
to population health and community-
based approaches to health promotion.15,21

It remains to be seen how this role will
evolve in light of the changing political
context of public health in Ontario (e.g.,

fchanges in leadership, the downloading of
funding to municipalities, and the revision
of mandatory guidelines).

The findings reveal factors perceived as
facilitating or impeding heart health pro-
motion which align quite closely with
those previously identified in the health
promotion literature,15 notably leadership,
staffing, resources, internal organization,
relationships with partner agencies, and
characteristics of the local community.
Diversity among the health units reflected
external (e.g., economic and sociocultural
characteristics) and internal (e.g., organiza-
tion and leadership) factors. The former
supports an ecological view of health pro-
motion,4-6 central to which is the extent
that heart health has been integrated in the
department’s overall mandate; an issue
which underscores the importance of orga-
nizational dynamics in response to shifting
public health priorities.1-3 The value added
by the interview data is their ability to
reveal how and why facilitators and barri-
ers operate in local context, for example,
the somewhat counter-intuitive finding
that financial constraints can operate as a
catalyst for collaboration among agencies.

The results have been given to all 42
health units and to allied public health
agencies together with other results drawn
from both the SCAN and the interviews in
the form of an implications report.22 The
information has been well received and is
being used to guide the planning of heart
health activities, thereby linking the scien-
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tific and programmatic objectives of
CHHIOP and more broadly linking sci-
ence and public health practice.
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Research Proposals

The Medical Services Branch is currently accepting research
proposals contributing to the prevention and control of tuberculosis
among Aboriginal peoples in Canada.

The selection process will be based on the degree of participation
of Aboriginal people and of respect for culture, values, beliefs and
traditions. This request for proposals is open to all groups
participating in research.

Printed proposals must be received by Health Canada no later
than March 1, 1999. Research projects must begin April 1, 1999
and be completed by March 31, 2000.

Candidates must submit a printed copy of their completed
proposal. Proposals should include the primary investigator, and
a description of the objectives, methods, budget, and timeline. 

Please send proposals to 
MSB Advisory Group for the Elimination of Tuberculosis 
c/o Beth Kwavnick
Jeanne Mance Building
Postal locator 1920D, Tunney’s Pasture
Ottawa, ON     K1A 0L3

Projets de recherche

La Direction générale de services médicaux (DGSM) accepte présentement
toute proposition de projet de recherche cherchant à contribuer à la
prévention et à la lutte contre la tuberculose chez les peuples autochtones
du Canada.

Le processus de sélection sera fondé sur le degré de participation des
autochtones et le respect de leur culture, valeurs, croyances et traditions. Cette
demande de propositions de projets s’adresse à tous les groupes qui
s’engagent à la recherche.

Les candidats doivent soumettre une version imprimée de leur proposition
finale, laquelle doit comporter le nom du chercheur principal ainsi qu’une
description des objectifs, des méthodes, du budget et de l’échéancier du projet.

Santé Canada doit recevoir votre demande avant le 1er mars 1999. Le projet
de recherche doit débuter le 1er avril 1999 pour se terminer le 31 mars 2000.

Prière de faire parvenir votre demande au
Groupe consultatif de la DGSM pour l’élimination de la tuberculose
a/s Beth Kwavnick
Immeuble Jeanne Mance
Indice d’adresse : 1920D, pré Tunney
Ottawa (Ontario) K1A 0L3 




