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Abstract 

Cardiovascular disease remains a leading cause of death and disability in North 

Amenca. Research has delineated the nature of CVD and indicated that the modification 

of individual risk factors along with the broader cornponents (Le. policy development, 

environment, organizational structures, etc.) will decrease the mortality/morbidity rates 

and subsequently enhance heart health. 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 i den t e  health 

promotion principles and determine the emphasis and organization of these into a 

cornmunity-based heart health promotion program design. The information fkom an 

analysis of three past heaith promotion programs (North Karelia, Pawtucket, and 

Coalfields) along with the opinions fiom 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 ieading cause of death and disability in 

North America- The rising cost of disabiIity, 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 solid* the 

identification of factors contnbuting to this disease and to determine methods of 

preventing these factors fkom having even greater impact. Research indicates that the 

modification of certain individual aspects of health (Le. knowledge, attitudes, and 

behaviors), dong with the interaction of these with other components (i.e. the physical, 

econornic, and social environments; education and economic status; support systems; 

organizational structures; governmental policies, etc.), wïll substantially decrease the 

onset, prevalence, and mortality rates of CVD and subsequently enhance cardiovascular 

health (Le. 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 hem health initiatives have been built and which will 

serve to support friture initiatives. The community itself has become the center of focus in 

hope of instituting widespread changes on diierent levels (individual, communi~,  

policy, and organizational). 

The purpose of this thesis is threefold. The first step will be to iden@ 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 (Fuiland), Pawtucket (LTSA), and 

Coalnelds, (Australia). These WU be discussed within the realm of the previously 

delineated heaith promotion principles. Ne*, several Canadian expert heart heaith 

program planners will be contacted and asked to participate in a survey which wïil 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 heaith promotion 

principles, the subsequent organization of these principles into the design of a 

comunity-based heart health program, and consideration of the practical components 

necessmy 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 f?om reaching epidemic 

proportions in regions that have not yet been badly affected (Catalonia Dechration, 

1995). Canada is one of the countries that has experienced a decline in CVD. Statistical 

projections indicate that Canada has avoided approximately 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 wiil continue if appropnate measures are not taken to  

sustain it. 



The Nature of Cardiovascular Disease 

CVD occurs when fatty deposits build up in the blood vessels (Le. atherosclerosis) 

and impede the flow of oxygen and nutrients to the heart. As these deposits accumulate, 

the vessels get narrower and iose their elasticity, forcing the heart to work harder and 

reducing the blood fIow to the heart muscle. Prolonged heart disease may result in heart 

attack, stroke, or hypertension. To date, considerable progress has been made in 

i d e n t w g  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 illness; and modifiable risk factors including cholesterol levels, levels of 

physical activity, blood pressure, smoking, weight, stress, nutntioh and social support. 

These elernents are considered modifiable, indicating that through positive individual 

lifestyle change the risk for heart disease will decrease. It has becorne clear that 

individual lifestyles contribute sigrufïcantly 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 table (Table 1) depicts the 

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



Table 1: Relative Costs Spent on the Effects of CVD 

1 'Hedtù~Opeiiiti9g~~. _ _ _  _ . _  ., 1 in 5 dollars 
. - 7  .P. . - , . I 

t p~ysKiiiL~fjg;, : . , . . . . .  - : - >  .- - - . , . , 

. D.isrb'iirtu pePP*-'. - -  .: - 
. . ,  . . ._ 3 . .  * 

,. -F - ' .- . . . 

Mcdienl Erpeiiditiices::: 1 10 percent of all Medical costs - .  . . . . 

18 m a o n  vish 

20 percent of aii Disability costs 

- - 

The followiag 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 

. 1- 

At least one majw+i  - . .  fa+ y . . - 63 
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Interestingly, by 1995, the percentage of all deaths attributed to CVD decreased to 

38 percent (Heart and Stroke, 1995). This reduction may seern smail, 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 Dechration, 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 drasticdy reduced. The primary challenge now is to maintain 

this trend while Fnitiating fùrther developments in cardiovascular health. 

One strategy found to be successfùl 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 successfùl concept that allows for the incorporation 

of dl factors of health and CVD risk factors dong with the integration of broad spectrum 

factors (Le. economic, political, etc.). The effort to develop the concept of health 

promotion into a working priority of health care is seen in the use of heaith promotion 

p ~ c i p l e s  in various community-based programs (Le. North Karelia, Pawtucket, and 

CoalfïeIds). The utilization of heaith 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 heaith promotion 

principles will b e  discussed in chapter three in keeping with the goals of this thesis. The 

next section wili explore how heart health and the use of health 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 C M .  The complexity and inter- 

relatedness of CVD risk factors demands an overall change in individuai lifestyle which 

is supported by policy, environment, and social changes (Elder, Schmid, Dower, & 

Hedlund, 1993). Heart health prograrns that refiect the principles of heaIth promotion and 

which are focussed at the comrnunity level will have far-reaching effects (Proceedings of 

the 1988 Surnmer School, 1988). The nurnerous benefits to incorporating a comrnunity- 

based focus will be discussed in this section dong with the rationale of reviewing the 

achievements demonstrated thou& several cornmunity-based heart health programs in 

the past, Le. 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 achievùig 

positive weli being. Heart health will have a high degree of public acceptance as a 

positive health issue and therefore help people understand what heaith 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 cornmunities cannot be considered as separate. 

As well, the complexities and inter-relatedness of CVD augments this fact. A deterxnined 

and well-conceived intervention c m  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 popuIation, and a favorable health 

environment (Wiiiarns, 1992). 

Third, incorporating a cornmunity involvement approach has been deemed an 

effective means of achieving moderate success rates in terms of risk factor and hfestyle 

changes (Glanz, 2997, Farquhar, 1978, Fincham, 1992, & Williams, 1992). 1t ailowed for 

active participation on numerous Ievels that may eventually serve to alter community 

perspectives on mestyle changes and behavior change. It encouraged commitment from 

various sources and therefore contnbuted to sustainabili~. Glanz (1 997) 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 

ody  of interest but of great signiticance to the progress of health promotion. The 

experience gained fkom these programs show us how to apply health promotion concepts, 

principles, and strategies to our cornmunity-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 mode1 for the application of 

health promotion principles can be developed. In this way, the valuable learning gained 
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eom individual projects be brought together to create a versatile, comprehensive prograrn 

to assist in the enhancement of cardiovascular health. 

Purpose of Thesis 

The purpose of this thesis was to iden te  the health promotion prïnciples and 

determine the placement of the health promotion principles within the phases of a 

successfùl heart health promotion prograrn (Le. Assessrnent, Planning, hplementation, 

and Evaluation). 

The principles were developed fiom a systematic analysis of several key 

documents that contributed to the development of the concept of heafth promotion. In this 

manner, the information was compiled to ascertain comprehensiveness and ensure that al1 

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 (Wnited States of Amenca), 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 health 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 forefiont the concept of health promotion and ensure that it not only forrned the 

basis for prograrn 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 p ~ c i p l e s .  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 p ~ c i p l e s  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 fias 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. Followîng 

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 cornparison 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 

heaIth 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 hearî 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 - c m  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 satis@ 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 persona1 resources, as well as physical 

capabilities (World Health Organization, 1986). This definition can be viewed as a rnulti- 

dimensional phenornenon, with multiple determinants, one that can be defined by its' 

positive rather than negative aspects (Green & Raeburn, 1988). 

Health Promotion -cm be defined as the process of enabling people to increase 

control over, and irnprove their health. It represents a rnediating strategy between people 

and their environments, synthesizing persona1 choice and social responsibility in health to 

create a better fùture (Labonte, 1992). From an operational standpoint, it can be dehed 
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as the combination of educationd, organizational, economic, and environmentai 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, 2992). It also includes social, cultural, and 

political interdependence (Elder, et al-, 1 993). 

Cardiovascular Disease (Cm) - 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. 

Atheroscierosis - the build up or accumulation of fatty deposits within the 

coronary artenes impeding the Bow of oxygen and nutnents 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 nsk to CVD which in tum, 

effect other aspects of Me. 

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 (Airtiihenbuwa, 1994). This is accomplished by providhg access to 

information, supporting community leadership in decision-making practice, and assisting 

in overcoming obstacles (Robertson & Minkler, 1994). 



Chapter Two: Methods and Procedures 

Introduction 

This chapter sets out the methods and procedures foiIowed throughout this thesis. 

