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Abstract

Cardiovascular disease remains a leading cause of death and disability in North
America. Research has delineated the nature of CVD and indicated that the modification
of individual risk factors along with the broader components (i.e. policy development,
environment, organizational structures, etc.) will decrease the mortality/morbidity rates
and subsequently enhance heart heaith. A new direction in health care evolved — health
promotion. This concept emerged as a comprehensive strategy to countervail CVD
within a community-based focus. The intent of this thesis was to identify health
promotion principles and determine the emphasis and organization of these into a
community-based heart health promotion program design. The information from an
analysis of three past health promotion programs (North Karelia, Pawtucket, and
Coalfields) along with the opinions from seven Canadian experts were juxtaposed to
incorporate the principles within the four phases of a program including the practical

considerations necessary to effect positive changes in cardiovascular health.
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Chapter One: Heart Health

Introduction

Cardiovascular disease (CVD) is the leading cause of death and disability in
North America. The rising cost of disability, absenteeism, and lost productivity is
immense as chronic diseases such as CVD take a commanding lead over other forms of
acute causes of death and illness. This deep concern has spurred efforts to solidify the
identification of factors contributing to this disease and to determine methods of
preventing these factors from having even greater impact. Research indicates that the
modification of certain individual aspects of health (i.e. knowledge, attitudes, and
behaviors), along with the interaction of these with other components (i.e. the physical,
economic, and social environments; education and economic status; support systems;
organizational structures; governmental policies, etc.), will substantially decrease the
onset, prevalence, and mortality rates of CVD and subsequently enhance cardiovascular
health (i.e. heart health). As a consequence of this research, a fascinating new direction in
health care has evolved, blossoming into a health promotion challenge. The focus on
disease prevention and health promotion was initiated in the 1970’s and has provided a
foundation upon which current heart health initiatives have been built and which will
serve to support future initiatives. The community itself has become the center of focus in
hope of instituting widespread changes on different levels (individual, community,
policy, and organizational).

The purpose of this thesis is threefold. The first step will be to identify the
principles of health promotion that are important in establishing the foundation for a

successful heart health program. Second, a comprehensive evaluation will be done on



three past heart health programs, i.e. North Karelia (Finland), Pawtucket (USA), and
Coalfields, (Australia). These will be discussed within the realm of the previously
delineated health promotion principles. Next, several Canadian expert heart health
program planners will be contacted and asked to participate in a survey which will help to
determine the soundness of the principles and the fit of these principles within program
design. The outcome of this thesis will be the identification of health promotion
principles, the subsequent organization of these principles into the design of a
community-based heart health program, and consideration of the practical components

necessary to effect positive changes in cardiovascular health.

Heart Health and Cardiovascular Disease

In many countries, the rate of CVD is in decline, and the world now has the
means and knowledge to prevent heart attack and stroke from reaching epidemic
proportions in regions that have not yet been badly affected (Catalonia Declaration,
1995). Canada is one of the countries that has experienced a decline in CVD. Statistical
projections indicate that Canada has avoided appreximately two million cardiovascular
events between 1970 and 1992 (Catalonia Declaration, 1995). The reduction in
cardiovascular mortality appears to have been largely attributed to a population-wide
decline in the level of risk factors rather than better medical management. However, there
is no guarantee that this trend will continue if appropriate measures are not taken to

sustain it.



The Nature of Cardiovascular Disease

CVD occurs when fatty deposits build up in the blood vessels (i.e. atherosclerosis)
and impede the flow of oxygen and nutrients to the heart. As these deposits accumulate,
the vessels get narrower and lose their elasticity, forcing the heart to work harder and
reducing the blood flow to the heart muscle. Prolonged heart disease may result in heart
attack, stroke, or hypertension. To date, considerable progress has been made in
identifying the multiple factors that place individuals at risk for developing CVD.

The hallmark of this disease is its multi-factorial nature. Risk factors are divided
into two categories: non-modifiable risk factors, including heredity, age, gender, and
compounding iliness; and modifiable risk factors including cholesterol levels, levels of
physical activity, blood pressure, smoking, weight, stress, nutrition, and social support.
These elements are considered modifiable, indicating that through positive individual
lifestyle change the risk for heart disease will decrease. It has become clear that
individual lifestyles contribute significantly to health and wellbeing (Heart and Stroke,

1995).

Evidence
Between 1986 and 1992, ten provincial heart health surveys were carried out in
Canada (Heart and Stroke, 1995). The results were astonishing. In 1990, almost 40
percent of all deaths were attributed to CVD. The following tabie (Table 1) depicts the

impact of CVD in terms of cost to the healthcare system:



Table 1: Relative Costs Spent on the Effects of CVD

COSTS AMOUNT

ital days 8 million days

' | 18 million visits

i 20 percent of all Disability costs
ts:’| 1in 5 dollars

=71 10 percent of all Medical costs

The following table (Table 2) shows the rising concern about the potential effects

of CVD. The survey indicates that the risk for CVD remains markedly prevalent.

Table 2: Percentage of Population with Selected Risk Factors

RISK FACTORS PERCENT OF POPULATION WITH
| ' SELECTED RISK FACTORS

THER RISK FACTORS
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Interestingly, by 1995, the percentage of all deaths attributed to CVD decreased to

38 percent (Hearxt and Stroke, 1995). This reduction may seem small, but the implications
are enormous. This reduction in CVD mortality appears to have been largely attributed to
a decline in the prevalence of risk factors (Catalonia Declaration, 1995 & Heart & Stroke,
1995). Given the remarkable findings and the advancement of scientific knowledge, there
now exists the potential to create a national environment in which many cases of heart
disease and stroke could be drastically reduced. The primary challenge now is to maintain
this trend while initiating further developments in cardiovascular health.

One strategy found to be successful in the modification of CVD risk factors is
Health Promotion. This strategy, though, has existed in some form or another for
decades. It has now developed into a successful concept that allows for the incorporation
of all factors of health and CVD risk factors along with the integration of broad spectrum
factors (i.e. ecomomic, political, etc.). The effort to develop the concept of health
promotion into a working priority of health care is seen in the use of health promotion
principles in various community-based programs (i.e. North Karelia, Pawtucket, and
Coalfields). The utilization of health promotion principles is illustrated in community-
based programs where a priority is placed on one notable health condition that requires
immediate intervention — heart health. Further delineation of these health promotion
principles will be discussed in chapter three in keeping with the goals of this thesis. The
next section will explore how heart health and the use of heaith promotion come together

to battle the issue of cardiovascular disease.



Heart Health Promotion in Community Programs

Health promotion breathes life into risk reduction and lifestyle change as a focus
for altering the consequences of chronic diseases such as CVD. The complexity and inter-
relatedness of CVD risk factors demands an overall change in individual lifestyle which
is supported by policy, environment, and social changes (Elder, Schmid, Dower, &
Hedlund, 1993). Heart health programs that reflect the principles of health promotion and
which are focussed at the community level will have far-reaching effects (Proceedings of
the 1988 Summer School, 1988). The numerous benefits to incorporating a community-
based focus will be discussed in this section along with the rationale of reviewing the
achievements demonstrated through several community-based heart health programs in
the past, i.e. North Karelia (Finland), Pawtucket (USA), and Coalfields (Australia).

First, placing the concept of health promotion into a community context allows
for the complete integration of heart health as a definite advancement towards achieving
positive well being. Heart health will have a high degree of public acceptance as a
positive health issue and therefore help people understand what health promotion means
in practical terms (Proceedings, 1988). Activity at the community level will contribute to
the public health movement by shifting the emphasis from a clinical treatment focus to
community-based health promotion.

Second, people, and their behaviors, are dramatically influenced by their
surroundings, thus, individuals and their communities cannot be considered as separate.
As well, the complexities and inter-relatedness of CVD augments this fact. A determined
and well-conceived intervention can have a major impact on health, wellbeing, and risk

factors. A fundamental assumption is that such a development leads to reduced rates of



CVD, increased positive health status of the population, and a favorable health
environment (Williams, 1992).

Third, incorporating a community involvement approach has been deemed an
effective means of achieving moderate success rates in terms of risk factor and lifestyle
changes (Glanz, 1997, Farquhar, 1978, Fincham, 1992, & Williams, 1992). It allowed for
active participation on numerous levels that may eventually serve to alter community
perspectives on lifestyle changes and behavior change. It encouraged commitment from
various sources and therefore contributed to sustainability. Glanz (1997) also identified
numerous benefits of the community-based approach. Such an approach was able to
affect change in the social milieu of people, to better integrate interventions into the
entire community, to ensure longevity of change, and to enable the researchers to create a
higher level of comprehensiveness.

What has been done in the past (North Karelia, Pawtucket, and Coalfields) is not
only of interest but of great significance to the progress of health promotion. The
experience gained from these programs show us how to apply health promotion concepts,
principles, and strategies to our community-based heart health programs (Proceedings,
1988).

It is assumed that each project provides insight into their weaknesses and
challenges, their recognized priorities, and varying degrees of success. By analyzing each
past heart health project and coordinating their positive aspects while providing for ways
to counteract the challenges that were confronted, a practical model for the application of

health promotion principles can be developed. In this way, the valuable learning gained



8
from individual projects be brought together to create a versatile, comprehensive program

to assist in the enhancement of cardiovascular health.

Purpose of Thesis

The purpose of this thesis was to identify the health promotion principles and
determine the placement of the health promotion principles within the phases of a
successful heart health promotion program (i.e. Assessment, Planning, Implementation,
and Evaluation).

The principles were developed from a systematic analysis of several key
documents that contributed to the development of the concept of health promotion. In this
manner, the information was compiled to ascertain comprehensiveness and ensure that all
dimensions of health promotion were addressed. The arrangement of the principles into
the four program phases was done through a combined use of two sources. First, a
comprehensive historical evaluation of the experience of past heart health projects of
North Karelia (Finland), Pawtucket {United States of America), and Coalfields
(Australia) was done. Then, a questionnaire was issued to current Canadian heart health
experts regarding their experience and knowledge within the field of heaith promotion.
The intent was to consider the principles individually within the specific phases to ensure
that the concept of health promotion was fully incorporated. In doing so, this would bring
to the forefront the concept of health promotion and ensure that it not only formed the
basis for program design, but was also continuously maintained throughout. Hence, the
organization of the principles into the phases would serve as a template outline for future

heart health promotion program designers to follow.



Research Question

What are the necessary health promotion principles in a community-based
program, which, if applied, could begin to effect positive changes towards

cardiovascular health?

Thesis Design

The foundation for this thesis relied on accurate description of the health
promotion principles. In order to delineate such principles, a comprehensive analysis was
required of the documents underpinning the concept of health promotion. The outcome
was nine health promotion principles that would serve as the basis for the description and
analysis of the three past programs, analysis in the questionnaire, and ultimate outline for
use in heart health promotion program design.

Generally, any program development has four phases. These are Assessment,
Planning, Implementation, and Evaluation. For the purposes of this research, the
description of the past projects occurred in terms of the above stated phases. Following
this, there was a systematic analysis of each of the past project’s use of the delineated
health promotion principles.

Next, a questionnaire was created and dispersed to heart health promotion experts
of each Canadian province to obtain their perception of the validity of the health
promotion principles. As well, their insight into the fit of these within a heart health
promotion program based on their experience and understanding of the needs and special
considerations of their population was obtained. Upon acquisition of the questionnaires,

analysis of the data consisted of three components. First, there was a discussion regarding
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the accuracy of the principles. Next, a comparison of the respondents’ opinions combined

with the results of the review of the three past programs was done to ascertain the fit of
the principles into the program phases. Lastly, the practical components of a program
were discussed according to the experts and the experience of the past programs.

The outcome of this thesis was the determination of the necessary emphasis of the
health promotion principles, the organization of these principles into the development of
a community-based heart health promotion program, and the practical components
needed within a heart health program that would effect positive changes in cardiovascular

health for Canadians.

Definition of Terms

The following is a list of terms and their definitions used throughout this thesis.

Health — can be defined as a state of complete physical, mental,, and social
wellbeing. It is the extent to which an individual, or group is able, on the one hand, to
realize aspirations and satisfy needs, and, on the other hand, to change or cope with the
environment. Health is seen as a resource for everyday life, not the objective for living; it
is a positive concept emphasizing social and personal resources, as well as physical
capabilities (World Health Organization, 1986). This definition can be viewed as a multi-
dimensional phenomenon, with multiple determinants, one that can be defined by its’
positive rather than negative aspects (Green & Raeburn, 1988).

Health Promotion —can be defined as the process of enabling people to increase
control over, and improve their health. It represents a mediating strategy between people
and their environments, synthesizing personal choice and social responsibility in health to

create a better future (Labonte, 1992). From an operational standpoint, it can be defined
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as the combination of educational, organizational, economic, and environmental supports

for action conducive to health (Green & Raeburn, 1988).

Community — generally defined as a group of persons with a shared identity and
a sense of collective purpose (Labonte, 1992). It also includes social, cultural, and
political interdependence (Elder, et al., 1993).

Cardiovascular Disease (CVD) — diseases effecting the heart and related
circulatory system, including coronary artery disease and hypertension, that may lead to
heart attack or stroke resulting in permanent disability or death (Heart and Stroke
Foundation, 1995). This may also be referred to as heart disease.

Atherosclerosis — the build up or accumulation of fatty deposits within the
coronary arteries impeding the flow of oxygen and nutrients to the heart that may result
in heart attack (heart & Strohe, 1995).

Heart health — a positive concept referring to the process and outcome of
enhanced health through actions directed at reducing the risk to CVD which in turn,
effect other aspects of life.

Empowerment — a process of helping people to assert control over the factors
which affect their health and to enhance people’s belief in their ability to change their
own lives (Airhihenbuwa, 1994). This is accomplished by providing access to
information, supporting community leadership in decision-making practice, and assisting

in overcoming obstacles (Robertson & Minkler, 1994).
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Chapter Two: Methods and Procedures

Introduction

This chapter sets out the methods and procedures followed thromghout this thesis.
The research question was intended to discover two types of informatio-n: the accuracy of
the identified health promotion principles and the fit of these principles in the design of a
heart health promotion program (assessment, planning, implementation, and evaluation
phases). To answer this question, there were three identified steps. The first step was a
delineation of the health promotion principles. Second, these principles ‘were used as a
basis for the analysis of three past heart health programs. Next, a questionnaire was
developed to obtain current expert opinion as to the accuracy of the healith promotion
principles and the emphasis of these into a heart health promotion program. The
information collected would then be analyzed based on the experts’ assertions and
comparisons made with the historical experience of the past programs. The outcome was
a general model for future health care professionals to follow when desi gning a heart

health promotion program in the battle against cardiovascular disease.

Research Question
The fundamental question which this study was designed to answer is as follows:
What are the necessary health promotion principles in a successful
community-based heart health promotion program which, if applied, could begin to

effect positive changes towards cardiovascular health in Canada?
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Overview of Methodologies and Procedures

The following represents, in a step-wise sequence, the methods and the

procedures followed in the research process.

1. Identification of health promotion principles which resulted from review
of major national documents — Ottawa Charter, the Framework, and an
Action Statement for Health Promotion.