The research question was intended to discover two types of information: the accuracy of 

the identified health promotion principles and the fit of these principles iin the design of a 

heart heaith promotion program (assessment, planning, irnplementation, and evaluation 

phases). To answer this question, there were three identsed steps. The first step was a 

delineation of the hedth promotion principles. Second, these principles were used as a 

basis for the analysis of three past heart health programs. Next, a questiannaire was 

developed to obtain current expert opinion as to the accuracy of the health promotion 

principles and the emphasis of these into a heart health promotion prograrn. The 

information collected wouId then be anaiyzed based on the experts' assertions and 

comparisons made with the hktoricai experience of the past programs. The outcome was 

a general mode1 for future health care professionals to foilow when d e s m n g  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 foilows: 

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? 



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 principies which resuited 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 heaith 

promotion principles. This included examining the historical development of the concept 

of health promotion, reviewing the outcomes fiom other comrnunity-based health 

promotion programs, and exploring numerous papers, articles, and texts that deemed to 

fùrther c l a r e  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 recognùed saiccessful heart health 
programs - North Karelia (Finland), Pawtucket (United States of 
America), and Coalfields (Australia). 

There are many valuable cornmunity-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 fùture 

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 modifLing risk factors at muiti-levels. Coalfields was chosen because 

Australia has been a worId 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 prograrns evolved, designed, and 

implemented. 

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

The previously identified health promotion principles were used as a basis for the 

analyses of these programs. This was in lceeping with the goals of the thesis, which was 

to  determine the fit, emphasis, and utilization of the principles within a comrnunity-based 

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

dong 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. 

7. 

8. 

9. 

Establishment of a pilot study to examine the content and constmct 
validity of the draft questionnaire (this procedure involved the 
identification of recognized authorities on the implementation and 
operation of heart health programs). 

Revision of the questionnaire based on the responses provided by the 
pi10 t study respondents. 

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

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. 



11. Anaiysis of questionnaire responses dong with a comparison with the 
experience of the past programs. This anaiysis was organized into three 
sections. 

Part A was focused on the accuracy of the health promotion principles. The 

cornments were discussed and subsequent modifications were made. Part B was directed 

at the organization and emphasis of the principles within a program design (Le. 

assessment, planning, implementation, and evaiuation). This included a comparison o f  

the respondents' opinions combined with the results of the review of  the three past 

programs. Part C discussed the experts' cornments regarding the inclusion of practical 

components considered a priority as well as the important cornponents colIectively found 

in the analysis of the past programs. 

12. Compilation of al1 data into a general mode1 which utilizes health 
promotion principles within the realm of heart health and community- 
based programs for the use in a Canadian population. 

The final outcome 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 p ~ c i p l e s  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. 



Chapter Three: 
Health Promotion and Health Promotion Principles 

Introduction 

Recent developments have placed a renewed emphasis on the value of health and 

welibeing emanating within ail levels of society (Le. from individuais 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 successfùl health promotion prograrns. 

Evolution 

"Health Promotion" is not a new concept; rather, it has evolved fiom a heaIth 

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 wrïtten information regarding sanitary 

conditions. By the time World War 1 came to an end, a Canadian federal educational 

venture was implemented for the control of venereal diseases. These actions were arnong 

the &st 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 tems of quantifiable morbidity/mortality statistics. The first symposium on 

health education was held in 196 1 to assess the issues of evduation techniques and other 

methods for the diflùsion of ùiformation (Badgley, 1994). The fùlfillment 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 Mestyle 

behavioral rnodels. 

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 LaLonde. This approach expanded the use of behaviord 

education programs to include within thern 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 airned at predominantly 

changing individual behaviors. Govemrnent-initiated mestyle marketing campaigns and 

an emphasis on wellness in terms of nutrition, stress management, and exercise 

transcended al1 other interrelated factors later found to affect health in a more global 

marner. 

Despite the fact that health professionds were unable to hlly 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 mode1 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 tirne, 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 Repubiic 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 Ail by the year 2000" (Cornmunity Health, 1990). This meant 

achieving an equitable distribution of health resources to enable people to attah a level of 

health that would permit them to lead more socially and economically productive lives- 

The report chaiienged all participants involved to develop their hedth 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 heaith promotion. From an histoncal perspective, the developments within health 

promotion represent substantial accomplishrnents towards achieving heaith for al! 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 wiil review recent developments and achievements within health promotion. 

Given these advancements, nine principles have been developed that will serve as a 

primary point of andysis within this thesis- 

Development 

A transition occurred in the field of health promotion during the 1980's. WMe 

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 Frarnework). Later 

in the mid-19907s, 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 commîtment to the goal of Health for AU, heaith 

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: 

1. building healthy public policy; 
2. creating supportive environrnents; 
3. strengthening comrnunity action; 
4. persona1 skills; and 
5. re-orientîng health services. 

The "Ottawa Charter" (1986) extended the conceptual framework and identified 

other elernents basic to health promotion. it identified determinants for health reaching 

far beyond the scope of individual physicat 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 Heaith for 

All: A Framework for Health Promotion" (The Framework). The Framework (1986) 

emphasized the purpose of health promotion and identified similar strategies airned 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- 



care, mutual aid, and the creation of healthy environments. In order to achieve these 

goals, three strategies were proposed: fostering pub tic participation, strengthening 

community senrices, and coordinating healthy public policies. Ail these concepts fit into 

a fiamework that offered a pragrnatic means for achieving health for dl. This led to the 

beginning of the acceptance of hedth promotion as a new conceptualkation within which 

health was broadly deflned- Health was now recognized as permeating every aspect of 

life: 

Health can be defined as a state of complete physicai, mental, and social 
wellbeing. It is the extent to which an individual or group is able, on the one hand, 
to  reaiize aspirations and satise needs, and, on the other hand, to  change or cope 
with the environment. Health is seen as a resource for everyday We, 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 prorninent features of the health promotion 

movement include the following: 

1. a broadened 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 ernpowerment; 
4. advocated the participation of the community in identwng health problems; and 
5. provided strategies for addressing these problems. 

(Robertson & m e r ,  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 forefiont. In 1992, 
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Ronald Labonte declared that there was not a specific, alI-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 heaith. It represents a mediating strategy between 
people and their environments, synthesizing persona1 choice and social 
responsibility in health to create a better future. 

(Labonte, 1992) 

The third influentid document was released in 1996. An "Action Statement for 

Health Promotion7' was distributed to characterize the efforts of health promotion to date, 

given that the political and health climate had changed direction since the I98Oys. This 

document, as wel, 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 onginal foundational and revolutionizing documents continued to provide 

support for the persevering effort to develop the concept of health promotion into a 

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

out in the next section. 



Principles of Health Promotion 

A comprehensive review has been conducted to develop a set of hedth promotion 

principles. Based upon the results of the previous section, and for the purposes of further 

analysis within this thesis, the folIowing 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 f?ee 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 attainrnent of 

enhanced health and wellbeing. Further developing this concept were documents such as 

the Ottawa Charter (1 986), Framework (1 986), and Action Statement for Health (1 996). 

Though the Ottawa Charter and the Action Statement fully incorporate this view, it was 

specifically the Framework (1986) that described three rnechanisms intrinsic to health 

and health promotion. First, sey-cure as it pertains to the decisions taken and practices 

adopted by an individual for the preservation, protection, and irnprovement 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 

enviro~zments was intended to Çocus attention on the need to shape the conditions 

conducive to developing good health. These mechanisms form the basis of health 
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promotion strategies. Thus, the health promotion approach offers considerable potentiai 

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

The ïntertwining 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 f?om 

the realization that CVD risk factors are, to a great extent, detennined by behaviors 

shared by rnany individuals and that these behaviors are learned in a broad social and 

environmental context (Paradis et al., 2995 & Bracht, 1999). Many antecedent heart 

health promotion programs (Le. North Karelia, Pawtucket, and Coalfields) relied on 

modifymg the comection 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. HEALTE 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 
satisSf needs, and, on the other hand, to change or cope with the environment. 
Health is seen as a resource for everyday He, not the objective of living; it is a 
positive concept emphasizing social and persona1 resources, as well as physical 
capabilities. (WHO, 1986, p. 73) 

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

henlth promotion. 



Health Promotion can be def'uied 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 
fiiture. 

(Labonte, 2 992) 

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, incorne, employment and working conditions, 

physical environment, biology, personal heaith practices and coping skills, healthy child 

development, and health seMces (Hamilton & Bhatti, 1996 & Mustard & Frank, 199 1). 

This principle is especiaily concemed with the experiences of wellbeing in terms 

of happiness, meaning, and purpose, as wit h their p hysical functioning (rnorbidity, 

mortality, risks). Each aspect serves a purpose in forming the basis for a cornprehensive 

health promotion focussed program. CVD pervades one's entire Mestyle. Changing 

behavior, attitude, and knowledge regarding CVD will also serve to effect changes in 

health in d l  other aspects of We. For instance, enhancing cardiovascular health May have 

an impact on one's mental health, which in turn, may idluences one's social, cultural, 

and spiritual health. Therefore, this principle is an integral focus to maintain throughout 

the development of a heart heaith promotion program. 

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

Working the expanded definition of health and health detenninants into the 

individual, cornmunity, organizational, institutional, and political arenas wili foster the 

awareness about the determinants of heaith. To maintain this perspective, support of 
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health promotion is needed to ensure the success of cornmunity-based heart health 

promotion prograrns. Creating supportive environments (physical, econornic, cultural, 

and spiritual) that recognize the rapidly changïng 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 hedth 

and prosperity, wodd ensure health promotion actions were more supported (Federal 

Advisory Cornmittee, 1994). 

4. HEALTH PROMOTION necessitates a balance between central and 
decentralized decision-making on policies that affect people's Iives 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 fkom professionals, but also involves 

people at the comrnunity level in a fuller and more participatory manner (Bracht, 1992). 

A prïonty 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. 



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 
sirnilar values and vision of a preferred future. 

Health becomes the concem not only of the individual, but also becomes the 

responsibility of the cornmunity sectors of which they are a part. There is the increasing 

realization of the need for inter-sectoral cooperation at ail levels (Labonte, 1992). It is 

essential that each and ail 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 potentiai for significant impact on the health 

of the population, cornprehensive 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 

healt h strat egies. 

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

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

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

voluntary sectors (Health and Weffare 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 wili assist in the move towards 

choosing strategies conducive to enhanced health, 

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

Health is si@cantIy aEected by the extent to which one feels control or mastery 

over one's IZe (Robertson & Muikler, 1994). For this reason, the new health promotion 

movement places an emphasis on empowerment as a prirnary health promotion strategy. 

Empowement 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 cornmunity. Health professionals and experts 

take the role of an enabler in the process rather than the leader by assisting individuals 

and comrnunities to articuIate their health problems and identi@ the solutions. This is 

accomplished by providing access to information, supporting community leadership in 

decision-making practice, and assisting in overcoming obstacles (Labonte, 2992, 

Robertson & Minkler, 1994, & Airhihenbuwa, 1994). 

This principle is founded within the precepts of cornmzrnity development. 

Community development can be defrned as the voluntary cooperation and self- 

help/mutual aid efforts arnong residents which airn to improve physical, social, and 

economic conditions of the community (City of Toronto, 1993 & Labonte, 1992). The 

community development mode1 of health promotion emphasizes the importance of 

empowering communities to define and take forward measures to improve the health of 



their communities (Labonte, 1992). This can be actively achieved through the 

participation in alliances working to change unhealthy living conditions, supporting 

environrnents that promote healthy lifestyles, strengthening the capacity of the 

comrnunity members to idente issues, and persuading politicians to implement change 

(Canadian Public Health Association, 2 996). 

Cornrnunity development is an effective vehicle by which health promotion can 

take place - whether it is directed at policy, environment change, institutional change, or 

persond skills development. At the heart of this process is empowermerzt of comrnunities, 

their ownership and control of their own endeavors and destinies. Concrete and effective 

community action in setting pnorities, planning strategies, and implementing them to 

achieve better health will theoretically foster the long-terrn 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 constrauits, the effectiveness of health initiatives must be proven 

to ascertain scarce resources and continued fünding. 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 cornmunity (Bracht, 1992). Eventual sustainability of the 

program will be needed as experts withdraw fiom the program and implementation 

continues through cornmunity leadership. 
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Ethere is broad pubiic 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 ofpriorities that will have an effect on 

Canadians (Federal Advisory Cornmittee, 2 994). 

9. HEALTH PROMOTLON advocates healthy public policy. 

Policies shape how money, power, and material resources flow through society 

and therefore affect the deterrninants of health. To date, most policies in the area of 

heaith have supported healthy lzestyles (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 WeLfàre 

Canada, 1988)- 

Healthy public policy is distinguished fiom traditional medical care policy by 

being ecological in perspective, multi-sectorai in scope, and participatory in strategy 

(Health and Welfare Canada, 1988). The heaith 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 thern throughout the process 

(Bracht, 1992). Widespread public awareness and consultation are necessary components 

of this perspective. This is especially true in upholduig the health promotion perspective 

in rneaninsful heart health promotion prograrns. 

*Adapteci fiom ûttawa Charter (1 986), the Framework (1 986), and Action Statement (1 996) 
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The effort to  develop the concept of health 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 irnrnediate 

intervention - heart health. The next section will explore how heart health and the use of 

heaith promotion come together to battle the issue of cardiovascular disease. 



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 

197 1, Parliament, voiuntary organizations, and the cornrnunity signed a petition "to 

urgently undertake efficient action to plan and implement a program which would reduce 

the greatest public heakh problem of the country" (Puska et al., 1985 p. 9 1). In response, 

a panel of Fuinish experts, international experts from WHO, Finnish authorities, and 

North Karelia representatives met to outline the scope and recommendations for fùrther 

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 pnonty 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 

cornrnunity agencies. The primary objectives sought to create contacts for community 

involvement, introduce awareness campaigns, develop materials and action plans, and 

start local training. The onginal project was set for five yess. However, the successes of 

this cornmunity-based comprehensive heart health promotion program encouraged 

persistent intervention and evaluation t hat continues today, twenty years later. 



*The foIlowing description is a compilation of the following refemces: McAlister, 
Puska, Salonen, Tuomilehto, & Koskela (1982), Puska, Nisshen, Tuomilehto, Salonen, Koskela, 
McAiiier, 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 fming and forestry. 

Medical resources as well as other services are dispersed and limited. The program to be 

developed aimed at the entire Finoish population, but middle-aged men whose disease 

and mortality rates were particularly alamiing were targeted intially (See Table 3). 

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

To reduce the incidence of cardiovasculat disease through a coimnunity-based 

program effecting change by : 

> Decreasing serum cholesterol by way of dietary behavior change; 
P Decreasing initiation and habit of smoking; and 
> Enhancing identifcation of hi& blood pressure and increase adherence to treatment 

regunes. 

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

behavior were not prevalent in this area. 



34 

Theory 

Prier to the development o f  the North Karelia program, Little was known about the 

practical effectiveness of the behavior change theot-ies 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 fiamework. What was created and unique to North Karelia, is 

known as the UNIFED 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 tum, were directed 

at reducing the level of cardiovascular nsk factors and thereby the rate of cardiovascular 

disease. 

Project Components 

The practical fkmework for the development of the North Karelia project 

contains three main components: planning, irnplementation, and evaluation. It is these 

elements that were used in the original development of the prograrn as well as to guide 

the project d u ~ g  implementation and evaluation. 

North Karelia combined the stages of assessment and pIanning. 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 



elements were definition of objectives, community analysis, establishment of the project 

organization, and preparatory steps. The objectives were created in a hierarchicd 

fashion. The overall goal of improved CVD health needs of the community led to the 

development of a sub-leveI of objectives that were based on the epidemiological data 

available regarding CVD. From there, the practical objectives and intervention measures 

were created underlying the planning of interventions. 

Utilizing a community analysis approach was a prïority within North Karelia's 

planning stages. Of particular importance was information collected on the 

epidemiological data fiorn the area, including rnorbidity/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 socioeconornic factors of 

community. For purposes of intervention style, information on various Lifestyles, 

community features influencing these behaviors, cornmunity leadership, social interaction 

and community channels, and other relevant factors related to the sociai 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 prograrn 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 cornmittee, and a coordinat ing center. This group was involved 
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in coordmating 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 Obiectives 

1. Improved preventive senices 
2. Information 
3. Persuasion 
4. Training 
5 - Community organization 
6.  Environmental change 

Tmproved preventive senrices 

The Finnish Health Care System provides prïmary care tluough the use of 

community health centers governed by local communities. The objective of this 

intervention was to identifi 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 seMces rather than to 

attempt to encourage the people of the cornmunities 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, refends, 

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. 