Although these three documents were found to be invaluable, it should be
recognized that many other sources were also reviewed in the identification of the health
promotion principles. This included examining the historical development of the concept
of health promotion, reviewing the outcomes from other community-based health
promotion programs, and exploring numerous papers, articles, and texts that deemed to
further clarify the concept of health promotion. An examination of these key sources
enabled the identification, description, and rationale of nine strategic health promotion
principles.

2. Identification of three widely recognized successful heart health

programs — North Karelia (Finland), Pawtucket (United States of
America), and Coalfields (Australia).

There are many valuable community-based heart health promotion programs that
have been conducted with varying degrees of emphasis on health promotion. However, it
was most practical and beneficial to choose these three particular trials due to the variety
in population groups, varying emphasis of the risk factors of cardiovascular disease, and

the evaluation that has been done. Together, these programs have contributed to future

development of heart health programs.
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North Karelia was chosen because it was the first of its kind to incorporate more

that one risk factor, utilize theories that went beyond changing individual behaviors,
operate within a population, and had the longest follow-up evaluation. Pawtucket was
chosen because it involved an interesting perspective through the use of volunteers while
emphasizing modifying risk factors at multi-levels. Coalfields was chosen because
Australia has been a world leader in creating health as a priority at governmental levels.
Together, these programs would offer a multitude of information regarding their
challenges, strengths, weaknesses, and outcomes. This information can then be tied
together to create a versatile, comprehensive program to enhance heart health.

3. Analysis of the three heart health promotion programs in terms of the

assessment, planning, implementation, and evaluation phases.

Generally, any program development has four phases — assessment, planning,
implementation, and evaluation. For the purposes of this research, the description of the
past projects occurred in these phases. Initially, though, background information was
presented in order to provide additional understand towards the underlying perspectives
and how this effected the manner in which the programs evolved, designed, and
implemented.

4. Analysis of the identified heart health programs in terms of the health

promeotion principles.

The previously identified health promotion principles were used as a basis for the
analyses of these programs. This was in keeping with the goals of the thesis, which was
to determine the fit, emphasis, and utilization of the principles within a community-based

heart health promotion program. The information then provided the basis for comparison
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with the expert testimony. This would ensure that the invaluable experience of the past

along with the contribution of current perspectives would be incorporated in the future
development of heart health promotion programs.

5. Creation of a draft of an open-ended questionnaire survey designed to

elicit responses as to the relative importance of the above principles and
their appropriateness in creating, organizing, and implementing a
community-based heart health promotion program.

The development, pilot, revision, and data collection portion of this thesis will be
further addressed in a later section (chapter seven). The following steps will be outlined
here.

6. Establishment of a pilot study to examine the content and construct

validity of the draft questionnaire (this procedure involved the

identification of recognized authorities on the implementation and
operation of heart health programs).

7. Revision of the questionnaire based on the responses provided by the
pilot study respondents.

8. Determination of the study sample. The respondents were comprised of
recognized Canadian authorities in the area of heart health promotion
programs.

9. Telephone contact with the potential study participants to explain the
nature of the study and to request their involvement.

10. Mail out of questionnaire and executive summary with subsequent
telephone follow-up.
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11. Analysis of questionnaire responses along with a comparison with the

experience of the past programs. This analysis was organized into three
sections.

Part A was focused on the accuracy of the health promotion principles. The
comments were discussed and subsequent modifications were made. Part B was directed
at the organization and emphasis of the principles within a program design (i.e.
assessment, planning, implementation, and evaluation). This included a comparison of
the respondents’ opinions combined with the results of the review of the three past
programs. Part C discussed the experts’ comments regarding the inclusion of practical
components considered a priority as well as the important components collectively found
in the analysis of the past programs.

12. Compilation of all data into a general model which utilizes health
promotion principles within the realm of heart health and community-
based programs for the use in a Canadian population.

The final cutcome of this thesis was the compilation of all data — identification of
nine health promotion principles, contributions of the three past programs, and expert
testimony in the creation of an outline for the development of future heart health
promotion programs. Thus, the research question, which asked to determine the accuracy
of the identified health promotion principles and the fit of these principles in the design
of a heart health promotion program, was achieved.

The next chapter is directed at the literature review involved in the identification

and rationale of the health promotion principles which will provide the basis for analysis

of the three past heart health programs.
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Chapter Three:
Health Promotion and Health Promotion Principles

Introduction
Recent developments have placed a renewed emphasis on the value of health and
wellbeing emanating within all levels of society (i.e. from individuals to governmental
institutions). The following section will address the evolution and development of health
promotion as a distinct strategy in the achievement of positive health. The outcome will
be the identification of nine principles of health promotion deemed necessary in the

creation of successful health promotion programs.

Evolution

“Health Promotion” is not a new concept; rather, it has evolved from a health
education approach and developed into a new direction for health care. The first notable
example of this occurred in the late 1880’s. Ontario established a provincial Board of
Health whose objectives were the dissemination of written information regarding sanitary
conditions. By the time World War I came to an end, a Canadian federal educational
venture was implemented for the control of venereal diseases. These actions were among
the first to influence the creation of health education programs within several Canadian
provinces directed at releasing health information to the public (Badgley, 1994).

After some initial concerted efforts, issues arose questioning the benefits of these
practices in terms of quantifiable morbidity/mortality statistics. The first symposium on
health education was held in 1961 to assess the issues of evaluation techniques and other

methods for the diffusion of information (Badgley, 1994). The fulfiliment of these goals
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was sidetracked until the 1970’s when health education was reintroduced as health

promotion. The initial use of the latter term was mainly in reference to lifestyle
behavioral models.

The new emphasis spurred the writing of a paper entitled “A New Perspective on
the Health of Canadians” in 1974 issued under the name of the Minister of Health and
Welfare Minister, Marc Lal.onde. This approach expanded the use of behavioral
education programs to include within them a strategy that was aimed at informing,
influencing, and assisting individuals and organizations to accept more responsibility for
and be more active in improving their mental and physical health. The initiative
developed the definition of health to include four elements: biology, lifestyle,
environment, and health care. This health promotion strategy was aimed at predominantly
changing individual behaviors. Government-initiated lifestyle marketing campaigns and
an emphasis on wellness in terms of nutrition, stress management, and exercise
transcended all other interrelated factors later found to affect health in a more global
manner.

Despite the fact that healith professionals were unable to fully pursue the Report’s
recommended strategies, the Report itself encouraged the initiation of new perspectives
by drawing attention to the fact that health was more than absence of disease. This was,
in fact, a huge step toward future identification of a conceptual model of health
promotion and laid the groundwork for further development of this concept. Although the
development was restrained due to the political atmosphere of the time, the seeds for
future development were planted. These seeds would form the structural and

philosophical basis upon which the conceptualization of health promotion emerged.
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In 1978, an international conference was held in the Republic of the Soviet Union

that was sponsored by the World Health Organization (WHO). The outcome led to an
emphasis on the concept of primary health care as the fundamental means of attaining the
goal of “Health for All by the year 2000” (Community Health, 1990). This meant
achieving an equitable distribution of health resources to enable people to attain a level of
heaith that would permit them to lead more socially and economically productive lives.
The report challenged all participants involved to develop their health services to

progress towards this international perspective and goal.

Particularly in Canada, health professionals have paved the way towards
determining practical methods of achieving this goal. One particular methodology is that
of health promotion. From an historical perspective, the developments within health
promotion represent substantial accomplishments towards achieving health for all and an
enhanced form of wellbeing. Paradoxically, the gains made during the 1970’s were
limited by the constraints of governmental action despite public endorsement. The next
section will review recent developments and achievements within health promotion.
Given these advancements, nine principles have been developed that will serve as a

primary point of analysis within this thesis.

Development
A transition occurred in the field of health promotion during the 1980’s. While
much of the emphasis in the 1970’s had been on education, the term “promotion” was
used to connote a wider range of meanings including government regulation, community
participation, and basic changes to the social structure. Education took an advocacy role,

and in 1986, two foundational documents were published in an attempt to revive and
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strengthen the concept of health promotion (Ottawa Charter and The Framework). Later

in the mid-1990’s, a new document was developed to revive the concept of health

promotion in the face of changing perceptions within health care (Action Statement).
First, in furthering the commitment to the goal of Health for All, health

professionals in Canada worked in conjunction with the WHO to sponsor a conference

held in Ottawa in 1986. The outcome was a revolutionizing document entitled the

“Ottawa Charter”. Five issues predominated:

build%ng healthy public poliCy;

creating supportive environments;

strengthening community action;

personal skills; and
re-orienting health services.
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The “Ottawa Charter” (1986) extended the conceptual framework and identified
other elements basic to health promotion. It identified determinants for health reaching
far beyond the scope of individual physical health. The determinants of health were
delineated as peace, shelter, education, food, income, a stable ecosystem, sustainable
resources, social justice, and equity. Based on this explicit denotation, seven strategic
principles were established, which will be discussed further in the following section.

The second document, also released in 1986, was entitled “Achieving Health for
All: A Framework for Health Promotion” (The Framework). The Framework (1986)
emphasized the purpose of health promotion and identified similar strategies aimed at
furthering the quality of health and health promotion for Canadians. It identified
challenges that confronted health promotion in the face of the changing health of
Canadians, such as the increase in chronic diseases and the incredible costs facing the

health care system. Three mechanisms intrinsic to health promotion were stated: self-
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care, mutual aid, and the creation of healthy environments. In order to achieve these

goals, three strategies were proposed: fostering public participation, strengthening
community services, and coordinating healthy public policies. All these concepts fit into
a framework that offered a pragmatic means for achieving health for all. This led to the
beginning of the acceptance of health promotion as a new conceptualization within which
health was broadly defined. Health was now recognized as permeating every aspect of
life:
Health can be defined as a state of complete physical, mental, and social
wellbeing. It is the extent to which an individual or group is able, on the one hand,
to realize aspirations and satisfy needs, and, on the other hand, to change or cope
with the environment. Health is seen as a resource for everyday life, not the

objective of living; it is a positive concept emphasizing social and personal
resources, as well as physical capabilities.
(WHO, 1986, p. 73)

Moreover, this new health promotion movement introduced a new language and
new ideas about what constitutes health and about how health promotion efforts should
be delineated to achieve health. The prominent features of the health promotion
movement include the following:

1. abroadened definition of health and its determinants;
2. placed emphasis on individual lifestyle strategies to achieve health for broader social
and political strategies;
3. embraced a concept of empowerment;
4. advocated the participation of the community in identifying health problems; and
5. provided strategies for addressing these problems.
(Robertson & Minkler, 1994)
These documents did much to stir the debate and to raise uncertainty about the

principles upon which health promotion was originally based. Since this time, the

conceptual premise of health promotion has again been called to the forefront. In 1992,
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Ronald Labonte declared that there was not a specific, all-encompassing definition of

health promotion. Rather, he stated that there were basic principles founded in the Ottawa
Charter that enabled some consensus among professionals in this field (Labonte, 1992).
Health promotion can be defined as the process of enabling people to increase
control over, and improve their health. It represents a mediating strategy between
people and their environments, synthesizing personal choice and social
responsibility in health to create a better future.
(Labonte, 1992)
The third influential document was released in 1996. An “Action Statement for
Health Promotion” was distributed to characterize the efforts of health promotion to date,
given that the political and health climate had changed direction since the 1980°s. This
document, as well, delineated principles that were described in relation to specific
priority areas for health.
Despite the extensive oral and written debate about the concept of health
promotion, the original foundational and revolutionizing documents continued to provide
support for the persevering effort to develop the concept of health promotion into a

workable pricrity of health care. The underlying principles of health promotion are set

out in the next section.
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Principles of Health Promotion

A comprehensive review has been conducted to develop a set of health promotion
principles. Based upon the results of the previous section, and for the purposes of further
analysis within this thesis, the following health promotion principles have been
recognized. These principles will subsequently be used as a practical basis for the
planning of strategies in the development of health promotion programs.*

1. HEALTH PROMOTION recognizes individual, social, and

environmental factors interacting to influence health.

It was the initial insight of Canadians that introduced the perspective that health
went beyond that of being free of disease and illness. Lalonde (1974) introduced the
concept that health was an interaction of three elements — biology, environment, and
lifestyle (social) — that worked together to influence individuals in their attainment of
enhanced health and wellbeing. Further developing this concept were documents such as
the Ottawa Charter (1986), Framework (1986), and Action Statement for Health (1996).
Though the Ottawa Charter and the Action Statement fully incorporate this view, it was
specifically the Framework (1986) that described three mechanisms intrinsic to heaith
and health promotion. First, se/f-care as it pertains to the decisions taken and practices
adopted by an individual for the preservation, protection, and improvement of health.
Second, mutual aid as it refers to the actions people take to help each other cope (social
support) in the promotion of physical and emotional wellbeing. Third, creating healthy
environments was intended to focus attention on the need to shape the conditions

conducive to developing good health. These mechanisms form the basis of health



24
promotion strategies. Thus, the health promotion approach offers considerable potential

and scope to meet the complex health challenges that face Canadians.

The intertwining of these elements have been utilized as an integral part of the
heart health promotion program. Over the past two decades, the increased interest in this
approach to the prevention of disease and the promotion of healthy lifestyles arose from
the realization that CVD risk factors are, to a great extent, determined by behaviors
shared by many individuals and that these behaviors are learned in a broad social and
environmental context (Paradis et al., 1995 & Bracht, 1999). Many antecedent heart
health promotion programs (i.e. North Karelia, Pawtucket, and Coalfields) relied on
modifying the connection between these factors. This is a critical perspective in the
establishment of a strong foundation for the development of heart health promotion
programs upon entering the next millenium.

2. HEALTH PROMOTION supports a "holistic" approach in which the
physical, mental, social, ecological, cultural, and spiritual aspects of
health are recognized.

As identified prior: HEALTH can be defined as:
. a state of complete physical, mental, and social wellbeing. It is the extent to
which an individual or group is able, on the one hand, to realize aspirations and
satisfy needs, and, on the other hand, to change or cope with the environment.

Health is seen as a resource for everyday life, not the objective of living; it is a
positive concept emphasizing social and personal resources, as well as physical

capabilities. (WHO, 1986, p. 73)

Out of this perspective evolved an approach to assist in attaining this state —

health promotion.
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Health Promotion can be defined as:

... the process of enabling people to increase control over, and improve their
health. It represents a mediating strategy between people and their environments,
synthesizing personal choice and social responsibility in health to create a better
future.
(Labonte, 1992)
Alongside the development of this “holistic” perspective of health and health
promotion, much has been discussed regarding the determinants of health. These include
education, social support networks, income, employment and working conditions,
physical environment, biology, personal health practices and coping skills, healthy child
development, and health services (Hamiiton & Bhatti, 1996 & Mustard & Frank, 1991).

This principle is especially concerned with the experiences of wellbeing in terms
of happiness, meaning, and purpose, as with their physical functioning (morbidity,
mortality, risks). Each aspect serves a purpose in forming the basis for a comprehensive
health promotion focussed program. CVD pervades one’s entire lifestyle. Changing
behavior, attitude, and knowledge regarding CVD will also serve to effect changes in
health in all other aspects of life. For instance, enhancing cardiovascular health may have
an impact on one’s mental health, which in turn, may influences one’s social, cultural,
and spiritual health. Therefore, this principle is an integral focus to maintain throughout
the development of a heart health promotion program.