Information 

The program designers utilized elements primarily fiom the Communication 

Behavior Change approach. Mass media was involved in educating the public about their 

heaIth and how to maintain it. Newspaper articles, bulletins, leaflets, posters, signs, 

stickers and other educational materials, radio helped implement these p ~ c i p l e s .  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 DBÛsion 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 rnany dserent sources, to maximize perceived credibility. Endorsements were 

granted fiom prestigious institutions like WHO, from opinion leaders, and fkorn fomal 

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 one's regular diet. This requires 

challenging long-standing traditions in shopping and prep aration. This is similarly tme 

6 t h  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 

cm not be maintained uniess 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 infiuence on behavior and may directly 

influence hedth 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 prograrn into the sociar organkation 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 

ïncluded both a formative and summative evaluation. The formative evaluation occurred 

at various intervals throughout the prograrn implementation. This was done to provide 

feedback to prograrn staff regarding the interventions so that the prograrn could be 

modfied accordingly. This section will be primarily concemed with the summative 

evaluation. 

This effort was aimed at five factors. First, the feasibility was evaiuated 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 actudy happened in the 

community, the resources available and required, 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. Sarnple groups were examined and compared to the baseline 

and a control reference group. Statistical data was especidy pertinent as weii 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 ailocated 

evaluated costs. 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 go& are best indicated in the following table: 

Table 4: Main Program Results at 5-, 10-, and 2û-years 

Active Smokets 52% were 
Men)  active 

smokers 
BI& Pressure 149/92 
(Men) 
CM) Mortality 

Reported 
Subjective HeaIth 
status 
Savings in Health 
Care and 
Diss bility 

6.7 mmol 

44% 

l43/89 

Decreased 
3.7 % fkom 
baseline 

6.3 m o l  57 mm01 

decrease) 

14987 (5% 1 42/85 
decrease 

Reduced by 
27% 
Very good or 

$6 million 1 



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 cornplaints 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 afler 5-, IO-, and 20-year evaluations. Sirnilar 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 urbankural and in daerent socioeconomic 

groups and little association with initial risk. This al1 indicates a general change and 

impact of the program in the cornmunity (Salonen, 1980). 

Many of theones relating to community intervention were understood and 

developed only during the actual work. How, then, did the project developers tW that 

CVD-related Mestyle and risk factors could be permanently achieved and maintained in 

the entire population in a cost-effective way? It was firmly believed arnong the entire 

group, £tom 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 pnmiples (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 nurnerous additional health benefits. For instance, 

smoking cessation, reducing obesity, dietary changes (ive. 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. 

Overail, there is statistically significant evidence for success of the program in 

terms of feasibiiity of program implementation, risk factors changes, mortality/morbidity 

rates, costs and savings, and unexpected positive consequences. The entire project fkom 

1972 -1977 cost $1-75 million dollars and the effects far out-weighed the initial 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 c m  

lead to substantial improvements in risk factor patterns (Puska, 1985). 



Principles of Health Promotion 

North Karelia used health promotion as the pruriary 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 frorn the project's inception. (Refer to 

Appendk B for List of Health Promotion Principles) 

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

North Karelia's approach was aimed at innuencing 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 deterrnined by social forces and other environmentai 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 seMces, establishment of new otnces, hypertension 

registrar, and the use of media and comrnunity 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 epiderniological approach with a concentration on the 

environmental (social and physical) as well as individual behaviors and biological risk 

factors (See chart in Appendk C) (Puska, et al., 1985). This principle of health promotion 

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



44 
which to develop the interventions and a basis for evaiuation and research. Having 

maintaked 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 
(morbidityhortality, risks). 

The main goal of the project was medicaily onented in that it was to decrease the 

incidence of CVD. Since CVD aione was responsible for nearly two-thirds of al1 deaths 

among the middle-aged population, it was hypothesized that reductions in targeted nsk 

factors would also probably have beneficial effects for other non-communicable diseases 

and health in general. Mainly, this perspective develo ped from sumrnative evaluation 

data and intense research &er program completion with the evolvement of hedth 

promotion. The well-being outcome was a positive consequence extendiig 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 ident@ 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 



induced by reorganinng preventive services within the local health centers and 

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

This portion developed graduaily due to the pursuing of commitment from the 

political arena and the fair arnount of organizationd 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 prograrn completion, but their extent was limited by national 

legislation, other national rules, or economk realities (McAlister, 1982). 

4. aEALTH PROMOTION necessitates a baIance 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 197 1, Parliament, voluntary organizations, and the comrnunity 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., f 985, p.9 1). in 

response, a panel of Finnish experts, international experts fiom 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 fùlly 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 tirnes 

the number of active participants were restricted due to conflicts with work or other 
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involvernents (McAiister, 1982). At project cornpletion, thou& numerous businesses 

(meat and dairy), Iay 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 "1 

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 constnicted to suppress counter arguments and fear messages 

were accompanied with attainable recommendations for reducing feu. The credibility 

and endorsement of the message source was carefully considered. Al1 these actions were 

done to enhance heart health as a national priority. Ln North Karelia, govemental 

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 (Le. 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 regdation 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 

fiiture of health care. 

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

Program contents were deterrnined by existing medical, epidemiological, 

behavioral, and social knowledge. This would strengthen the rationale from the 

perspective of muIti-sectoral involvement and would d o w  for the application to the local 

community setting. The key feature that was applied fiom the medical and 

epidemiological knowledge was to identiîy health problems and priorities in se1ectir.g 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 irnplementation 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 

nsk factors had been agreed upon, choices still had to be made on intervention strategy. 

The comrnunity (total population) approach atternpts to m o d e  the general risk factor 

profile of the whole population. From the epidemiologicd point of view, major 

reductions in the disease rates in the community can be achieved only by the widespread 

reduction in the Ievels of the multiple nsk factors. This implies cornmunity-wide effort to 

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

The health promotion program in North Karielia remarkably foilowed an 

empowerment strategy using various combinations of theories available at the tirne. The 

initial drive to effect change in the dramatic CVD statistics was from the cornmunity 

themselves. To begin, experts were available to create partnerships and involved key 

stakeholders - al1 of whom were involved in the initnal assessrnent and planning stages. 

Following this, the interventions that were developed were reorganization of preventive 

services, persuasion, information, training, communUty organization, and environment ai 

change. Though the interventions were drÏven by eqer t s ,  there was an underlying notion 

that the cornrnunity would not only be the target b u t  also participants in the 

implementation phase. Eventually, the cornmunity amd government would maintain 

ownership over various portions of the program. 

The interventions that specificaliy addressed the strategy of empowerment were 

those that involved information, persuasion, and traUning interventions. The information 

intervention was geared to infiltrate the social structxres to ensure all people received 

some fom of the heart heaith message. Empowerment strategies were utilized in the form 

of providing access to information to support the coornmunity's involvement in heart 

health interventions and helping the people to realizee their strengths in the battle against 

this disease process. The persuasion intervention ensured carefùlly 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 opporminity to practice and l e m  new 

behaviors. Additionally, higher levels of change werl-e înstituted 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 empbasizes public accountability for costs, activities, 
and effects. 

North Karelia, fiom the inception, established an intense priorïty on evaluation 

criteria. Comprehensive baseline measurement s were collected and t his assist ed in the 

establishment of criteria for fùrther surveillance and evaluation. A formative and 

continuous monitoring during the prograrn was set to ensure intervention effectiveness as 

well as to help guide the program. A comprehensive summation evaluation was done at 

various intervals (5-, IO-, and 20-years) to assess the overall results. The evaluation 

component was designed to not only evaluate risk factor changes, CVD 

mortalitylmorbidity 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 govenunent The initial 

reorganization of health services was done in direct partnership with the governrnent 

bodies that controlled this area. The changes that were made could only have been done 

with the concerted efforts between comrnunity 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 govemmental 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 Ievels of governrnent 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 idïltrated most segments of Society and social behavior, this is viewed as 

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



Summarv 

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 foliowing 

tables provide a summary as to the information regarding the emphasis of principle use 

within the North Karefia program as well as to the organization of the principles within 

the program phases. 

Table 5 depicts the health promotion principles which were consistently used 

throughout the Program. 

Table 5: Degree of Principle Usage in North Karelia 

Principle 2 

Principle 3 

Principie 4 

Principle 5 

Principle. 6 

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 cornparison with the 

J 

J 

J 

J 

Principte 7 

Principle 8 

Prîncipïe 9 

J 

J 

J 

J 



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 specificdy organize the health promotion 

principles within a program design, the foliowing table provides a basis for cornparison 

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 

assessrnent and plnnning phases, for the purposes of later analysis these phases were 

divided based on the rnethods used and the practical components utilized by the 

designers. 

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



The general perception of  success had led to rapid nationai adoption of 

innovations that onginated in North Karelia (McAlister et al-, 1982). This mode1 has 

become popular as a practical and positive exampie that health promotion and control of 

modem chronic disease epidernics is feasible. North Karelia has been viewed as a 

promising case study rather than a critical test of the effects of heaith promotion. 

The North Karelia project serves not only to demonstrate objectives of health 

promotion, but also to illustrate a cuitural setting favorable for the developrnent of 

innovations in public health and preventive medicine (Puska, et al, 1985). North Karelia 

was especially successfbl in its use of the health promotion principles. This project 

allowed for the use of health promotion strategies to reduce unheaithy 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 

tirne, North Karelia can be considered a pioneer in the development of health promotion 

programs. Their expert use of principles that were reaiiy only identified many years later, 

enabled fùture programs to incorporate the practical cornponents within the realm of a 

theoretical constructs such as health promotion principles. These are the foundations f?om 

which the principles of a health promotion program c m  and should be built. The purpose 

of this thesis was to discover the theoreticd constructs founded in such programs, such as 

North Karelia and integrate them into practice within the current Canadian health care 

system. 



Chapter Five: Pawtucket Heart Health Program 

Background 

The administration of Pawtucket Mernorial Hospital noted the increasing statist 

concerning CVD mortality and morbidity and the subsequent cost of the disease in tems 

of health care and disability. The Pawtucket Heart Health Program (PHHP) was 

established to develop and assess the effectiveness of a comrnunity-based program to 

prevent atherosclerosis by rnodimg 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 rnodiQ 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 

referrais. This project was fbnded fiom l98O-IWl. 

The foilowing information is taken from the following references: Cadeton & Lasater (1995), 
Elder, McGraw, Abrams, Ferreira, Lasater, & Longpre (1986). Elder, Schrnid, Dower, & Hedlund 
(1993), and Lefebvre, Lasater, Carleton, & Peterson ( 198 7). 

Tareet Group 

The target group was predomînantly the blue-collai- 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 sirnilar, but larger 

in number. 



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

2. To develop the comrnunity organization framework necessary to maintain the 
health enhancement programs as professional staff withdraw. 

The project sirnilarly began with five underlying hypotheses: 

1. Cornmunity health change using Lay volunteers is feasible and effective; 
2. Health-promoting, population-wide risk factors behavior change wilf occur 

through a process of community activation with involvement by individuals, 
groups, organizations, and the entire comrnunity; 

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

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

5 .  The reduced estimated CVD risk will Iater 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 cornmunity-based approaches developed and 

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

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

Community Psychology, Community Organization, Cornrnunity Activation 

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

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

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

Interventions were designed to introduce behavioï 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 Comrnunity 

Organization Theory? the socinl action model was predominant. Experts sought to 

organize coalitions, and the volunteers would enact the change strategies. 

Insofar as the SLT and cornmunity organization approaches underlie the intemention 

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 cornmunity's commitment to heart health programming 

(Elder, et al., 1987). The essential intervention strategy used community activation to 

mobilize cornrnunity involvement in dl aspects of heart health program planning, 

implernentation, evaluation, and management by crafling a volunteer-based service 

delivery system. It was postulated that this process would lead to long term management 

of heart health prograrns by trained volunteers and be supported by local institutions. 

Transfer of a professionally managed intervention project to a cornmunity-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). 



Illustration 1: Pawtucket Heart Health Program 
Intervention Cube 

Aspect Promotion/ SKILLS TRAINING Maintenancd 
Induction/ Specific Risk , Support N c t r o r k  Feedback 
Motivation Factor Behavior , DcveIopment Gcnetaliution 

i 
1 

Individual 1 
W 
> I 
W .  l 
4 

F Group l 1 

I I O 1 

a I 
s j I - Organizarion 1 

I 
i I 

Comrnuniry 1 1 

I 
I 
I 

PROGRAM PHASE 

imoking 

* Adapted from Lefebvre, RC., Lasater, T.M., Carleton, R A., & Peterson, G. 
(1987). Theory and Delivery of Heaith programming in the Cornmunity: The 
Pawtucket Heart Health Program. Preventive Medicine 16, 80-95. 



Program Components 

Assessmen t 

It was important that data required to create a comprehensive baseline was 

colleaed 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 cornrnunity health 

status. During the first three years of the program, volunteers were trained to provide the 

direct interventions with the cornrnunity 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 physicai environment. To fbrther the infiltration, 

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

Specifically, the foilowing interventions were developed based within the 

Behaviord Community Psychology theory. 

Walk-in BP stations - These stations were accessible in a variety of settings. 

Participants received blood pressure record cards, bnef counseling on maintaining 

healthy levels, or, in cases where blood pressure was abnomal, 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 develo ped by P m ,  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 

prograrns or host heart health activities. This was particularly innovative. Churches were 

used because of the number of persons served (213 went to church weekly) and the 

potential of repeated contacts. It ais0 served as a cornmunity focal point. Organizers had 

access to an operational mini-media (bulletins). Moreover, the churches provided a 

naturai suppon network, had high concern for the welfare of others, and had extensive 

experience in organizing, delivering, and maintainhg volunteer-based prograrns. 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 eficacy elernent 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 

comrnunity policies and noms. Each specifïc 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 pnnciples of Behavioral Cornmunity Psychology. 

Unique to PHHP, the interventions were implernented 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 uiitially 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 f i e r  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 narne 
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recognition campaign was developed. This was sirnilar to the slogan carnpaign used in 

North Karelia's activities. 

Phase 2: The decision was made to offer prograrns to the cornmunity to complement and 

accelerate changes made within organizations. Smoking, weight loss, and other risk 

factor change programs were offered and held in central comrnunity locations. The "Up 

In Smoke" carnpaign generated the largest success rate. The "Weigh ui" program was 

also promoted heavily and deemed successful. These early comrnunity 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 prograrns with a self-help nutrition kit. This 

phase evolved as being more flexible and responsive to community needs. 

Phase 3: Additional activities were irnplernented, such as multiple risk factor screenings 

with direct participant counseiing, education, and follow up. This phase was notable for 

the continued increase in organization and individual participation. 

Evaluation 

Formative and process evduation was done by creating a community tracking 

system to provide ongoing assessrnent of intervening variables, impact variables, and use 

of new or existing prograrns. This was accomplished through content analysis of the 

media for health-related articles and annual i n t e ~ e w s  with hedth 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. hterestingly, 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 profle of participants and to refine and target 

intervention programs, assess the immediate and long-term impacts of the programs 

through follow-up i n t e ~ e w s .  i t  also provided a historÊcal record of the PHHP 

intervention effort. 

Ksk Factor Results 

Overall, there were no statisticd 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 initialiy, bu t  10 weeks later only 66% of the 

original participants returned for a weigh in. In total, t he  participants iost 1061 pounds of 

weight and subsequent decreases in cholesterol levels were noted. At fùrther 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 numencaliy smaii 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 t h e .  This implied that screening 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 prograrn. Despite the range of activities offered blood pressure screenïng 

drew the most participants. 

Discussion 

The primary goal of the prograrn was to significantly decrease the 

mortality/morbidity of CVD. Specific reductions in CVD mortalityhorbidity 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 statisticaily sigm6cant results was not (Carleton & Lasater, 1995 and Shea & 

Basch, 1990). In terms of the second goal of the prograrn - the development of the 

comrnunity organization framework - the PHHI? had leamed that early community 

involvement in the planning for health promotion was essential for program acceptance 

(Lefebvre, et al., 1987). Prograrnrning efforts must be flexible to adapt to dserent kinds 

of people at ditferent stages of change. Positive effects included the fact that the PHHP 

became part of the community environment. This was achieved through Mages  with 

other hedth agencies, CO-sponsoring events by city govement, and participating in large 

community events. As well, it was determined that volunteer participation was integrai to 

this process (Carleton & Lasater, 1995). 



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 (choIestero1, BP, smoking, obesity, and physical 

inactivity) were the focal point (Carleton et ai, 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 deveiopment 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 hedth 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 ai l  community 

members. This dimension stemrned 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, PHEP was able to incorporate the 
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blending of individual and cornmunity-oriented change strategies in planning heart hedth 

interventions fiiifilhg the obligations set forth in this health promotion principle. When 

translating theory into practice, several principles of behavioral comrnunity psychology 

were found to serve as a template to permeate the cornmunity, its organizations, and 

social groupings with emphasis on behavior change: ease of adoption, flexibility, low 

cost, acceptability, visibility, and cornmunity involvement Gefebvre et al., 1987 & 

Carleton et al-, 1995). 