3. HEALTH PROMOTION requires a long-term perspective. Time and
support are necessary to create awareness and build understanding of the
heaith determinants within individuals, communities, and organizations.

Working the expanded definition of health and health determinants into the

individual, community, organizational, institutional, and political arenas will foster the

awareness about the determinants of health. To maintain this perspective, support of



26
health promotion is needed to ensure the success of community-based heart health

promotion programs. Creating supportive environments (physical, economic, cultural,
and spiritual) that recognize the rapidly changing nature of society will ensure positive
impacts on the health of the people and consequently the health of the country (Hamilton
& Bhatti, 1996). Greater understanding among policy and decision-makers in all sectors
about the crucial role of the determinants of health, and the strong relationship of heaith
and prosperity, would ensure health promotion actions were more supported (Federal
Advisory Committee, 1994).

4. HEALTH PROMOTION necessitates a balance between central and
decentralized decision-making on policies that affect people’s lives where
they reside, in leisure, and work.

This principle is firmly grounded within the perspective that there should be a
strong emphasis on community benefits and public participation in problem posing and
policy decision-making. The definition of community participation is the social processes
whereby specific groups with shared needs living in a defined geographical area, actively
pursue identification of their needs, make decisions, and establish mechanisms to meet
those needs (Robertson & Minkler, 1994).

A new era of health promotion is emerging in heart health. It particularly focuses
on using the expertise and resources available from professionals, but also involves
people at the community level in a fuller and more participatory manner (Bracht, 1992).
A priority of health promotion is to strengthen community action so that the community
has the capacity to set priorities and make decisions on issues that affect their health
(Hamilton & Bhatti, 1996). Therefore, the most effective methods for health promotion

activities rely on the coalition of the people and groups in the community.
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5. HEALTH PROMOTION depends on a degree of multi-sectoral
involvement including support of the community, organizations,
businesses, and policy sectors. It bases its practice in the need to have
similar values and vision of a preferred future.

Health becomes the concern not only of the individual, but also becomes the
responsibility of the community sectors of which they are a part. There is the increasing
realization of the need for inter-sectoral cooperation at all levels (Labonte, 1992). It is
essential that each and all players take a leadership or partnership role in the particular
actions that best fit with their mandate, interest, ability, obligations, and sphere of
influence (Canadian Public Health Association, 1996).

CVD affects the country on numerous levels. Understanding the alarming effects
and out-stretched impact of the costs of CVD (in life lost, disability, and health care
costs) each sector has an important role to play in arresting this disease and subsequently
enhancing health and wellbeing. To have the potential for significant impact on the health
of the population, comprehensive inter-sectoral health initiatives must be developed

(Paper on Population Health, 1994). This collaboration across the sectors and in

conjunction with the active support of general public is essential for the success of these

health strategies.

6. HEALTH PROMOTION must draw on knowledge from social,
economic, political, medical, and environmental sciences as well as on
experiential knowledge.

Professionals and academics in various disciplines, are called upon to build

bridges both within their own community and outwards towards the private, public, and

voluntary sectors (Health and Welfare Canada, 1989). Health promotion advocates the

combination of educational, organizational, economic, and environmental support for
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actions conducive to health (Bracht, 1992). This merging of perspectives allows for an

integrated approach to health promotion. Further, this will assist in the move towards
choosing strategies conducive to enhanced health.

7. HEALTH PROMOTION utilizes the concept of empowerment as an
important strategy in achieving long-term changes and sustainability of
programs.

Health is significantly affected by the extent to which one feels control or mastery
over one’s life (Robertson & Minkler, 1994). For this reason, the new health promotion
movement places an emphasis on empowerment as a primary health promotion strategy.
Empowerment in health promotion is often defined as a process of helping people assert
control over the factors which affect their health and to enhance people’s belief in their
ability to change their own lives. (Airhihenbuwa, 1994). This suggests the notion of
partnerships between professionals and the community. Health professionals and experts
take the role of an enabler in the process rather than the leader by assisting individuals
and communities to articulate their health problems and identify the solutions. This is
accomplished by providing access to information, supporting community leadership in
decision-making practice, and assisting in overcoming obstacles (Labonte, 1992,
Robertson & Minkler, 1994, & Airhihenbuwa, 1994).

This principle is founded within the precepts of community development.
Community development can be defined as the voluntary cooperation and seif-
help/mutual aid efforts among residents which aim to improve physical, social, and
economic conditions of the community (City of Toronto, 1993 & Labonte, 1992). The
community development model of health promotion emphasizes the importance of

empowering communities to define and take forward measures to improve the health of
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their communities (Labonte, 1992). This can be actively achieved through the

participation in alliances working to change unhealthy living conditions, supporting
environments that promote healthy lifestyles, strengthening the capacity of the
community members to identify issues, and persuading politicians to implement change
(Canadian Public Health Association, 1996).

Community development is an effective vehicle by which health promotion can
take place - whether it is directed at policy, environment change, institutional change, or
personal skills development. At the heart of this process is empowerment of communities,
their ownership and control of their own endeavors and destinies. Concrete and effective
community action in setting priorities, planning strategies, and implementing them to
achieve better health will theoretically foster the long-term maintenance or
institutionalization of health promotion programs (Paradis et al., 1995, Green & Raeburn,
1988).

8. HEALTH PROMOTION emphasizes public accountability for costs,

activities, and effects

In times of fiscal constraints, the effectiveness of health initiatives must be proven
to ascertain scarce resources and continued funding. The importance of developing
comprehensive evaluation methods (using various variables) is emphasized as an integral
component of the health promotion program. The primary purpose of health promotion is
seen as the transfer of control of important resources in health, notably knowledge, skills,
authority, and money to the community (Bracht, 1992). Eventual sustainability of the
program will be needed as experts withdraw from the program and implementation

continues through community leadership.
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If there is broad public support for and participation in population health

initiatives, greater public understanding will be needed to provide the foundation for
informed public participation and in the setting of priorities that will have an effect on

Canadians (Federal Advisory Committee, 1994).

9. HEALTH PROMOTION advocates healthy public policy.

Policies shape how money, power, and material resources flow through society
and therefore affect the determinants of health. To date, most policies in the area o-f
health have supported healthy lifestyles (Canadian Public Health Association, 1996). The
rationale behind the strategy of coordinating healthy public policy is the belief that public
policies in general, act as incentives or disincentives to health (Health and Welfare
Canada, 1988).

Healthy public policy is distinguished from traditional medical care policy by
being ecological in perspective, multi-sectoral in scope, and participatory in strategy
(Health and Welfare Canada, 1988). The health promotion approach espouses the belief
that communication on health issues and the creation of structures to facilitate the process
of policy development are of utmost importance. The fundamental principle for policy
planning is to start where the people are and involve them throughout the process
(Bracht, 1992). Widespread public awareness and consultation are necessary components
of this perspective. This is especially true in upholding the health promotion perspective

in meaningful heart health promotion programs.

*Adapted from Ottawa Charter (1986), the Framework (1986), and Action Statement (1996)
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The effort to develop the concept of heaith promotion into a working priority of

health care is seen in the use of these principles in various programs (i.e. North Karelia,
Pawtucket, and Australia). These principles are illustrated in community-based programs
where a priority is placed on one notable health condition that requires immediate
intervention — heart health. The next section will explore how heart health and the use of

health promotion come together to battle the issue of cardiovascular disease.
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Chapter Four: North Karelia

Background

Cardiovascular disease (CVD) and lung cancer statistics indicated that North
Karelia in Eastern Finland had the highest mortality among the developed countries. In
1971, Parliament, voluntary organizations, and the community signed a petition “to
urgently undertake efficient action to plan and implement a program which would reduce
the greatest public health problem of the country” (Puska et al., 1985 p. 91). In response,
a panel of Finnish experts, international experts from WHO, Finnish authorities, and
North Karelia representatives met to outline the scope and recommendations for further
action. Based on this, the initial organization was established and the interventions and
evaluation methods were planned. From the beginning, the project was to be an action-
oriented program with evaluation and other research opportunities available. The value of
accurate baseline measurements was necessarily assigned a high priority and the initial
action was to establish measurement criteria and disease surveillance methods. In doing
so, the project was strengthened through the collaboration with WHO and other
international experts together with Finnish representatives. Once launched, a project field
office and local project advisory boards were set up with participation from various
community agencies. The primary objectives sought to create contacts for community
involvement, introduce awareness campaigns, develop materials and action plans, and
start local training. The original project was set for five years. However, the successes of
this community-based comprehensive heart health promotion program encouraged

persistent intervention and evaluation that continues today, twenty years later.
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*The following description is a compilation of the following references: McAlister,

Puska, Salonen, Tuomilehto, & Koskela (1982), Puska, Nissinen, Tuomilehto, Salonen, Koskela,
McAlister, Kottke, Maccoby, & Farquhar (1985), Puska, P., Salonen, J., Tuomilehto, J., Nissinen,
A., & Kottke, T.E. (1983), and Matarazzo, Wiess, Miller, & Weiss {1984).
Target Population

The target people can be described generally as having lower socioeconomic
status and high unemployment amongst an economy based on farming and forestry.
Medical resources as well as other services are dispersed and limited. The program to be
developed aimed at the entire Finnish population, but middle-aged men whose disease
and mortality rates were particularly alarming were targeted initially (See Table 3).

Table 3: CVD Incidence of Mortality/Morbidity in Finland
As Compared to the Rest of the World in 1969-71

| ~ Finland North Karelia Canada Japan United States |
{ Mortality 811 1000 616 98 699
[ Per 100,000

Goal
To reduce the incidence of cardiovascular disease through a community-based
program effecting change by:
> Decreasing serum cholesterol by way of dietary behavior change;
» Decreasing initiation and habit of smoking; and
> Enhancing identification of high blood pressure and increase adherence to treatment
regimes.

Other potential risk factors, such as physical inactivity, obesity, and type A

behavior were not prevalent in this area.
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Theory

Prior to the development of the North Karelia program, little was known about the
practical effectiveness of the behavior change theories that were found in the literature.
This limitation was a challenge to the planners. Their response was a decision to create a
model that included the theoretical constructs found in community organization theory,
behavior change model, communication — behavior change model, and diffusions of
innovations into a single framework. What was created and unique to North Karelia, is
known as the UNIFIED MODEL (see Appendix A for diagram).

The model was aimed at increasing knowledge, using persuasion, teaching
practical skills, and in providing the necessary social and environmental support for
performance and maintenance of behavior change. These strategies, in turn, were directed
at reducing the level of cardiovascular risk factors and thereby the rate of cardiovascular

disease.

Project Components
The practical framework for the development of the North Karelia project
contains three main components: planning, implementation, and evaluation. It is these
elements that were used in the original development of the program as well as to guide

the project during implementation and evaluation.

Assessment/Planning

North Karelia combined the stages of assessment and planning. The formal
assessment was included as an element within their defined planning stage to serve as a

baseline from which to evaluate and to guide the planning of interventions. The major
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elements were definition of objectives, community analysis, establishment of the project

organization, and preparatory steps. The objectives were created in a hierarchical
fashion. The overall goal of improved CVD health needs of the community led to the
development of a sub-level of objectives that were based on the epidemiological data
available regarding CVD. From there, the practical objecttves and intervention measures
were created underlying the planning of interventions.

Utilizing a community analysis approach was a priority within North Karelia’s
planning stages. Of particular importance was information collected on the
epidemiological data from the area, including morbidity/mortality rates of the different
health problems of the total population and of subgroups, and prevalence rates of possible
factors of disease in the target population. Additional preparatory information included
features of the geographical area, demography, and the socioeconomic factors of
community. For purposes of intervention style, information on various lifestyles,
community features influencing these behaviors, community leadership, social interaction
and community channels, and other relevant factors related to the social or behavioral
theories. The successes of the program also depended on support of the population,
therefore, information was obtained on how people viewed the problem and how they felt
about the possibilities of solving them. Local decision-makers and health personnel were
also approached to ensure their cooperation and ultimately program success. Lastly,
community resources and service structures were also considered before deciding on the
actual forms of program implementation.

The project organization comprised of a principle investigator, co-principle

investigators, a steering committee, and a coordinating center. This group was involved



in coordinating the field activities as well as research activities. In addition, a project

advisory board was set up to enhance community participation and render feedback.

Implementation

Interventions

Program Objectives

Community organization
Environmental change

1. Improved preventive services
2. Information

3. Persuasion

4. Training

5.

6.

Improved preventive services

The Finnish Health Care System provides primary care through the use of
community health centers governed by local communities. The objective of this
intervention was to identify persons at risk and to provide appropriate medical attention.
Hypertension (elevated blood pressure) and treatment adherence was identified as a
problem. Changes were induced by reorganizing preventive services rather than to
attempt to encourage the people of the communities to use the existing structures more
effectively. The media and community organizations spread the message that
hypertension was an important health interest and that individuals should participate.

This intervention increased the responsibility of the local public health nurses.
These responsibilities included integrating blood pressure screening, referrals,
surveillance and follow-up into the routine contacts with the people and also through
mass screening programs. New offices were established at the current health centers to

assist with this transition.

36
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Information

The program designers utilized elements primarily from the Communication
Behavior Change approach. Mass media was involved in educating the public about their
health and how to maintain it. Newspaper articles, bulletins, leaflets, posters, signs,
stickers and other educational materials, radio helped implement these principles. Groups
and organizations distributed materials at work or helped organize educational meetings

at worksites, schools, shops/places of commerce, volunteer organizations.

Persuasion

This concept is grounded in Diffusion of Innovation theory and Communication
Behavior Change Model. It was known that information alone can not change behavior.
Rather, people need to be persuaded and convinced ideas are socially acceptable and new
lifestyle choices are enjoyable. In keeping with theory, new ideas were communicated
through many different sources, to maximize perceived credibility. Endorsements were
granted from prestigious institutions like WHOQ, from opimion leaders, and from formal

and informal groups.

Training

While information and persuasion are often suffiecient to make simple behavior
changes, with complex changes it is not always easy. For instance, one objective of the
project was to encourage the addition of vegetables to ome’s regular diet. This requires
challenging long-standing traditions in shopping and preparation. This is similarly true
with smoking interventions. To assist with this challenge, McAlister (1982) declared four

necessary steps in initiating more complex changes. (1) Modeling — demonstrating new
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resources and action patterns (2) guided and increasing independent practice (3) feedback

(4) reinforcement.

Community Organization

This approach was important in keeping with the underlying belief that change
can not be maintained unless reinforced by social environment. Within the family,
support was created by involving the entire unit where possible — cooking, anti-smoking,
anti-hypertension regimes, coronary rehabilitation. Within the community, project staff
and the local heart association, identified community leaders. These people participated
in the Lay Leader program that involved training in the area of understanding risk factors,
suggestions on ways to encourage change, information on the new activities being
conducted and how to encourage participation. This training would then be practiced in

their day to day contact with people.

Environmental Change

The environment is a determining influence on behavior and may directly
influence health as indicated by the concept of Community Organization. Goals in this
area include increasing availability of low-fat food and introducing restrictions on
smoking. Assisting the local sausage factory in creating new type of sausage was one part
of this program. As well, the county dairy promoted consumption of low fat products and
even created some new ones. The indirect influence that evolved was the creation of
consumer demand for new products and services.