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). 

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 oniy physical health, but also of general well- 

being. Participation and involvernent influenced people's experiences and assisted in the 

holistic aspects of health. Although no evidence was cited, it could be extrapolated that 

through socialization, becorning involved, and sharing expenences 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. FEALTH PROMOTION requires a long-term perspective to create awareness 
and build understanding of health determinants within organizations, 
communities, and individuais. 

The original program principles that evolved £tom the chosen theones were 

acceptability and visibility. It was deemed important to become cognizant of prevailing 
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community n o m s  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. Initidy, though, this underlying principle was 

not utilized to the fùll 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 rectifL and m o d e  the project 

after the first formative evaluation by instituting phases 2 and 3 aimed at making 

prograrns available to al1 cornrnunity 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 peopIe9s lives where they 
reside, in leisure, and work There should be a strong emphasis on communiiy 
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, irnplernentation, 

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-terrn management of heart health programs would continue by trained 

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

the PEHP as an integral part of the comrnunity environment. This was facilitated by the 

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

part way through the prograrn. 

5. HEALTH PROMOTION depends on a degree of rnulti-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. 

P m  achieved the incorporation of this hedth promotion principle by giving 

priority to establishing Lùikages within the community. They melded with other heaith 

agencies, CO-sponsored events with city govemment, 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 fbriher the integration of this principle in the program. Phase 1 had 

focussed on organizations (Le. worksites, churches, schools, and other organizations) . 

The original rationale was that risk factor behavior changes would be disserninated 

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 

funhered by invohing 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 fûture. 



68 

6. EEALTEI 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 prograrn was developed from an 

extensive theoretical basis as discussed prior. Much effort was taken to create a sound 

theoretical basis for the PHHP using weU-known and accepted theories. The PHHP 

model served as a usefil guide to conceptualking and planning community-based 

prograrns 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 individuais, the influence of the environment, and the significance of the 

social milieu had been strengthened through extensive past research and experience. 

M e r  the surnmative evaluation, it was noted that acceIerating CVD risk factor changes 

would likely require a sustained effort including reinforcernent fiom the state, regional, 

and national policies and programs (Carleton & Lasater, 1995). 

7. HEALTH PROMOTION utilizes the concept of ernpowerment 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 

prirnary goal of the PHHP was community organization. The strategy was to mobilize the 

comrnunity to be involved in al1 aspects of the heart health promotion prograrn (Le. 

assessment, planning, implementation, and evahation). The use of a volunteer system 

was embodied within this strategy. Volunteers were recruited eorn various community 

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

Thus, this would ensure long-term sustainability of this program. 
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Second, using community members as volunteers helped secure the belief 

arnongst other community members that they, too, had the ability to change their lives. 

This would be a criticai 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, Le. workplaces, schools, and churches. Establishing this cornrnanding 

alliance wouid assist in the tùture 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 elernents 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 PHHPYs extensive use of a volunteer 

systern (lay people). Specinc 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 noms, and they 

provide a support network for themselves and others. Also, the involvement of volunteers 

prornoted the diffusion of heart health information, multiplied the reach of professional 

staE 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, implementat ion, 

evaluation, and management of heart health programs. 
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The concept of public accountability is achieved as the cornmunity 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. BEALTH PROMOTION advocates healthy public poiicy. 

Though PHHP rnaintained a risk factor reduction goal throughout, the tirnefiame 

allocated to this prograrn 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 

dernand for heart healthy products was increasing. This seerns sigrufïcant 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 

infiuenced by the social milieu. It is significant, however, that the PHHP did not produce 

clearly stated hedthy public policy. 



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 

Principie 1 J 

PnOciple 2 J 

Principie 4 ' 1 J I I 
Principle s 1 J I I 
Priacipie 6 1 J I I 

The above information suggests that Pawtucket designers consistentiy utilized the 

majority of health promotion principles during the operation of the program. 

Interestingly, two prhciples were found to be considered only marginally. 

The following table (Tabie 8) summarizes the organization of the principles 

within program phases which provided a comparative basis for the analysis portion of 

this thesis, 



Table 8: Pawtucket's Use of Health Promotion Principles 
Within Program Phases 

Principle 2 1 J 

1 Principle 3 1 I I J I J  

Principle 6 1 J 1 J 1 J 1 

Imptications 

The fact that numerous participants volunteered over 30,000 hours demonstrates 

the feasibility and effectiveness of this approach aimed at reducing CVD. The strong 

theoreticai 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 comrnunity's sense of collective efficacy in dealing with this major public health 

problem contributed to the program'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. 



Chapter Six: Coalfields Healthy Heartbeat Program 

Background 

National mortalityhorbidity statistics indicated that cardiovascular disease 

( C m )  remained a major cause of death and disability in Australia. Relative to other 

regions, the Coaifields 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, & Helier, 1993). 

Inspired by the WHO'S initiative of "Health for Ali", 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 proposais led to the States and temtories 

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 Coalnelds Healthy Heartbeat comrnunity action 

program (CHHB) was created sternming fiom initial health awareness-raising efforts that 

began in the 1980's. Mer two public meetings, a steering cornmittee was formed 

compnsing of comrnunity members, health workers, and a research group fiom the 

University of Newcastle. 

The following is a compilation of information on the CHHB based on the following refierences: 
Higginbotham, N., Heading, G., Pont, J., Plotnikoff. R, Dobson, A.J., Smith, E., MetcaLfe, A., Valenti, L., 
& Croce, N. (1993); Wiams, 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 transforrned with the 

discovery of coal. People migrated fiom Northern England and Wales brïnging 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 lZe. The Coalfields area was classified as an 

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

having a lower educational attainment. 

The goals of the CHHB were: 

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

2. a reduction in inorbidity and an increase in the average number of years of 
eeedom fiom serious disease or disability; 

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

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

Objectives 

1. To develop, promote, irnplement, and evaluate a national health promotion 
p~o&ram; 

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

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

4. To encourage structural changes that support the promotion of health and 
prevention of iii-health in both health and other sectors; 



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 govemment (at d levels), comrnunity and pnvate- 
sector policies and programs; and 

7. To dernonstrate the benefits of a coordinated national approach to address 
major heaith issues. 

Theory 

The two underlying conceptuai rnodels the CHHB incorporated were Comrnunity 

Activation Theory and Protection Motivation Theory. 

Cornrnunity 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 Heiler, 1999). CHHB 

found this to be an important and valuable perspective to maintain throughout the 

program duration- 

Protection Motivation Theory (PMT) (TCogers, 1983) was the pnmary theoretical 

basis used in the Coalfields program. This theory attempts to exphin the cognitive 

mediation process of behavioral change in terms of threat and coping appraisal. The 

PMT's rhreat appraisal cornponent 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 eEcacy) 

and (2) belief in one's capability to execute the recornmended course of action 

successfùlly (self-efncacy). According to the theory, the emotional state of fear also 



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 CHffB was organked, planned, implemented, and evduated 

accordingly . 

Project Components 

Assessrnent 

The action group asked that a survey be undertaken to identi@ the cornmunity's 

particular needs and to assist with the development of culturally appropriate health 

promotion programs. A needr szirvey was administered by mail in the Coalfields region 

and a cornparison community - Newcastle suburbs. The survey had four objectives which 

provided interesting results: 

1. To detemine 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 Coafields area. 

This could be attributed to the high prevaleiice 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-fearfùl and 

comrnonplace in everyday lives. 

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

Dmgs, 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 arnong the people of the region until illness was 

experienced. Other social expenences effect people's everyday lives more than concems 
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about heart health and therefore gained ascendancy in the hierarchy of worries (sunrey). 

As weii, the people in the Coaifields region were consistently more womed about ail 

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 positiveiy 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 socioeconornic 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 farnily, 

and the medical profession, in this order, were responsible for heart disease prevention. 

As well, less than 50% of respondents felt that Iocd community groups should 

"sometirnes" 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 deerned 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 comrnunity, and to 



78 

ctiticdly appraise evidence about etiology of illness attributed to modifiable nsk factors 

(Leeder, 1 995). Additionally, the estimates of potential years of life lost through illness 

and injury were caiculated. The statistics had also enabled an economic analysis wbch 

indicated great costs to the healthcare system and to disability insurance carriers. This 

provided a criticdy important corollary to the definition of health care pnorities. 

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 assessrnents were completed, the official planning of 

intervention strategies and evaluation protocols would begin. During this phase, a 

cornmunity health worker was recruited to organize and oversee the implementation of 

the interventions. Signifïcantly, provisions were put in place which would lead to the 

eventual cornmunity ownership of the CHl33. 