The above interventions were systematically delineated based on the overall goals

of the program. Therefore, the activities were deliberately chosen for easier enactment in
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the community (Puska, et al., 1985). The use of the larger network of other organizations

and opinion leaders encouraged program participation. Since the motivation and support
of the general population formed a cornerstone for project intervention, much of the
interventions were intended to be carried out by lay people and volunteer organizations.
The integration of the program into the social organization was critical to ensure

participation of the community and secure availability of resources.

Evaluation

The North Karelia program was first and foremost research-based. From the
beginning, the evaluation efforts were designed into the project components. This
included both a formative and summative evaluation. The formative evaluation occurred
at various intervals throughout the program implementation. This was done to provide
feedback to program staff regarding the interventions so that the program could be
modified accordingly. This section will be primarily concerned with the summative
evaluation.

This effort was aimed at five factors. First, the feasibility was evaluated to
determine the extent to which it was possible to implement the program. This was done
by survey and statistical data and included information on what actually happened in the
community, the resources available and requ;ired, and how well the activities reached the
population. Next, an evaluation of the effects were carried out. This was done in terms of
behaviors, risk factors, and disease rates which were ultimate indicators of the overall
objectives of the project. Sample groups were examined and compared to the baseline
and a control reference group. Statistical data was especially pertinent as well as data

collected with surveys. Next, the process was evaluated through an analysis of trends
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throughout the program. The amount of resources used and how they were allocated

evaluated cests. This was collected through statistical data. Lastly, other consequences

were evaluated in terms of non-CVD health effects, socioeconomic, social, and emotional

consequences that were found through the use of surveys.

Results

The achievement of the goals are best indicated in the following table:

Table 4: Main Program Results at 5-, 10-, and 20-years

Effects , Years
o B 1970 1972-1977 | 1977-1982 1983-1992
- (Baseline)
Cholesterol | 7.1 mmol 6.7 mmol | 6.3 mmol 5.7 mmol
‘ (11% decrease)
Active Smokers | 52% were | 44% 38% (36% 32%
(Men) | active decrease)
: : smokers
Blood Pressure 149/92 143/89 145/87 (5% 142/85
(Men) decrease)
CVD Mortality Decreased | 274 123
/100,000 3.7 % from
‘ : : baseline
CVD Disability Reduced by
o 27%
Reported. _ Very good or
Subjective Health good
Status : A
Savings in Health $6 million
Careand =
Disability
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Discussion of Results

Besides assessing the risk factor and disease changes, the North Karelia project
has yielded positive information about the feasibility of the prevention program and
demonstrated other positive findings, such as reduced disability payments, fewer reported
general health complaints and emotional problems and popular satisfaction with the
program.

The surveys show that health behaviors and risk factors in North Karelia clearly
changed in the desired direction after 5-, 10-, and 20-year evaluations. Similar changes
were noted in reference area, but to a lesser degree. Analysis of behavior and risk factor
changes showed that they took place evenly in urban/rural and in different socioeconomic
groups and little association with initial risk. This all indicates a general change and
impact of the program in the community (Salonen, 1980).

Many of theories relating to community intervention were understood and
developed only during the actual work. How, then, did the project developers think that
CVD-related lifestyle and risk factors could be permanently achieved and maintained in
the entire population in a cost-effective way? It was firmly believed among the entire
group, from the beginning that a broad-ranged and determined intervention in the whole
community is the most effective method to initiate the desired changes. Practical
activities planned to be integrated within existing community organizations should be
based on sound theoretical principles (Puska, et al., 1985). The role of the project was to
catalyze and promote activities that would enable people themselves to make the

necessary changes in their habits.
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Underlying this perspective was additional rationale for initiating this health

promotion project. It was generally felt that promoting general risk factor changes in
whole populations would yield numerous additional health benefits. For instance,
smoking cessation, reducing obesity, dietary changes (i.e. lowering fat intake, increasing
vegetable and fiber intake) and consistent treatment of hypertension would combine to
reduce the risk of several other chronic diseases, reduce incidence of premature death,
and promote health and wellbeing among individuals and entire populations.

Overall, there is statistically significant evidence for success of the program in
terms of feasibility of program implementation, risk factors changes, mortality/morbidity
rates, costs and savings, and unexpected positive consequences. The entire project from
1972 —1977 cost $1.75 million dollars and the effects far out-weighed the mnitial cost. It
was believed that results and experiences presented are an encouraging indication that, at
least in favorable conditions, a comprehensive, determined, well-planned activity can

lead to substantial improvements in risk factor patterns (Puska, 1985).
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Principles of Health Promotion

North Karelia used health promotion as the primary effect designed to reduce
unhealthy behaviors, improve preventive services, and create better social and physical
environments (McAlister, et al., 1982). The following discussion will be a compilation of
the health promotion principles drawn out from the project’s inception. (Refer to
Appendix B for list of Health Promotion Principles)

1. HEALTH PROMOTION recognizes individual, social, and environmental
factors.

North Karelia’s approach was aimed at influencing individual lifestyle and risk
factors in the community with the goal of decreasing disease overall rates of CVD.
Specifically, the project was firmly grounded in the belief that the risk factors for heart
disease are largely determined by social forces and other environmental factors.
Therefore, any major progress influencing disease rates has to deal with the
environmental forces and structure (Puska, et al., 1985). The specific interventions
designed to address this health promotion principle were the increased responsibility
assigned to local public health services, establishment of new offices, hypertension
registrar, and the use of media and community organization to facilitate the spread of
heart health messages.

The project coordinators found a sequence of factors that they believed led to
CVD. It involved a strong epidemiological approach with a concentration on the
environmental (social and physical) as well as individual behaviors and biological risk
factors (See chart in Appendix C) (Puska, et al., 1985). This principle of health promotion

was clearly addressed within the projects planning stages. It provided a strong basis from



which to develop the interventions and a basis for evaluation and research. Having

maintained this perspective throughout the process, one could attribute the long-lasting

effects and unplanned positive consequences to this principle.

2. HEALTH PROMOTION supports a "holistic"" approach in which the
physical, mental, social, ecological, cultural, and spiritual aspects of health are
recognized. It is especially concerned with people’s experiences of well-being
(happiness, meaning, and purpose) as with their physical functioning
(morbidity/mortality, risks).

The main goal of the project was medically oriented in that it was to decrease the
incidence of CVD. Since CVD alone was responsible for nearly two-thirds of all deaths
among the middle-aged population, it was hypothesized that reductions in targeted risk
factors would also probably have beneficial effects for other non-communicable diseases
and health in general. Mainly, this perspective developed from summative evaluation
data and intense research after program completion with the evolvement of health
promotion. The well-being outcome was a positive consequence extending beyond the
original program goals.

3. HEALTH PROMOTION requires a long-term perspective to create awareness
and build understanding of health determinants within organizations,
communities, and individuals.

In retrospect, the intervention that was developed that extended specifically to
create and maintain a long-term perspective was the improvement of health services. This
was used to identify persons at risk in terms of their behavior, lifestyle, and social and

physical environment. Special attention was given to those with a risk of developing

HTN as appropriate medical attention and surveillance was required. These changes were
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induced by reorganizing preventive services within the local health centers and

establishing new offices at the current health centers as the need was identified.

This portion developed gradually due to the pursuing of commitment from the
political arena and the fair amount of organizational effort and training of local personnel
that was required (McAlister, 1982). However, the cost analysis proved that with a
change in allocation of resources and money, the savings went far beyond that of initial
expenditure (as delineated in the latter section). In addition, the environmental changes
were effective after program completion, but their extent was limited by national
legislation, other national rules, or economic realities (McAlister, 1982).

4. HEALTH PROMOTION necessitates a balance between central and
decentralized decision-making on policies that affect people’s lives where they
reside, in leisure, and work. There should be a strong emphasis on community
benefits and citizen participation in problem posing and policy decision-
making.

In 1971, Parliament, voluntary organizations, and the community signed a petition
“to urgently undertake efficient action to plan and implement a program which would
reduce the greatest public health problem of the country” (Puska, et al., 1985, p.91). In
response, a panel of Finnish experts, international experts from WHO, Finnish
authorities, and North Karelia representatives met to outline the scope and
recommendations for further action. Since CVD is related closely to lifestyle, the
population itself had to make the decision to organize itself to solve the problem.

There was always an underlying intent that in order to fully integrate the program
into the existing social structure, opinion leaders, organizations, businesses, etc, would

need to be involved in the decision-making process. Training was extensive, but at times

the number of active participants were restricted due to conflicts with work or other
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involvements (McAlister, 1982). At project completion, though, numerous businesses

(meat and dairy), lay people, and politicians were involved in policy and program

decisions.

5. HEALTH PROMOTION depends on a degree of multi-sectoral involvement
including support of the community, organizations, businesses, and policy
sectors. It bases its practice in the need to have similar values and vision of a
preferred future.

The aim of the project was to inspire community action for change. To create
community participation and exposure of the project, North Karelia devised a slogan “I
am in the Project” that was dispersed among the population throughout the entire project
(Puska, et al., 1985).

As well, the concept that everyone was at risk and that everyone had reason to
change was prevalent. An interesting addition to the theory is that the content of
messages were carefully constructed to suppress counter arguments and fear messages
were accompanied with attainable recommendations for reducing fear. The credibility
and endorsement of the message source was carefully considered. All these actions were
done to enhance heart health as a national priority. In North Karelia, governmental
agencies were perceived as credible sources of information and with this endorsement,
the people were willing to accept public recommendations and to cooperate with
community health workers. Thus, it was easier to regulate promotion and marketing of
products (i.e. cigarettes, dairy, and meat products). Cultural acceptance of the notion of
health as a public responsibility facilitates perception of the wisdom of shifting
investments toward the prevention of disease. As well, governmental regulation of health

care increased the extent to which preventative services could be shaped to serve the
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interests of public health and foster a positive vision for heart health as included in the

future of health care.

6. HEALTH PROMOTION must draw on the knowledge from social, economic,
political, medical, and environmental sciences as well as on experiential
knowledge.

Program contents were determined by existing medical, epidemiological,
behavioral, and social knowledge. This would strengthen the rationale from the
perspective of multi-sectoral involvement and would allow for the application to the local
community setting. The key feature that was applied from the medical and
epidemiological knowledge was to identify health problems and priorities in selecting the
underlying health objectives. The behavior and social knowledge was utilized to design
the actual program contents and activities. This implies an interdisciplinary approach in
planning and implementation and in evaluation research.

The greatest potential in control of CVD lies in primary prevention whereby the
“mass epidemic” should be tackled by “mass prevention” (Puska, et al, 1985). Once the
risk factors had been agreed upon, choices still had to be made on intervention strategy.
The community (total population) approach attempts to modify the general risk factor
profile of the whole population. From the epidemiological point of view, major
reductions in the disease rates in the community can be achieved only by the widespread
reduction in the levels of the multiple risk factors. This implies community-wide effort to

promote lifestyles that are likely to reduce the risk of CVD.
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7. HEALTH PROMOTION utilizes the conceptt of empowerment as an important
strategy in achieving long-term changes and ssustainability of programs.

The health promotion program in North Kareelia remarkably followed an
empowerment strategy using various combinations of theories available at the time. The
initial drive to effect change in the dramatic CVD staatistics was from the community
themselves. To begin, experts were available to crea:te partnerships and involved key
stakeholders — ali of whom were involved in the initimal assessment and planning stages.
Following this, the interventions that were developesd were reorganization of preventive
services, persuasion, information, training, communiity organization, and environmental
change. Though the interventions were driven by expperts, there was an underlying notion
that the community would not only be the target butz also participants in the
implementation phase. Eventually, the community arnd government would maintain
ownership over various portions of the program.

The interventions that specifically addressed the strategy of empowerment were
those that involved information, persuasion, and traiining interventions. The information
intervention was geared to infiltrate the social structzures to ensure all people received
some form of the heart health message. Empowermesnt strategies were utilized in the form
of providing access to information to support the coemmunity’s involvement in heart
health interventions and helping the people to realizee their strengths in the battle against
this disease process. The persuasion intervention enssured carefully constructed messages
to enhance the belief among the people that they hawe the ability and means to change.
The training intervention gave the people the opporttunity to practice and learn new

behaviors. Additionally, higher levels of change wer-e instituted by the coordinated
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partnership with lay leaders, local organizations, and businesses to implement changes on

a government level and policy making.

8. HEALTH PROMOTION empbhasizes public accountability for costs, activities,
and effects.

North Karelia, from the inception, established an intense priority on evaluation
criteria. Comprehensive baseline measurements were collected and this assisted in the
establishment of criteria for further surveillance and evaluation. A formative and
continuous monitoring during the program was set to ensure intervention effectiveness as
well as to help guide the program. A comprehensive summation evaluation was done at
various intervals (5-, 10-, and 20-years) to assess the overall results. The evaluation
component was designed to not only evaluate risk factor changes, CVD
mortality/morbidity rates, but also included an evaluation of the feasibility, effects, costs,

process of change, and other consequence related to the program.

9. HEALTH PRMOTION advocates healthy public policy.

North Karelia had the advantage over most other programs that followed in that
the drive to initiate change began with direct participation of the government. The initial
reorganization of health services was done in direct partnership with the government
bodies that controlled this area. The changes that were made could only have been done
with the concerted efforts between community and government legislation. This value
placed on heart health and the changes to the approach of the health services were upheld
for years to follow and were maintained through governmental support.

Another direct inclusion of this principle in the North Karelia heart health

promotion program was the community organization intervention. This was directed
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toward upper levels of government and businesses. Local leaders were used to reinforce

changes in the social environment while persuading and lobbying for policy changes to
maintain the changes to the social structure.

Other policy changes that ensued were legislation against smoking and the types
of dairy and meats to be available. Although North Karelia had the means to implement
changes that infiltrated most segments of society and social behavior, this is viewed as

one of the most remarkable success of a program of this kind.
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Summary

North Karelia was a pioneer in the design of heart health promotion programs.
The previous section provided an analysis regarding the inclusion of the previously
delineated principles within the design of the North Karelia program. The following
tables provide a summary as to the information regarding the emphasis of principle use
within the North Karelia program as well as to the organization of the principles within
the program phases.

Table S depicts the health promotion principles which were consistently used

throughout the Program.

Table S: Degree of Principle Usage in North Karelia

- Consistently Moderately  Little

Principle 1 v

Principle 2 v

Principle 3

Principle 4

- Principle 5

 Principle 6

Principle 7

- Principle 8

SNEENEENEENAENEEN IEN

~Principle 9

The above table suggests that North Karelia designers incorporated a health
promotion perspective throughout their program phases on a consistent basis. The

information gathered here was utilized in the following sections as a comparison with the
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expert responses regarding the emphasis of the health promotion principle use and

relevance within a program design.

In keeping with goals of this thesis to specifically organize the health promotion
principles within a program design, the following table provides a basis for comparison
with expert responses. Table 6 summarizes the use of the principles within the program
phases as found in the North Karelia Program. Though North Karelia combined the
assessment and planning phases, for the purposes of later analysis these phases were
divided based on the methods used and the practical components utilized by the
designers.

Table 6: North Karelia’s Use of Health Promotion Principles
Within Program Phases

Principles Assessment  Planning Implementation. Evaluation

Principle 1 v v v v
Principle 2 7
Principle 3 v v
Principled | 7 7 7
Principle 5 7 7
Principle 6 7 7 7
Principle 7 7 7 7 7
Principle 8 7
Principle9 7 7
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Implications

The general perception of success had led to rapid national adoption of
innovations that originated in North Karelia (McAlister et al., 1982). This model has
become popular as a practical and positive example that health promotion and control of
modern chronic disease epidemics is feasible. North Karelia has been viewed as a
promising case study rather than a critical test of the effects of health promotion.

The North Karelia project serves not only to demonstrate objectives of health
promotion, but also to illustrate a cultural setting favorable for the development of
innovations in public health and preventive medicine (Puska, et al, 1985). North Karelia
was especially successful in its use of the health promotion principles. This project
allowed for the use of health promotion strategies to reduce unhealthy behaviors,
improved preventive services, and create a better social and physical environments
(McAlister, et al., 1982). Due to the minimal availability of pertinent knowledge at the
time, North Karelia can be considered a pioneer in the development of health promotion
programs. Their expert use of principles that were really only identified many years later,
enabled future programs to incorporate the practical components within the realm of a
theoretical constructs such as health promotion principles. These are the foundations from
which the principles of a health promotion program can and should be built. The purpose
of this thesis was to discover the theoretical constructs founded in such programs, such as
North Karelia and integrate them into practice within the current Canadian health care

system.
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Chapter Five: Pawtucket Heart Health Program

Background

The administration of Pawtucket Memorial Hospital noted the increasing statistics
concerning CVD mortality and morbidity and the subsequent cost of the disease in terms
of health care and disability. The Pawtucket Heart Health Program (PHHP) was
established to develop and assess the effectiveness of a community-based program to
prevent atherosclerosis by modifying risk behaviors that contribute to the development of
cardiovascular disease (CVD). Experts were convinced that due to the mass prevalence of
risk factors, the only way to decrease the burden of CVD was to modify behaviors on a
population-wide basis. To achieve this objective, the project relied on the unique method
of training volunteers to deliver project activities including screening, counseling, and

referrals. This project was funded from 1980-1991.

The following information is taken from the following references: Carleton & Lasater (1995),
Elder, McGraw, Abrams, Ferreira, Lasater, & Longpre (1986). Elder, Schmid, Dower, & Hedlund
(1993), and Lefebvre, Lasater, Carleton, & Peterson (1987).

Target Group

The target group was predominantly the blue-collar sector where 44% of the
population over the age of 16 was employed in manufacturing industries. The mean
annual income was just above $19,000 per year. The population was stable indicating
little loss to immigration or emigration. The reference population was similar, but larger

in number.



1.

55
Goals

To achieve significant reductions in coronary artery disease (CAD) morbidity
and mortality, using strategies based on a community volunteer model; and

2. To develop the community organization framework necessary to maintain the

health enhancement programs as professional staff withdraw.

Hypotheses

The project similarly began with five underlying hypotheses:

L.

W

Community health change using lay volunteers is feasible and effective;
Health-promoting, population-wide risk factors behavior change will occur
through a process of community activation with involvement by individuals,
groups, organizations, and the entire community;

The creation of social network in support of behavior change will result in
altered attitudes concerning risk factors behavior-related change, and in
maintenance of these changes;

Actual risk factors prevalence, measured in successive random samples of the
population, will decrease; and

The reduced estimated CVD risk will later be manifest as a reduction in
atherosclerosis-related mortality/morbidity in Pawtucket compared with
changes in the reference city.

Theory

As behavior change theory and community-based approaches developed and

gained experiential strength, the following theories provided a strong foundation for the

development of PHHP: Social Learning Theory (SLT), Diffusion of Innovation,

Community Psychology, Community Organization, Community Activation

SLT became the underlying theory in the creation of behavior change-focussed

interventions. This also provided the basis for the intense focus on volunteers. The

Theory of Diffusion of Innovation became especially important in PHHP intervention.

Interventions were designed to introduce behavior change activities through social

networks. The Community Psychology approach served as a template when PHHP
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translated the theoretical elements into program interventions. This, too, provided the
rationale for the use of volunteers. Of the three orientations comprising the Community
Organization Theory, the social action model was predominant. Experts sought to
organize coalitions, and the volunteers would enact the change strategies.

Insofar as the SLT and community organization approaches underlie the intervention
process, a Community Activation orientation is maintained. This process is embodied in
the volunteer. The amount of community activation generated by an activity is the
behavioral index of the entire community’s commitment to heart health programming
(Elder, et al., 1987). The essential intervention strategy used community activation to
mobilize community involvement in all aspects of heart health program planning,
implementation, evaluation, and management by crafting a volunteer-based service
delivery system. It was postulated that this process would lead to long term management
of heart health programs by trained volunteers and be supported by local institutions.
Transfer of a professionally managed intervention project to a community-owned
prevention program was a major goal of the PHHP. Operationalization of the above

theories combined to create the Intervention Cube (See next page for illustration).
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IHNustration 1: Pawtucket Heart Health Program
Intervention Cube
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Program Components

Assessment
It was important that data required to create a comprehensive baseline was
collected to further program success and for future research purposes. The assessment
component included household surveys of risk factors that were done over the entire year

to exclude seasonal confounds.

Planning

During the assessment phase, the year was spent in the planning and piloting of

potential interventions.

Implementation
Interventions

The PHHP intervention strategies were highly theory driven (Lefebvre, et al.,
1987). The interventions were predicated on the idea that the simultaneous concerted use
of multiple-change strategies directed across risk factors, phases of change, and focus
levels would bring about the most effective and lasting changes in community health
status. During the first three years of the program, volunteers were trained to provide the
direct interventions with the community residents.

Behavior change programs and activities provided participants with the skills to
stop smoking, control their blood pressure (BP), and improve their diets, control weight,
cope with stress, and increase exercise. These were offered to individuals, small social
groups, and organizations. Participants were taught not only to change their own risk

behaviors, but also to encourage others in their social networks to alter their risk
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behaviors and work for changes in their physical environment. To further the infiltration,

screening, newspaper articles, and self-help programs were used.

Specifically, the following interventions were developed based within the
Behavioral Community Psychology theory.

Walk-in BP stations — These stations were accessible in a variety of settings.
Participants received blood pressure record cards, brief counseling on maintaining
healthy levels, or, in cases where blood pressure was abnormal, they were referred to
medical personnel.

Community Weigh-in Contest - Participants were given a number of choices
and assistance. They watched films, were weighed, assisted to set weight loss goals,
pledged money toward goals as incentive for weight loss, received a blood pressure
management kit developed by PHHP, blood pressure and cholesterol measurements were
taken, and participants were given the opportunity to join a weight loss group. The
efficacy of the activity was proven by the continued participation in monthly weigh-ins.

Screening — a worksite blood pressure screening that provided measurement and
long-term follow up.

Church advisory board — established to provide resources of heart health
programs or host heart health activities. This was particularly innovative. Churches were
used because of the number of persons served (2/3 went to church weekly) and the
potential of repeated contacts. It also served as a community focal point. Organizers had
access to an operational mini-media (bulletins). Moreover, the churches provided a
natural support network, had high concern for the welfare of others, and had extensive

experience in organizing, delivering, and maintaining volunteer-based programs. The
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types of activities carried out in the churches included screening, group, or skills training.
This intervention was founded in the collective efficacy element of the SLT.

Interventions were dynamic and multi-faceted. The Community Activation
Theory also maintained that additional effective change techniques to utilize are
campaign tactics, sharing of verified facts, persuasion within context of volunteer
associations, mass media, and contact legislative bodies to change institutional and
community policies and norms. Each specific intervention was designed to stimulate,
facilitate, and maintain behavior changes. PHHP contacted over 30,000 people and
volunteers invested over 30,000 hours. This level of involvement helped to demonstrate
the feasibility and effectiveness of the Community Activation approach for preventing
CVD based on SLT and principles of Behavioral Community Psychology.

Unique to PHHP, the interventions were implemented in three phases.
Phase 1: During first 11 months, the focus was on worksites, schools, churches and other
organizations because it was thought that by working with groups, risk factor behavior
change would be disseminated through social networks. Early adopters help spread the
word and help spark heart health in organizations that seemed to be initially reluctant.
Heart health interests and organization needs were identified. Organizational Task Forces
were developed through which they could plan and coordinate activities and implement
behavior change group programs.

This process was very slow and labor intensive. Though feasible, more resources
were needed than initially estimated. Awareness levels remained low after phase 1
possibly because of the major focus on organization. This was possibly a main factor in

hindering the progress of PHHP. As a consequence of the low awareness, a name
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recognition campaign was developed. This was similar to the slogan campaign used in

North Karelia’s activities.

Phase 2: The decision was made to offer programs to the community to complement and
accelerate changes made within organizations. Smoking, weight loss, and other risk
factor change programs were offered and held in central community locations. The “Up
In Smoke” campaign generated the largest success rate. The “Weigh In” program was
also promoted heavily and deemed successful. These early community programs added
diversity and innovation to PHHP interventions. Other interventions included the creation
of nutrition groups, cooking and recipe contests which were developed into a heart health
cookbook, and cholesterol measurement programs with a self-help nutrition kit. This
phase evolved as being more flexible and responsive to community needs.

Phase 3: Additional activities were implemented, such as multiple risk factor screenings
with direct participant counseling, education, and follow up. This phase was notable for

the continued increase in organization and individual participation.

Evaluation

Formative and process evaluation was done by creating a community tracking
system to provide ongoing assessment of intervening variables, impact variables, and use
of new or existing programs. This was accomplished through content analysis of the
media for health-related articles and annual interviews with health agencies to document
trends for CVD risk factors, interventions, and their participation rates. This section was
also responsible for conducting formative studies on the effectiveness of new
interventions. Interestingly, PHHP was able to track the process of PHHP participation in

interventions through the use of a “contact card” (Lefebvre et al, 1987, p. 83). The card
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was coded for activity type, place, and date. This allowed the project coordinators to

determine the socio-demographic profile of participants and to refine and target
intervention programs, assess the immediate and long-term impacts of the programs
through follow-up interviews. It also provided a historical record of the PHHP

intervention effort.

Risk Factor Results

Overall, there were no statistical differences in risk factor changes, rather
participation rates became indicative of positive involvement. Participation rates were
most impressive, 94% of the population had their blood pressure measured in the initial 6
months. The weight loss group had 40% join initially, but 10 weeks later only 66% of the
original participants returned for a weigh in. In total, the participants lost 1061 pounds of
weight and subsequent decreases in cholesterol levels were noted. At further follow up,
80% of participants had lost weight during the contest and 75% continued in the program.
Blood pressure screens were effective by showing a numerically small decrease in
systolic blood pressure. There was an original high reading with 34 people of the 409
screened, but, after 2 years, of the 863 screened, no one registered with a high blood
pressure reading. Overall, there was a continual increase in program participants in the
various interventions over time. This implied that scree-ning encouraged rather than
replaced risk factor behavior change activities.

Additionally, phase 1 yielded 53% participant rate in screening interventions,
35% in risk factor change groups, and 2% in self-help activities. Phase 2 resulted in a
71% increase in blood pressure screening, 28% in group activities, and 12% in self help.

Phase 3 showed 55% (n=3978 up from 593 in phase 2) screened and a 29% increase in
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the self help program. Despite the range of activities offered, blood pressure screening

drew the most participants.

Discussion

The primary goal of the program was to significantly decrease the
mortality/morbidity of CVD. Specific reductions in CVD mortality/morbidity were
projected to be 16%, but this was reduced to 8% post-expert withdrawal. These changes
were deemed marginal and not statistically significant. The main conclusion was that
achieving cardiovascular risk reduction at the community level was feasible, but
maintaining statistically significant results was not (Carleton & Lasater, 1995 and Shea &
Basch, 1990). In terms of the second goal of the program — the development of the
community organization framework — the PHHP had learned that early community
involvement in the planning for health promotion was essential for program acceptance
(Lefebvre, et al., 1987). Programming efforts must be flexible to adapt to different kinds
of people at different stages of change. Positive effects included the fact that the PHHP
became part of the community environment. This was achieved through linkages with
other health agencies, co-sponsoring events by city government, and participating in large
community events. As well, it was determined that volunteer participation was integral to

this process (Carleton & Lasater, 1995).
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Principles of Health Promotion
1. HEALTH PROMOTION recognizes individual, social, and environmental
factors interacting to influence health.

The focus of the PHHP was both on helping the individual adopt new behaviors
and on creating a supportive physical and behavioral environment. The program targeted
three dimensions. First, the risk factors (cholesterol, BP, smoking, obesity, and physical
inactivity) were the focal point (Carleton et al, 1995).

Second, the PHHP emphasized interventions focussed on the phases of individual
behavior change. The objectives were to promote awareness and agenda setting, to
provide training in behavior skills, to aid in the development of social supports, and to
develop strategies for the maintenance of new behaviors (Carleton et al, 1995).
Interventions were predicated on the idea that the simultaneous, concerted use of
multiple-change strategies directed across the risk factor phases of change and, by
focussing on a range of levels would bring about the most effective and lasting changes
in the individual, and therefore, the community health risk status (Lefebvre et al, 1987,
p.83).

Third, individuals were targeted while volunteers worked closely with groups and
organizations to which they belonged and provided programs available to all community
members. This dimension stemmed from the concept of Community Activation (Carleton
et al., 1995).

Interventions were founded upon assumptions and premises set out in the SLT
whereby deterministic relationships exist among the individual, their behavior, and the

environment (Lefebvre et al., 1987). Using this theory, PHHP was able to incorporate the
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blending of individual and community-oriented change strategies in planning heart health

interventions fulfilling the obligations set forth in this health promotion principle. When
translating theory into practice, several principles of behavioral community psychology
were found to serve as a template to permeate the community, its organizations, and
social groupings with emphasis on behavior change: ease of adoption, flexibility, low
cost, acceptability, visibility, and community involvement (Lefebvre et al., 1987 &
Carleton et al_, 1995).
2. HEALTH PROMOTION supports a "holistic"' approach in which the physical,
mental, social, ecolegical, cultural, and spiritual aspects of health are recognized.
It is especially concerned with people’s experiences of well-being (happiness,
meaning, and purpose) as with their physical functioning (morbidity/mortality,
risks).

One goal of PHHP was directly focussed on decreasing the CVD incidence in
Pawtucket. However, it could be that unintended results of a heart health promotion
program were the development of not only physical health, but also of general well-
being. Participation and involvement influenced people’s experiences and assisted in the
holistic aspects of health. Although no evidence was cited, it could be extrapolated that
through socialization, becoming involved, and sharing experiences could influence one’s
perception of health. This was especially so given the engagement of the church in
advocating many of the heart health interventions.

3. HEALTH PROMOTION requires a long-term perspective to create awareness
and build understanding of health determinants within organizations,
communities, and individuals.

The original program principles that evolved from the chosen theories were

acceptability and visibility. It was deemed important to become cognizant of prevailing
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community norms and values and hence, initiate the development of interventions

accordingly. In addition, programs that were outwardly prevalent in the community were

found to enhance adoption and integration. Initially, though, this underlying principle was
not utilized to the full extent. Consequently, upon evaluation of the project, it was found
that early community involvement in planning of health promotion programs was
essential for program acceptance. Attempts were made to rectify and modify the project
after the first formative evaluation by instituting phases 2 and 3 aimed at making
programs available to all community members and creating feelings of community
ownership.