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 

eEects on the behavior of individuah and on the environments that shaped their behavior 

(Williams & Plotnikoff, 1995). Programs that are culturally sensitive are more likely to 

have an impact (Higgïnbotham, et al., 1993). As a special consideration with this 

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

would be more successfiil than disease-specific prograrns airned at the general 

population. Therefore the following interventions were implemented. 

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 fiom 1986 and included media, displays, promotions, and P e s t  speaking. 

Mobilizing community resources (1990) - This strategy meant working with 

cornmittees comprised of opinion leaders fiom the community and incorporating 

heart health awareness and other interventions into well attended other community 

events. As weU, there were a high number of people participating in rehabilitation 

programs as a result of experiencing heart disease morbidity. 

Heart health rehabilitation (1 992) - S trengthening of the rehabilitation exercise 

program evolved to include trained telephone counselors. 

Promoting healthy Mestyles - Several initiatives were already in place and therefore 

the CHHB enhanced their operation and also htroduced more directed initiatives. 

These were: 

- cooking classes which included demonstrations and grocery store tours 
- weight control classes and support groups 
- gentle exercise - Le. wakng, tai chi 
- anti-smoking - specificdy 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, retaiiers, 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 fùndùig, and ongoing funding by NSW health department. 

Evaluation 

Special attention was given t o  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 heaith. 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. MOMCA 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 

rneasuring 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 b e  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 weli a s  people involved in the program at various levels. 

Together, the information combined provided for a complete evaiuation of a 

community-based heart health project. The results will be bnefly discussed in the 

following section. 
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Results 

Relative to the accornplishrnent 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 fiom this 

was success in increasing awareness of health promotion activities within the community 

as well as a greater understanding and acceptance of hedth promotion ariiongst 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 irnrnediate 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 ovewhelming success that warrants separate reference was the School 

Healthy Project- Enthusiasm remained positive throughout the project and support f?om 

al1 levels remained strong. Upon completion of the pilot project, 15 other schools in the 

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

fùture. 

The goals of the CHHB were difEicult to determine within the docated tirne. To 

recognize improved health status outcornes would be dficult 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 cornrnonwedth and state cost-shared national hedth promotion 

initiative airned at reducing health inequalities and increasing the health of the general 

population. The entire Australian health promotion initiatives were inspired by WHO'S 

"Hedth for Ali" 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 comrnunity 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 concemed with famiy 

nutrition and body maintenance. The lessons leamed within this setting was the 
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importance of recognizing and understanding the culture within which the community 

lives anci the inherent value of clearly identwng interest groups. 

Another key lesson for policy makers and program pIanners 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 comection with wider 

segments of the population and resonated with chenshed ideas and compelling local 

identities. The success of the school health initiatives particularly exemplifL 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 fiom 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 



aimed at increasing individual knowledge and skills, enhancing the available 

environment al structures, and developirg sup p ortive environments. 

The Protection Motivation Theory is founded with the individual (Le. individual 

cognitive threat appraisds) and was used as a basis for selected interventions. However, 

concepts f?om 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 heaith 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 maintainhg this holistic perspective of health, CoaEelds needed to consider 

the inequalities in health status and the values of the people. These were important 

lessons gained during the program and especially frorn information collected through the 

needs assessrnent It meant that awareness interventions needed to be carefully 

constructed so as not to invoke negativity or interference fiom the "patema1istic" 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 statisticd norms and biological norms (McMicheal, 

1989). CHHB p r o g r m e r s  skillfùily recognized that Me experiences, norms, and values 

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

programmers succeeded in this marner as seen in participation rates within intervention 
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aaivities, Msits 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 

aii other areas of Me. This is a long-term perspective, but a valuable consideration for the 

h u e  rational of comrnunity-based heart health program. 

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. ui 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 invo ke 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 

govermnent. By doing so, the expanded the definition of health and the increased scope 

of health determïnants was worked into prograrn 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 dficulty 

in recruiting active community members due to the cultural values placed on health. After 

two well-publicized town meetings, interested opinion leaders fiom the community were 

recruited for the steering cornmittee. 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 communjty 

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

changes (Baum, et al., 1996). 

5. HEALTH PROMOTION depends on a degree of multi-sectoral invoIvement 
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 cornmittee was comprised of 

community members, health professionals, and research people eom the University. In 

the program as a whole, only lirnited collaboration was achieved with cornmunity-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 Ieading to higher levels of support (Le. extended h d i n g  and resources). 

6.  HEALTH PROMOTION must draw on the knowledge from social, economic, 
poIitical, medicd, 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 principie. It was created on the basis of knowledge drawn 

f?om those far beyond hedth-related services (Le. university researchers, economists, 

etc.). The originating inspiration for the CHHB began with information collected 

regarding the significant impact of the medical, social, and fiancial costs of CVD. The 

steering comrnittee was created to include representatives Eorn a range of fiealth-related 

services, research bodies, and lay people to ensure the incIusion of experiential 

knowledge. Irnplicit 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 sustainability of programs 

CHHB used a commzrnig activatiotz approach that embodied the concept of 

empowerment. This approach is grounded in mobilizing cornmunity involvement in all 

aspects of heart health program planning, implementation, and evaluation. Coalfields 

residents had a history of a grass-roots, bottoms-up community mobilization. This was 

especially noted in the initial formation of "Heart Support" during the 2980's when heart 

disease became a well known threat to numerous f a d e s .  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 c o d t t e e  mernbers was to perform a needs assessment. 

The results were very cIear in depicting the value of health issues arnongst the 

community members. From there it was aIso found that for intewentions to be successfiil, 

local beliefs, socid 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 

sentices. This was later evaluated to be successfU1 as the response to CVD symptoms 

brought people to hospital sooner- 

Another intervention relating to ernpowerment was the resource center which 

helped to ease access by the participants to hem 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 stnicturd support to maintain the behavior change. 

The overall a h  of the CHHB was to stimulate deveiopment of a self-sustaining 

comrnunity action group responsibie for heart health. The interventions that were 

developed and the cooperation and support between community members and CHHB 

planners wodd hetp in the achievement of this goal. 
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8. HEALTH PROMOTION emphasizes public accountability for costs, activities, 
and effects 

From program inception, involvement of the cornrnunity and a strong evaluation 

focus was priorïtized. Most importantly, the CHHB built on established structures from 

past health initiatives. There were several key examples of this: the needs assessrnent 

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. Utilizing these 

pre-existing structural supports and information was a remarkably cost-effective way to 

emp hasize program effect s . 

As well, within the subgroup initiatives (Le. Healthy Schools), the eventual 

sustainability of the program was stressed. The school stafYplayed an active role in the 

decision-making as weli as implementing the interventions. Additionally, external 

agencies offered support and became strong advocates for the program. The evaluation 

was a remarkable success in q u a n t m g  the positive results that endured and projecting 

the fiiture 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 socioeconornic statu of 
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most residents. Aithough statisticaily some changes were seen, the program was a 

remarkable achievement in terms of carefuliy constructed media messages, strategically 

targeted groups, structural supports, and active involvement of the community. 

It took strong policy to protect and promote initiatives within a state health system 

concerned with hospital fiinctioning. Fortunately, Australia already had valuable players 

within al1 governmental levels that place a high priority on health promotion initiatives. 

With this kind of strong support fiom government (policy-makers), the incorporation of 

health promotion perspectives in the community based heart health projects was 

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 C m .  

Table 9: Degree of Principle Usage in the Coalfields 

1 Principie I 1 J I I I 

Principle 3 J 

Principle 6 1 J 1 1 1 
Principie 7 - 

Principle 8 

J 

J 

1 

I 
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The information suggests that C H .  utilized the health promotion 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 Principles Within Program Phases 

The above table portrays that the CHHB mahtained a health promotion 

perspective throughout the program phases and that the health promotion principles were 

utilized consistently through the four phases. 

Principle 2 

Implications 

Several striking implications evolved fiom this healthi promotion program. First, 

there was consideration given to the needs and values of the itargeted population. The 

careful regard given to the people enabled the creation and operationalizattion of 

theoretically sound and successfül interventions. 

J J 
1 

J I J 
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Second, since Australia had been a leader in health promotion initiatives, their 

priorities were to strengthening hedth promotion programs and eliminating duplication 

efforts. One strategy included the utilization of existing structures which would allow for 

the uifiltration of heart health into the comunity. 