Positive examples of creating awareness and inducing involvement included the
walk-in blood pressure stations, weigh-ins, and creating the Church Advisory Board.

4. HEALTH PROMOTION necessitates a balance between central and
decentralized decision-making on policies that affect people’s lives where they
reside, in leisure, and work. There should be a strong emphasis on community
benefits and citizen participation in problem posing and policy decision-making

The essential intervention strategy was founded in the theory of Community

Activation. The transfer of a professionally managed program to a community-owned

prevention program was a major goal of PHHP. This entailed explicitly mobilizing the

community involvement in all aspects of heart health program planning, implementation,
evaluation, and management (Lefebvre et al.,, 1987). The PHHP designers figured that the
most effective way to create this atmosphere was by crafting a volunteer-based service
delivery system. It was believed that implementing this process would lead to the position
in which long-term management of heart health programs would continue by trained

volunteers from the community and would be supported by local institutions (businesses,
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schools, non-profit groups). In addition, much time and effort was spent on incorporating

the PHHP as an integral part of the community environment. This was facilitated by the

involvement of various credible institutions and by modifying the focus of interventions

part way through the program.

5. HEALTH PROMOTION depends on a degree of multi-sectoral involvement
including support of the community, organizations, businesses, and policy
sectors. It bases its practice in the need to have similar values and vision of a
preferred future.

PHHP achieved the incorporation of this health promotion principle by giving
priority to establishing linkages within the community. They melded with other health
agencies, co-sponsored events with city government, and participated in larger
community events. These actions served to facilitate project acceptance into and by the
community.

As well, by incorporating the data collected from formative evaluations, changes
were made to further the integration of this principle in the program. Phase 1 had
focussed on organizations (i.e. worksites, churches, schools, and other organizations).
The original rationale was that risk factor behavior changes would be disseminated
throughout the social networks of the individual participants. Phase 2 was developed to
include the community as a whole. Phase 3 evolved to introduce more interventions
targeted on risk factor activities (Elder, et al., 1986). The goals of this project were
furthered by involving the community, organizations, etc., in establishing a vision of a
preferred heart health future. By creating the sense of ownership of the program through

the use of an extensive volunteer system, this could establish the same perspective of

heart health as a priority for the future.



68
6. HEALTH PROMOTION must draw on the knowledge from social, economic,

political, medical, and environmental sciences as well as on experiential
knowledge.

Essentially, much of the foundation of this program was developed from an
extensive theoretical basis as discussed prior. Much effort was taken to create a sound
theoretical basis for the PHHP using well-known and accepted theories. The PHHP
model served as a useful guide to conceptualizing and planning community-based
programs within the specific environment of Pawtucket. New knowledge was being
created by the testing of this model.

In addition, at the time of program inception, the baseline knowledge regarding
the behavior of individuals, the influence of the environment, and the significance of the
social milieu had been strengthened through extensive past research and experience.
After the summative evaluation, it was noted that accelerating CVD risk factor changes
would likely require a sustained effort including reinforcement from the state, regional,
and national policies and programs (Carleton & Lasater, 1995).

7. HEALTH PROMOTION utilizes the concept of empowerment as an important
strategy in achieving long-term changes and sustainability of programs

PHHP utilized this health promotion principle in three important ways. First, as a
primary goal of the PHHP was community organization. The strategy was to mobilize the
community to be involved in all aspects of the heart health promotion program (i.e.
assessment, planning, implementation, and evaluation). The use of a volunteer system
was embodied within this strategy. Volunteers were recruited from various community

sectors and trained for the implementation and eventual management of the program.

Thus, this would ensure long-term sustainability of this program.



69
Second, using community members as volunteers helped secure the belief

amongst other community members that they, too, had the ability to change their lives.
This would be a critical factor in the establishment of a supportive environment for the
maintenance of behavior change.

Third, initial interventions were directed to working in partnership with
organizations, i.e. workplaces, schools, and churches. Establishing this commanding
alliance would assist in the future support by the general community and facilitate the
dissemination of heart healthy lifestyles. This, in turn, would also assist in the transfer of
leadership of the program to the volunteers. Together, these three elements espouse the
value placed on the strategy of empowerment.

8. HEALTH PROMOTION emphasizes public accountability for costs, activities,
and effects

This principle was actively portrayed in PHHP’s extensive use of a volunteer
system (lay people). Specific reasons for the use of volunteers were that they serve as
peer models for behavior change, those with high efficacy could be identified and
networked to influence organizational and community structures and norms, and they
provide a support network for themselves and others. Also, the involvement of volunteers
promoted the diffusion of heart health information, multiplied the reach of professional
staff into the community to effect behavior modification, and provided the volunteers
with opportunities to practice heart health behaviors regularly. Most importantly,
volunteers promoted community ownership through the active recruitment and
participation of other citizens, organizations, etc. in planning, implementation,

evaluation, and management of heart health programs.
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The concept of public accountability is achieved as the community ultimately

assumes ownership and responsibility for the entire project. Consequently, this method

would prove to be most cost-effective in the short- and long-term.

9. HEALTH PROMOTION advocates healthy public policy.

Though PHHP maintained a risk factor reduction goal throughout, the timeframe
allocated to this program was not sufficient to demonstrate any substantial change in the
development of public policy or legislate widespread policy changes. However, in this
community, the church was invaluable in its support of heart healthy behaviors. Advisory
boards were created and they played an integral role in implementing more intensive
interventions in CVD risk factor changes. Additionally, surveys indicated that the
demand for heart healthy products was increasing. This seems significant in that the
potential of this demand might eventually lead to policy-type changes. Together, these
factors suggest that large structural changes are not only feasible, but are also directly
influenced by the social milieu. It is significant, however, that the PHHP did not produce

clearly stated healthy public policy.
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Summary

The following tables provide a summary of the information found in the
proceeding sections of this chapter. Table 7 depicts the health promotion principles which

were consistently used in the Pawtucket heart health program.

Table 7: Degree of Principle Usage in Pawtucket

Consistently  Moderately Little

Principle 1 v

Principle 2 v

Principle 3 -

,Prin“ci'pl‘e 4

Principle 5

‘Pfinciple 6
Principle 7

NIENEENEENEENIEN

Principle 8
Principle 9 v

The above information suggests that Pawtucket designers consistently utilized the
majority of health promotion principles during the operation of the program.
Interestingly, two principles were found to be considered only marginally.

The following table (Table 8) summarizes the organization of the principles
within program phases which provided a comparative basis for the analysis portion of

this thesis.
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Table 8: Pawtucket’s Use of Health Promotion Principles
Within Program Phases

Assessment  Planning  Implementation Evaluation

“Principle 1 v v w v
Principle 2 7
Principle 3 7 7
Principled | 7 7 7 7
Principle 5 7 7

Principle 6 | ¥ 7 7

Principle 7 v v v
Principle 8 7 7
Principle 9 7

Implications

The fact that numerous participants volunteered over 30,000 hours demonstrates
the feasibility and effectiveness of this approach aimed at reducing CVD. The strong
theoretical base provided the foundation required for the successful integration of a heart
health promotion program into this community and subsequent CVD changes. It is
believed that the multi-faceted, behavior-change interventions increased individual
efficacy and would contribute to lowering CVD prevalence. Further, the enhancement of
the community’s sense of collective efficacy in dealing with this major public health
problem contributed to the prcgram’s maintenance after funding was withdrawn.
Although PHHP was highly risk factor oriented and no significant data were generated to
denote a drop in the level of CVD, there were significant portions that, if used in
appropriate settings, could be utilized to induce further reaching effects within a

community-based heart health promotion program.
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Chapter Six: Coalfields Healthy Heartbeat Program

Background

National mortality/morbidity statistics indicated that cardiovascular disease
(CVD) remained a major cause of death and disability in Australia. Relative to other
regions, the Coalfields district, within the Hunter region of New South Wales, had a
significantly higher mortality rate from CVD compared to state and national averages
(Higginbotham, Heading, McElduff, Dobson, & Heller, 1993).

Inspired by the WHO'’s initiative of “Health for All”, in 1988 the Commonwealth
Department of Health commissioned a revision of health goals and targets (Nutbeam,
Wise, & Leeder, 1993). The first step was the establishment of the Better Health
Commission that year (Leeder, 1995). Its proposals led to the states and territories
undertaking concerted health promotion activities through the National Better Health
Program. Goals and targets relating to CVD were particularly emphasized.

In 1990, the formation of the Coalfields Healthy Heartbeat community action
program (CHHB) was created stemming from initial health awareness-raising efforts that
began in the 1980’s. After two public meetings, a steering committee was formed
comprising of community members, health workers, and a research group from the

University of Newcastle.

The following is a compilation of information on the CHHB based on the following references:
Higginbotham, N., Heading, G., Pont, J., Plotnikoff, R., Dobson, A.J., Smith, E., Metcalfe, A., Valenti, L.,
& Croce, N. (1993); Williams, P. & Plotnikoff, R. (1995); Baum, F., Santich, B., Craig, B., & Murray, C.
(1996); Higginbotham, N., Heading, G., McElduff, P., Dobson, A., & Heller, R. (1999); and Leeder (1995).
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Target Group

At the turn of the century, the isolated Coalfields area was transformed with the

discovery of coal. People migrated from Northern England and Wales bringing a strong

Anglo-Celtic heritage. Presently with a population of almost 50,000, there remains a

strong reliance on coal-mining and other predominantly manual occupations which

dominate the area’s social and economic life. The Coalfields area was classified as an

area of low socioeconomic status with cycles of high unemployment and generally

having a lower educational attainment.

Goals

The goals of the CHHB were:

1.

2.

an increase in life expectancy and a decrease in premature mortality;

a reduction in morbidity and an increase in the average number of years of
freedom from serious disease or disability;

an increase in health-promoting behavior and a decrease in health-damaging
behavior; and

provision of an environment conducive to the full development of the health
potential of individuals.
Objectives

To develop, promote, implement, and evaluate a national health promotion
program;

To achieve substantial impact and improved health status outcomes
throughout the life of the program and the longer term;

To provide a national strategic guide for action for other organizations;

To encourage structural changes that support the promotion of health and
prevention of ill-health in both health and other sectors;
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5. To promote the understanding of the “health for all” philosophy and approach;

6. To encourage and support the incorporation of health promotion and illness
prevention strategies in government (at all levels), community and private-
sector policies and programs; and

7. To demonstrate the benefits of a coordinated national approach to address
major health issues.

Theory

The two underlying conceptual models the CHHB incorporated were Community
Activation Theory and Protection Motivation Theory.

Community Activation Theory is a health promotion strategy reported to be
beneficial for reducing heart disease based on the use in other health promotion
programs. It is associated with empowerment, participatory democracy, and self-
sustainment (Higginbotham, Heading, McElduff, Dobson, and Heller, 1999). CHHB
found this to be an important and valuable perspective to maintain throughout the
program duration.

Protection Motivation Theory (PMT) (Rogers, 1983) was the primary theoretical
basis used in the Coalfields program. This theory attempts to explain the cognitive
mediation process of behavioral change in terms of threat and coping appraisal. The
PMT’s threat appraisal component depends on (1) One’s estimation of the threat of the
disease (perceived severity) and (2) one’s estimation of the chance of contracting the
disease (perceived vulnerability). The models coping appraisal consists of (1) one’s
expectancy that carrying out a recommendation can remove the threat (response efficacy)
and (2) belief in one’s capability to execute the recommended course of action

successfully (self-efficacy). According to the theory, the emotional state of fear also
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influences the attitudes and behavior change indirectly through the appraisal of the

severity of danger. Relying on the concepts on health promotion and the above
perspectives, the CHHB was organized, planned, implemented, and evaluated
accordingly.

Project Components

Assessment
The action group asked that a survey be undertaken to identify the community’s
particular needs and to assist with the development of culturally appropriate health
promotion programs. A needs survey was administered by mail in the Coalfields region
and a comparison community — Newcastle suburbs. The survey had four objectives which
provided interesting results:

1. To determine the perceived importance of heart disease compared with other
health problems.

The anxiety about heart attack was rated only 11 out of 17 in the Coalfields area.
This could be attributed to the high prevalence of heart disease in the region and the
commonly available means of treating it (pills for angina and high blood pressure and
bypass surgery). This engenders a meaning about the disease that is non-fearful and
commonplace in everyday lives.

2. To compare the depth of concern about heart disease in relation to other social
problems.

Drugs, crime, and road safety dominated the concerns in both areas. This could
likely be explained through an understanding of the community itself. Good health was
assumed to be a normal state among the people of the region until illness was

experienced. Other social experiences effect people’s everyday lives more than concerns
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about heart health and therefore gained ascendancy in the hierarchy of worries (survey).

As well, the people in the Coalfields region were consistently more worried about all
issues on the list as contrasted with the comparison population.

3. To estimate the impact of previous health promotion activities.

The Coalfields respondents were significantly less likely than the Newcastle
reference area to have heard about or paid attention to current and past health promotion
initiatives. Those that did, responded positively to the interventions. The responses were
analyzed further in terms of age, sex, occupation, and education levels. Respondents aged
34-54 years were more likely to respond to low-fat diet and non-smoking
recommendations. Education, sex, and occupation were not associated with the level of
interest in such recommendations.

4. To compare two places with different socioeconomic status with respect to
these heart health issues.

Results of the needs survey also indicated that a substantial majority in the
Coalfields area (the lower socioeconomic status) reported that the individual, the family,
and the medical profession, in this order, were responsible for heart disease prevention.
As well, less than 50% of respondents felt that local community groups should
“sometimes” get involved with program initiatives. Doctors visits were also addressed.
The results showed that approximately 40% of people visited their doctors once or twice
a year and rarely during these visits were heart disease risk factors discussed. These
additional survey results provided an interesting insight with respect to project planning.

Epidemiological statistics were also utilized and were deemed important for
numerous reasons. These consisted of the ability to establish a health status base line,

provide data about the burden and distribution of illness in the community, and to
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critically appraise evidence about etiology of illness attributed to modifiable risk factors

(Leeder, 1995). Additionally, the estimates of potential years of life lost through illness
and injury were calculated. The statistics had also enabled an economic analysis which
indicated great costs to the healthcare system and to disability insurance carriers. This

provided a critically important corollary to the definition of health care priorities.

Planning

The planning for the CHHB began by merging with the original healthy heart
group which was primarily involved in awareness raising techniques. Once the Steering
Committee was formed and assessments were completed, the official planning of
intervention strategies and evaluation protocols would begin. During this phase, a
community health worker was recruited to organize and oversee the implementation of
the interventions. Significantly, provisions were put in place which would lead to the

eventual community ownership of the CHHB.

Implementation

Interventions

The interventions were strongly based within the Protection Motivation Theory
and founded on the idea that multiple methods would provide the most effective behavior
change strategies. The challenge was to devise strategies which would have longstanding
effects on the behavior of individuals and on the environments that shaped their behavior
(Williams & Plotnikoff, 1995). Programs that are culturally sensitive are more likely to
have an impact (Higginbotham, et al., 1993). As a special consideration with this

population, strategies incorporating values, language, and symbols which are meaningful
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to various groups and do not appear exclusively to be promoting heart disease prevention

would be more successful than disease-specific programs aimed at the general

population. Therefore the following interventions were implemented.

L.

Awareness raising and public relations (1986) — The initial activities were to raise
awareness of CVD and the program itself. This worked in continuation with initial
efforts from 1986 and included media, displays, promotions, and guest speaking.
Mobilizing community resources (1990) — This strategy meant working with
committees comprised of opinion leaders from the community and incorporating
heart health awareness and other interventions into well attended other community
events. As well, there were a high number of people participating in rehabilitation
programs as a result of experiencing heart disease morbidity.

Heart health rehabilitation (1992) — Strengthening of the rehabilitation exercise
program evolved to include trained telephone counselors.

Promoting healthy lifestyles — Several initiatives were already in place and therefore
the CHHB enhanced their operation and also introduced more directed initiatives.

These were:

cooking classes which included demonstrations and grocery store tours
weight control classes and support groups

gentle exercise — i.e. walking, tai chi

anti-smoking — specifically directed towards adolescents

Institutional and environmental development — Interventions included the operation
of a walk- in resource center, direct school and workplace environment heart health

initiatives, restaurants, clubs, retailers, and industry changes.
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6. Mobilizing institutional resources — By the end of the project the following had been

created: University research and educational resources were available, regional

assistance scheme funding, and -ongoing funding by NSW health department.

Evaluation

Special attention was given to planning and conducting evaluation protocols. Both
process and summative evaluations were utilized. Process measures were used to
determine the impact of the CHHB in terms of the number and range of activities
available that promoted knowledge and awareness of heart health. Other important
benchmarks were the participation rates which would indicate future sustainability of
activities by local residents.

Epidemiological evaluation results were primarily available through the long-
standing MONICA project already in place. MONICA is the acronym for monitoring of
trends and determinants of cardiovascular disease. This format had been used for several
years in many countries worldwide and was believed to be an accurate source of
measuring the rates of CVD.

To determine risk factor prevalence, a series of surveys were distributed. The first
was done in 1983, next between 1988 and 1989, and the last done in 1994. The
respondent results were found to be acceptable in terms of participation and the levels of
success in reaching various subgroups. Additionally, several focus groups were done with
key community informants as well as people involved in the program at various levels.

Together, the information combined provided for a complete evaluation of a
community-based heart health project. The results will be briefly discussed in the

following section.
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Results

Relative to the accomplishment of goals and objectives, the following discussion
section will provide greater insights into the results of the CHHB.

In accordance with the outlined objectives, the development of the National Better
Health Program was completed. In fact, the greatest achievements extending from this
was success in increasing awareness of health promotion activities within the community
as well as a greater understanding and acceptance of health promotion amongst health
professionals. Other benefits that resulted were: the promotion of local based projects that
served to increase community involvement, integration of CHHB into existing initiatives,
some structural changes, and continued media coverage.

The nine year monitoring of CVD events indicated no clear reductions in non-
fatal heart attacks. However, there was a larger reduction in coronary deaths. The
combination of these represents a statistically significant reduction in case fatality for
men. This meant that people were more likely to seek immediate treatment.

In terms of risk factor levels, there appeared to be a clear pattern of marginal
improvement. This was seen in reductions in serum cholesterol, decreases in blood
pressure, increases in mean body index among those who exercised, and decreases in
those that did not. Smoking levels remained unchanged.

An overwhelming success that warrants separate reference was the School
Healthy Project. Enthusiasm remained positive throughout the project and support from
all levels remained strong. Upon completion of the pilot project, 15 other schools in the

area were looking to adopt the model. It could be stated that as these school-wide
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interventions continue, this might be reflected in lower rates of CVD in the more distant
future.

The goals of the CHHB were difficult to determine within the allocated time. To
recognize improved health status outcomes would be difficult given the brief duration,
the short term projects, and limited extent of resources. Project organizers stated that with
continued funding, more attention to structural changes, and increased emphasis on
collaboration across sectors and the community, long term benefits might well be

accrued.
Discussion

This program began with a $2.4 million budget (.5% of annual Australian budget)
for four years. It was a commonwealth and state cost-shared national health promotion
initiative aimed at reducing health inequalities and increasing the health of the general
population. The entire Australian health promotion initiatives were inspired by WHO’s
“Health for All” goals.

After 6 years, CHHB fostered the perception as being an institutionalized
community resource for heart health promotion. The CHHB operated under primarily
local management and was able to retain State Department funding.

The greatest challenge in this population remains community resistance as a
whole. The activities had to be selected for interested subgroups such as families of heart
disease patients, school children, retired people, and women concerned with family

nutrition and body maintenance. The lessons learned within this setting was the
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importance of recognizing and understanding the culture within which the community
lives and the inherent value of clearly identifying interest groups.

Another key lesson for policy makers and program planners on why this
community did not attend to conventional health promotion discourse was a distinct sense
of communal responsibility to health, rather than an orientation to risk factors faced by
individuals. Therefore, health promotion interventions would fail to flourish in such a
community unless strategies and messages somehow resulted in a connection with wider
segments of the population and resonated with cherished ideas and compelling local
identities. The success of the school health initiatives particularly exemplify these

lessons.

Principles of Health Promotion
1. HEALTH PROMOTION recognizes individual, social, and environmental
factors interacting to influence health.

These elements were utilized as an integral portion from project inception. This
was especially noted in the underlying theories — Community Activation and Protection
Motivation Theory (PMT). The targeted risk factors were individually focussed (i.e. diet,
exercise, blood pressure, and smoking). However, the goals and objectives delineated
were founded within the elements of this principle and included a strong perspective in
social and environmental changes. A fundamental strategy was to invoke a community
education approach that sought widespread behavior modification of the social
environment in order to facilitate healthy choices by individuals — particularly those in

disadvantaged groups (McMicheal, 1989). Thus, the interventions were specifically
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aimed at increasing individual knowledge and skills, enhancing the available

environmental structures, and developing supportive environments.

The Protection Motivation Theory is founded with the individual (i.e. individual
cognitive threat appraisals) and was used as a basis for selected interventions. However,
concepts from the Community Activation approach were also incorporated extensively.
Recognizing the special cultural considerations required in this region, provision were
made to create an environment conducive to supporting the health of individuals and

ultimately to support the program.

2. HEALTH PROMOTION supports a "holistic" approach in which the physical,
mental, social, ecological, cultural, and spiritual aspects of health are recognized.
It is especially concerned with people’s experiences of well-being (happiness,
meaning, and purpose) as with their physical functioning (morbidity/mortality,
risks).

In maintaining this holistic perspective of health, Coalfields needed to consider
the inequalities in health status and the values of the people. These were important
lessons gained during the program and especially from information collected through the
needs assessment. It meant that awareness interventions needed to be carefully
constructed so as niot to invoke negativity or interference from the “paternalistic” health
promoters while encouraging interest in heart health. The credibility of this idea of
shifting populations towards a lower level of risk depends on appreciating the
fundamental distinction between statistical norms and biological norms (McMicheal,
1989). CHHB programmers skillfully recognized that life experiences, norms, and values

directly affect an individual’s perception of their experience of wellbeing. The

programmers succeeded in this manner as seen in participation rates within intervention
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activities, visits to physicians, and early treatment for cardiac events. It could also be
extrapolated that positive changes toward heart health would lead to positive changes in
all other areas of life. This is a long-term perspective, but a valuable consideration for the

future rational of community-based heart health programs.

3. HEALTH PROMOTION requires a long-term perspective to create awareness
and build understanding of health determinants within organizations,
communities, and individuals.

This principle is grounded within a Community Development approach which
Coalfields’ planners identified as integral to program planning. In keeping with this
premise and the goals of CHHB, particular emphasis was on the building of individual
awareness and the acquisition of skills aimed at enhancing heart health. Interventions
were carefully developed to invoke behavior change maintenance by endorsing
community involvement. There was also a strong drive to rely on local resources believed
to lead to long-term maintenance and institutionalization of heart health promotion.
Structural changes were integral and labeled within intervention strategies.

To maintain this perspective, support was essential. Fortunately, the CHHB
developed out of interest stemming from the perspectives of the WHO and the Australian
government. By doing so, the expanded the definition of health and the increased scope

of health determinants was worked into program planning and maintained throughout

CHHB program as an important expectation.
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4. HEALTH PROMOTION necessitates a balance between central and

decentralized decision-making on policies that affect people’s lives where they

reside, in leisure, and work. There should be a strong emphasis on community

benefits and citizen participation in problem posing and policy decision-making

This principle states that there should be a strong emphasis on community

participation in program decision-making. CHHB planners valued collaboration and
partnership throughout all phases. However, the CHHB planners recognized the difficulty
in recruiting active community members due to the cultural values placed on health. After
two well-publicized town meetings, interested opinion leaders from the community were
recruited for the steering committee. The goals and objectives of the program were
outlined and other community members were recruited to participate in the
implementation phase. This active participation and partnership with community

members would allow for long-term benefits, funding, and community-oriented structural

changes (Baum, et al., 1996).

5. HEALTH PROMOTION depends on a degree of multi-sectoral involvement
including support of the community, organizations, businesses, and policy
sectors. It bases its practice in the need to have similar values and vision of a
preferred future.

Multi-sectoral cooperation was believed to be an integral part within the CHHB.

The development of local, state, and national health goals had incorporated this principle

in their involvement of numerous interested parties, including support form the WHO.

Specifically within the CHHB, the steering committee was comprised of
community members, health professionals, and research people from the University. In
the program as a whole, only limited collaboration was achieved with community-based

organizations and business (i.e. rehab dept, grocers, restaurants, and clubs). However,

within the school healthy heart project numerous connections were established and
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maintained. This involvement would provide further justification and strength for the

program leading to higher levels of support (i.e. extended fiinding and resources).

6. HEALTH PROMOTION must draw on the knowle-dge from social, economic,
political, medical, and environmental sciences as well as on experiential
knowledge.

The national perspective which guided the creation of health promotion programs
was founded, in part, on this principle. It was created on thee basis of knowledge drawn
from those far beyond health-related services (i.e. universitw researchers, economists,
etc.). The originating inspiration for the CHHB began with information collected
regarding the significant impact of the medical, social, and ffinancial costs of CVD. The
steering committee was created to include representatives fTom a range of health-related
services, research bodies, and lay people to ensure the inclusion of experiential
knowledge. Implicit in the CHHB was the recognition of the interplay between the above
stated factors in program intervention and strategy development. The CHHB ‘s use of
theories, such as community activation and PMT, emphasized the value placed on this
principle.

7. HEALTH PROMOTION utilizes the concept of empowerment as an important
strategy in achieving long-term changes and sustaimability of programs

CHHB used a community activation approach that «embodied the concept of
empowerment. This approach is grounded in mobilizing community involvement in all
aspects of heart health program planning, implementation, and evaluation. Coalfields
residents had a history of a grass-roots, bottoms-up commuanity mobilization. This was
especially noted in the initial formation of “Heart Support” during the 1980’s when heart

disease became a well known threat to numerous families. The people responded to this
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“emergency” and took action. The CHHB planners hoped to capitalize on the strength

brought by the residents to the program by involving opinion leaders from the beginning.

The initial request of the committee members was to perform a needs assessment.
The results were very clear in depicting the value of health issues amongst the
community members. From there it was also found that for interventions to be successful,
local beliefs, social cohesion, and autonomy needed to be reinforced.

The interventions that specifically addressed this principle were the extensive
media and public relations to raise the profile of heart health by infiltrating the social
structures and enforcing the concept that each person has the ability to take control over
the disease. A strong message that was reinforced was the importance of access to health
services. This was later evaluated to be successful as the response to CVD symptoms
brought people to hospital sooner.

Another intervention relating to empowerment was the resource center which
helped to ease access by the participants to heart health information, support
involvement, and help people to realize their strengths to take action against CVD. As
well, certain interventions were geared to give people the skills, opportunity to practice
them, and the structural support to maintain the behavior change.

The overall aim of the CHHB was to stimulate development of a self-sustaining
community action group responsible for heart health. The interventions that were
developed and the cooperation and support between community members and CHHB

planners would help in the achievement of this goal.



8. HEALTH PROMOTION emphasizes public accountability for costs, activities,
and effects

From program inception, involvement of the community and a strong evaluation
focus was prioritized. Most importantly, the CHHB built on established structures from
past health initiatives. There were several key examples of this: the needs assessment
added slightly more information than past data collection methods, interventions were
founded within existing structures, and past initiatives were enhanced under the guise of
this program. The evaluation was most reliant on information collected during an earlier
health promotion attempt at heart risk factor changes. This information provided for a
database which permitted an evaluation of the true effects of the CHHB. Ultilizing these
pre-existing structural supports and information was a remarkably cost-effective way to
emphasize program effects.

As well, within the subgroup initiatives (i.e. Healthy Schools), the eventual
sustainability of the program was stressed. The school staff played an active role in the
decision-making as well as implementing the interventions. Additionally, external
agencies offered support and became strong advocates for the program. The evaluation
was a remarkable success in quantifying the positive results that endured and projecting

the future success.

9. HEALTH PROMOTION advocates healthy public policy.

To develop policy, widespread public awareness and consultation are necessary.
At the heart of this process is empowerment of the community, their ownership and
control of their own endeavors (Bracht, 1992). CHHB had many barriers to tackle

including the traditional values amongst the people and the low socioeconomic status of

89
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most residents. Although statistically some changes were seen, the program was a

remarkable achievement in terms of carefully constructed media messages, strategically
targeted groups, structural supports, and active involvement of the community.

[t took strong policy to protect and promote initiatives within a state health system
concerned with hospital functioning. Fortunately, Australia already had valuable players
within all governmental levels that place a high priority on health promotion initiatives.
With this kind of strong support from government (policy-makers), the incorporation of
health promotion perspectives in the community based heart health projects was

immanent.

Summary

The following tables depict the information gathered in the analysis contained in
this chapter. Table 9 shows the degree to which health promotion principles were applied
in the CHHB.

Table 9: Degree of Principle Usage in the Coalfields

Consistently Moderately Little

Principle 1. v
Principle 2 v
“Principle 3 7
“Principle 4 7

~Principle S

: Principk 6

- Pr_in;ciple 7

[Principle 8

SN EENAENEEN RN

Principle 9
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The information suggests that CHHB utilized the health promction principles on a

consistent basis throughout program operation.
Table 10 indicates the nature of the principle applicattion within the four phases of

the CHHB.

Table 10: Coalfields Use of Health Promotion Principless Within Program Phases

Principles Assessment Planning Implememtation Evaluation

Principle 1 v v v v
Principle 2. v v v v
Principle 3 7 7 7
Principle 4 7 7 7 7
Principle 5 | v v

Principle 6 v v v

Principle 7 v v v s
Principle 8 v v v
Ptinéiple 9 v v v v

The above table portrays that the CHHB maintained & health promotion
perspective throughout the program phases and that the healt-h promotion principles were

utilized consistently through the four phases.

Implications

Several striking implications evolved from this healtha promotion program. First,
there was consideration given to the needs and values of the #argeted population. The
careful regard given to the people enabled the creation and opperationalization of

theoretically sound and successful interventions.
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Second, since Australia had been a leader in health promotion initiatives, their
priorities were to strengthening health promotion programs and eliminating duplication
efforts. One strategy included the utilization of existing structures which would allow for
the infiltration of heart health into the community.

Third, the National Health Strategy group was established in 1990 to refine and
improve the Australian Health system. Their strategy made recommendations for
improvements in funding, organization, delivery, and effectiveness of Australian health
services including prevention and promotion. As part of this strategy, mechanisms were
identified to achieve a more coherent program of action to promote better health nation-
wide. This made significant contributions to health promotion activities, encouraged the
development of health promotion skills, improved the associated administrative
capabilities within a bureaucracy to support and develop health promotion, and secured
funding for on-going program support. Together, these developments would ensure the

continuation of heart health promotion as a priority.
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Chapter Seven: Questionnaire Construction

Introduction
The research question was intended to determine the best fit of the health
promotion principles within a heart health promotion program (Assessment, Planning,
Implementation, and Evaluation phases). Along with this inquiry, an opportunity was
given to the respondents to add their input of the necessary practical components of a
successful program based in their experience. This chapter will address the methodology

and issues related to questionnaire development.

Methodology

Due to the limited numbers of those considered experts in the field of heart health
and the nature of the research question, it was felt that the two best techniques would be
either an interview technique or a survey format. In considering these options, it was
decided that the open-ended questionnaire type survey would be the best alternative for
several reasons. A survey would allow for opinions about the objective state of the world
and predictions of the future (Weisberg, Krosnick, and Bowen, 1996). The rationale for
the questionnaire rather than the interview was that it was difficult to establish interview
times over the long distance and via telephone. As well, this format allowed for the
respondents to complete it on their own time and encouraged thoughtful responses. To
counter problems of interpretation, a caveat was incorporated to be included during the
initial recruitment that allowed me to contact the respondent with any questions or

clarification.
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Questionnaire Development

The questionnaire package included a cover letter, an executive summary of the
study, and the questionnaire (See Appendices D, E, and F).

The intention of the cover letter was to outline the purpose of the thesis,
including a brief description of the literature review (See Appendix D). As well, a section
was included to describe the type of information which the questionnaire was designed to
obtain and the “experts” role in the entire process.

The executive summary was designed to explain the principles of health
promotion and the general phases of heart health programs (See Appendix E).

The questionnaire (See Appendix F) was developed to answer the research

question:

What are the necessary health promotion principles in a successful
community-based heart health promotion program which, if applied, could begin to

effect positive changes towards cardioevascular health in Canada?

Due to the limited number of participants, a pilot study was done to ensure
validity of questions and affirm the perceived importance of the information that would
be generated through the questionnaire. The pilot process is described along with a
summary of the results leading up to the development of the final questionnaire package

in the following section.
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Pilot Study

The pilot was designed primarily to ensure the readability, accuracy, and clarity of
the questionnaire as well as invoke thorough responses from the pilot study respondents.
The pilot was also intended to ensure the organization of the questionnaire was
appropriate and amenable to enabling full participation by the study respondents. The
chosen pilot group was from the Edmonton area.

The procedure involved an initial phone call to a list of ten potential people and
six were enlisted to participate. The phone conversation included the identification of the
researcher, a brief overview of the thesis, the study rationale, and the reason for the pilot
questionnaire. The matter of the appropriate time commitment involved and the process
to be followed was also established. This approach was chosen to entice participation and
secure involvement. Those who agreed to participate are listed in Appendix G. Each of
these individuals was currently in or considered to have vested interests in the heart
health arena.

After the questionnaires were distributed, communication was maintained with
the experts by fax, phone, meeting, or e-mail. The pilot study provided extensive
feedback. Based on this feedback, modifications were made to the questionnaire and a

new improved questionnaire was prepared.

Summary of Suggestions from the Pilot Study

After the feedback from the pilot group was received, the following points were
found and subsequent changes were made. Interestingly, most participants also included
their own personal insights into the questions as well as comments regarding the

questionnaire itself.
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All felt the cover letter was accurate and concise;

Most felt that the executive summary was sufficiently explicit to invoke
responses without leading participants towards chosen answers;

Most felt the principles were accurately stated with minor changes to wording
or required a little more information in principle description;

The Likert (1 — 5) scale initially used was not discernable between 1 versus 2,
etc.;

Generally it was felt that as an exploratory study, more in-depth answers were
needed, therefore, the questions should be more open-ended; and

To get more complete answers, the questions needed to be more specific in
terms of the information sought.

The pilot group felt that the chosen group of experts had the potential to provide a

wealth of information. There was consensus among the pilot members that by asking only

“what is the importance of the principles”, it would be very limiting in the amount of

information I would receive and may lead to various interpretations by the readers. To

fully evaluate the accuracy of principles and how they could fif into a program scheme,

the following suggestions were made:

™.
»

Y

Y

The participants should be asked to state specific components/concepts that
are important in any program that the reader has been involved with. This
would help confirm information gained in the literature review to a certain
extent.

A ranking mechanism was suggested as a good method to force participants to
commit to their answers and choose between items of almost equal value.

A section dedicated solely to clarity and accuracy of principles should be
introduced in a more open-ended format as opposed to a strict rating
mechanism.

To utilize the experts’ knowledge fully, it was felt that the questions dealing
with principles should allow them to include their own specific experience.
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» Additionally, it was felt that for in-depth data collection, it would be more

appropriate to encourage participants to translate their practical experience
into the opportunity to express their ideal perceptions of heart health
programs.

> Finally, the pilot group felt that to fully explore the incorporation of the

principles, I should ask participants to place the principles within the phases
of a program. This would enhance the value of the question as it would be
directly related to the thesis question.

With these comments in mind, the questionnaire package was revised and the
initiation of the formal data collection phase began.

The next section will discuss the issues of validity, sampling, and study group
contact.

Issues
Validity

Validity can be defined as the ability of a question to measure the concepts that
the question intends to measure (LoBiondo-Wood & Haber, 1994 and Weisberg,
Krosnick, & Bowen, 1996). There are several kinds of validity that could be considered
when developing a questionnaire. The following validity tests were done: content and
construct.

First, content validity refers to a battery of questions intended to measure
different aspects of the same concept (Weisberg, Krosnick, & Bowen, 1996). This was
done by initially defining the concepts (i.e. health promotion and heart health) and
identifying the dimensions that make up the concepts (i.e. principles and program
phases). The pilot study ensured that the questions asked had meanings that invoked

varying responses and allowed for all aspects of the phases of a heart health program as

well as health promotion principles to be investigated.
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A subtype of content validity is face validity, which verifies that the instrument

seems to measure the appropriate concept on face value (Weisberg, Krosnick, & Bowen,
1996). The pilot study determined that the questions that were asked were limiting to this
point therefore changes were made. Once reviewed a second time, the questions were
found to have content validity.

Second, construct validity indicates how the concept being measured should
relate to other concepts (Weisberg, Krosnick, & Bowen, 1996). This was done primarily
through an extensive literature review that suggested very strongly the different phases
involved in any program i.e., assessment, planning, implementation, and evaluation.
Various components of the health promotion principles were also well established in the
literature. The answers that the pilot group and the experts gave followed the accepted
theory. Also, there were additional questions within the questionnaire that allowed for
free thought and expansion on any general concepts that invoked thorough and insightful
responses. Thus, this test for validity was also achieved.

A subtype of construct validity is convergent validity which states that measures
of the same concept should receive similar answers and measures of different concepts
should receive different answers (Weisberg, Krosnick, & Bowen, 1996). This was
achieved by asking related questions for the same topic. Convergent validity was found to
be appropriate in that the questions asked of the respondents were worded in such a
manner that allowed for related answers between respondents and each question received

different answers. Thus, this fulfilled the criteria of validity.
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Sample

The sampling technique chosen was that of a purpesive sample. This is a non-
probability approach in which an elite group was chosen to participate (LoBiondo-Wood
& Haber, 1994 and Weisberg, Krosnick, & Bowen, 1996). Underlying the value of
purposive sampling is the principle that carefully selected experts are able to provide
specialized insight into a selective research topic. In this case, the pilot group and the
experts were representative of a purposive sampling procedure. The specialized
knowledge of these individuals was deemed essential to the task of determining the
validity of the principles which were identified after a thorough review of the literature.
Such a sampling method, though, enhances the validity of the response patterns as a
consequence of the high level of knowledge brought by the respondents.

One expert from each province was chosen to participate. The experts ranged in
positions from principle investigators, directors, chief medical officers, or professors - all
of whom were currently involved in Canadian Heart Health initiatives. However, Quebec
was excluded due to the language barrier and in the North there were no direct initiatives
for heart heaith. All people were approached initially, seven of ten were successfully

recruited to participate. The list of participants can be found in Appendix H.

Expert Participation

The process was completed in much the same manner as the pilot. An initial
phone call was made to elicit participation, the package was faxed, and follow-up phone
calls were made. The manner in which the completed questicnnaires were received were

mostly by fax and one telephone interview.
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Method of Analysis

The method of analysis proved to be complex in that the original research
question required several variables to be considered i.e. principle accuracy, principle fit
into program phases, and the practical components. What was found to be the best
organization for the data was the juxtaposition of the questionnaire sections — principle
validity, the fit of the principles within the program phases as compared to the three past
heart health promotion programs, and the practical components necessary to consider
when designing a health promotion program as compared to the three past programs.
There would be three parts to the analysis.

The first part consisted of a discussion regarding the accuracy of the principles.
This would provide the foundation for the thesis from which the ensuing literature review
and analysis were completed. All the information was compiled and any modifications to
the principles that were deemed necessary were done. However, any subsequent analysis
continued to use the original versions of the principles, as this is what the original
literature review was based upon.

The next part consisted of discovering how the principles might be incorporated
into the development of a successful heart health promotion program. It involved asking
the respondents to place the principles into the phases that they thought the principle
would be most significant to consider within. This information was then compared to the
assertions from the historical analysis of the three past heart health programs.

To further qualify this information and add a practical component to the
development of a heart health promotion program, opportunity was given to the

respondents to suggest necessary and practical concepts within program development.
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Additionally, a question was asked of the respondents as to how they would incorporate
the principles when creating a health promotion program. Together this information
added relevance and application potential for future use of the information collected from
this thesis.

The discussion chapter consisted of a compilation of all the collected data. The
invaluable contribution of the past along with the contribution of current perspectives
would be incorporated in the future development of heart health promotion programs. As
well, key suggestions were stipulated which, if followed by future heart health promotion
programmers, could help to produce a functicnal community-based program capable of
inciting positive changes in cardiovascular health. The combination of these methods and
procedures was specifically formulated to answer the question:

What are the necessary health promotion principles in a successful

community-based heart health promotion proegram, which, if applied,

could begin to effect positive changes towards cardiovascular health?
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Chapter Eight: Part One

Analysis of Health Promotion Principles

Introduction

The analysis of the health promotion principles included four sub-questions. The
first question asked if the principle was accurately stated based on their experience and
my description in the Executive Summary. If the answer was no, then the next question
asked what would need to be modified. Following this, the third question inquired as to ’
what extent the principle had been incorporated into the health promotion programs with
which the respondent had been involved. The last question asked how might this
principle be incorporated into a future successful health promotion program.

These questions were based on the desire to delve into the preciseness of the
principle in the way it was worded and how the respondents interpreted it. They also had
the opportunity to expand or comment on the principle. The next two questions were
asked to discover how the principle was and could be utilized. This was primarily based
within the experience of the principle investigator’s (respondent’s) experience. This
ultimately would allow for information into the organization of programs and reveal
potential strengths and weaknesses in current health promotion programs.

This part will focus on the first two porticns of section C — the accuracy of the
wording and subsequent interpretation. Any modifications to the principles were
summarized at the end of this section. However, all subsequent analysis regarding the fit
of the principles into heart health promotion programs was done according to the original

statements.
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Principle 1

Health Promotion recognizes individual, social, and environn;ental
factors interacting to influence health. =

Lalonde (1974) was one of the first to declare that the concept of health was more
than the absence of disease, rather it was the interaction of three elements, individual,
social, and environmental, that served as a resource to assist people in achieving positive
health and well-being. This concept was further asserted by documents such as the
Ottawa Charter (1986) and the Action Statement for Health (1996). Together, these
papers contributed to the formation of health promotion strategies.

This principle was developed and placed as number one in order to ascertain the
groundwork necessary in the development of health promotion programs. With the proper
perspectives and a common understanding of the goals and vision of the program, all
players will be able to work together to achieve a successful health promotion program.
Cardiovascular disease risk factors are determined by behaviors shared by individuals
and which are learned in a broad social environment (Pardis, et al., 1995). It was the
realization of the intertwining of these elements that served as an integral part of the
health promotion movement. This is a critical perspective in the establishment of a strong
foundation for heart health programs.

Five of the seven respondents felt that this principle was accurately stated. The
modifications thought to be necessary in order to elucidate the concept implied within
principle one were twofold. Respondent G thought that health promotion draws on kow
individual, social, and environmental factors interact to influence health rather than

simply recognizing that they do, in fact, interact to influence health. Respondent E felt

that this principle was general and perhaps redundant in that it was too much like
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principle two (holistic) and incorporated components of principle seven (empowerment).

The suggestion was made to either combine ideas more clearly into the other two
principles or more clearly delineate the concept of factors interacting to influence health.

Based on the documents from which the principles were formulated and that the
majority felt that the principle was accurately stated as is, no changes will be made for
two reasons. The principle was adapted from the document Strategies for Population
Health (1994) and was found to provide a consistent, rational basis for setting priorities,
establishing strategies, and making investments in actions to enhance health outcomes
and measure progress (Federal Advisory Committee, 1994).

Additionally, these are three broad factors that will serve to direct team members
perspective and allow for deeper interpretation whilst creating the program. Outlining
these three factors is neither limiting nor all encompassing. Rather, when discussing
individual traits, it permits the inclusion of issues such as knowledge, behavior, and
attitude. All of these factors interact to varying degrees in the sphere of health promotion
and heart health. Environmental factors include one’s home, work, and community
whereas the social factors include support and relationships, all of which are critical for
successful heart health promotion programs. This principle will help to articulate the
depth of the interactions while allowing for specific identification of the health challenges

facing the target population (Ottawa Charter, 1986).
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Principle Two

Health promotion supports a "holistic" approach in which
the physical, mental, social, ecological, cultural, and spiritual aspects
of health are recognized.

One definition of health promotion is that it is the process of enabling people to
increase control over and improve their health (Center for Health Promotion, 1992).
Health is defined as a state of complete physical, mental, and social well-being (WHO,
1986). The crux of this principle is the concern not only with one’s physical functioning,
but also with their experiences of well-being in terms of happiness, meaning, and
purpose. This is where the specifically delineated determinants of health become
incorporated. The document Strategies for Population Health (1994) outlined education,
social support networks, income, employment and working conditions, physical
environment, biology, personal health practices and coping skills, healthy child
development, and health services as those factors that contribute to the health of people.
Therefore, it is the incorporation of these factors that allow a health promotion program
to become comprehensive and individuals to enhance and achieve health. This is why this
health promotion principle is critical in forming the basis for heart health programs.

Five of seven believed this to be an accurately stated principle. However one of
the five, Respondent C, felt that it was too general. The comments from the respondent
indicated that the statement, left a