Third, the National Health Strategy group was estabiished in 1990 to refhe and 

improve the Australian Health system. Their strategy made recommendations for 

improvements in hnding, organization, delivery, and effectiveness of Australian health 

seMces including prevention and promotion. As part of this strategy, mechanisms were 

identifïed to achieve a more coherent program of action to promote better heaith nation- 

wide. This made significant contributions to health promotion activities, encouraged the 

development of health promotion skills, irnproved 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 pnority. 



Chapter Seven: Questionnaire Construction 

Introduction 

The research question was intended to determine the best fit of the health 

promotion principles within a heart heaith promotion program (Assessment, Planning, 

Implementation, and Evaluation phases). Along with this inquiry, an oppomuiity was 

given to the respondents to add their input of the necessary practical components of a 

successfÙ1 program based in their experience. This chapter wiil address the methodology 

and issues related to questionnaire development. 

Methodology 

Due to the limited nurnbers 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 i n t e ~ e w  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 fùhire (Weisberg, Krosnick, and Bowen, 1996). The rationale for 

the questionnaire rather than the interview was that it was diacult to establish i n t e ~ e w  

times over the long distance and via telephone. As well, this format allowed for the 

respondents to complete it on their own tirne and encouraged thoughtful responses. To 

counter problems of interpretation, a caveat was incorporated to be included during the 

initial recruitment that ailowed 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 ccexperts" 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 cardiovascular 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 descnbed dong with a 

surnrnary of the results leading up to the development of the final questionnaire package 

in the following section. 
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Pilot Studv 

The pilot was designed primarily to ensure the readability, accuracy, and clarity of 

the questionnaire as well as invoke thorough responses fiom the pilot study respondents. 

The pilot was also intended to ensure the organization of the questionnaire was 

appropriate and amenable to enabling fùll participation by the study respondents. The 

chosen pilot group was fiom the Edmonton area- 

The procedure involved an initial phone c d  to a Iist of ten potential people and 

six were enlisted to participate. The phone conversation included the identification of the 

researcher, a brief oveMew of the thesis, the study rationaie, and the reason for the pilot 

questionnaire. The matter of the appropriate time comrnitment 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 individuais was currently in or considered to have vested interests in the heart 

health arena. 

After the questionnaires were distributed, communication was maintaineci 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. 

Surnrnarv of Suggestions fiom the Pilot Studv 

M e r  the feedback fiom 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 cornments regarding the 

questionnaire itself 



I AU felt the cover letter was accurate and concise; 

Most felt that the executive sumrnary was su£Eïcientiy explicit to invoke 
responses without leading participants towards chosen answers; 

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

î The Likert (1 - 5 )  scale initiaily used was not disceniable between 1 versus 2, 
etc.; 

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

î To get more complete answers, the questions needed to be more speciflc in 
terrns 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 arnong the pilot members that by asking only 

"what is the importance of the principles", it would be vev limiting in the arnount of 

information 1 would receive and may Iead to various interpretations by the readers. To 

hliy evaluate the accuracy of principles and how they couldfit into a program scheme, 

the following suggestions were made: 

3 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 . 

3 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- 

I 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. 

P To utilize the experts' knowledge filly, it was felt that the questions dealing 
with principles should allow them to include their own specific experience. 



> Additiondy, it was M t  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. 

3 Finaliy, 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 prograrn. This would enhance the value of the question as it would be 
directly related to the thesis question. 

With these comrnents in mùid, the questionnaire package was revised and the 

initiation of the formal data col.lection phase began- 

The next section will discuss the issues of validity, sarnpling, and study group 

contact. 

Issues 

Validi tv 

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 sarne concept (Weisberg, Krosnick, & Bowen, 1996). This was 

done by initially d e f i n g  the concepts (Le. health promotion and heart health) and 

ident*g the dimensions that make up the concepts (Le. principles and prograrn 

phases). The pilot study ensured that the questions asked had meanings that invoked 

v a q b g  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 deterrnined that the questions that were asked were limiting to this 

point therefore changes were made. Once reviewed a second t h e ,  the questions were 

found to have content validity. 

Second, constmct 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 Le., assessment, planning, implernentation, and evaluation. 

Various components of the health promotion pnnciples 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 generd concepts that invoked thorough and insightfùl 

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 ailowed for related answers between respondents and each question received 

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



The sampling technique chosen was that of a purposive sample. This is a non- 

probability approach in which an elite group was chosen to participate &oBiondo-Wood 

& Haber, 1994 and Weisberg, Krosnick, & Bowen, 1996). Underlying the value of 

purposive samplÏng is the principle that carefully selected experts are able to provide 

specialized insight into a selective research topic. h 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 determinhg 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 frorn 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 Heaith initiatives. However, Quebec 

was excluded due to the language barrier and in the North there were no direct initiatives 

for heart health. Ali peopIe were approached initidly, seven of ten were successfÙlly 

recruited to participate. The list of participants c m  be found in Appendix R 

Expert Partici~ation 

The process was completed in much the same manner as the pilot. An initial 

phone cal1 was made to elicit participation, the package was faxed, and follow-up phone 

calls were made. The manner in which the completed questionnaires were received were 

mostly by fax and one telephone interview. 



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, ptinciple fit 

into program phases, and the practical components. What was found to be the best 

organization for the data was the juxtaposition of the questio~aire 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 cornpared to the three past prograrns. 

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 cornpleted. Al1 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 rnight be incorporated 

into the development of a successful heart health promotion prograrn. It involved asking 

the respondents to place the principles into the phases that they thought the principle 

would be most signxcant to consider within. This information was then compared to the 

assertions fiom the historical analysis of the three past heart health prograrns. 

To hrther quale  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 coflected from 

this thesis. 

The discussion chapter consisted of a compilation of all the collected data. The 

invaluable contribution of the past dong with the contribution of current perspectives 

would be incorporated in the future development of heart health promotion prograrns. As 

well, key suggestions were stipulated which., if followed by fùture heart health promotion 

prograrnmers, could help to produce a fùnctional cornmunity-based program capable of 

inciting positive changes in cardiovascular health. The combination of these methods and 

procedures was specifically formulated to answ-er the question: 

What are the necessary health promotion principles in a successfui 

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

couid begin to effect positive changes towards cardiovascular health? 



Chapter Eight: Part One 

Analysis of Health Promotion Principles 

Introduction 

The anaiysis 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 rnodified. Foilowing 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 friture successfùl 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 

ultirnately would aUow for information into the organization of programs and reveal 

potential strengths and weaknesses in current health promotion prograrns. 

This part will focus on the f is t  two portions 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, al1 subsequent analysis regarding the fit 

of the principles into heart health promotion programs was done according to the original 

statements. 



Principle 1 - 
Health Promotion recognizes individual, social, and environmental 

factors interacting to influence health. 5 

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 achievhg 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 heaith 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 cornmon understanding of the goals and vision of the program, all 

players will be able to work together to achieve a successful heaith promotion program. 

Cardiovascular disease risk factors are determined by behaviors shared by individuais 

and which are leamed in a broad social environment (E%rdis, et al., 1995). It was the 

reaiiiation of the intertwining of these elernents 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 prograrns. 

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 heaith promotion draws on h m  

individual, social, and environmental factors interact to idluence health rather than 

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

that this principle was generd and perhaps redundant in that it was too much Lie 
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p ~ c i p l e  two (holistic) and incorporated cornponents 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 intluence health. 

Based on the documents £tom which the principles were formulated and that the 

rnajority felt that the principle was accurately stated as is, no changes will be made for 

two reasons. The principle was adapted from the document Sh-ategies for Poplatio~z 

HeaIth (1994) and was found to provide a consistent, rational basis for setting priorities, 

establishing strategies, and making investments in actions to enhance health outcornes 

and measure progress (Federal Advisory Cornmittee, 1994). 

Additionally, these are three broad factors that will serve to direct tearn members 

perspective and allow for deeper interpretation whilst creating the program. Outlining 

these three factors is neither limiting nor al! encompassing. Rather, when discussing 

individual traits, it permits the inclusion of issues such as knowledge, behavior, and 

attitude. Al1 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 prograrns. This p ~ c i p l e  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). 



Principle Two 

Health promotion supports a "holistic" approach in which 
the physica1, mental, social, ecological, cultural, and spiritual aspects 

of health are recognized. 

One definition of hedth promotion is that it is the process of enabling people to 

increase control over and improve their health (Center k r  Health Promotion, 1992). 

Health is defïned as a state of complete physical, mental, and socid well-being (WHO, 

1986). The c m  of this p ~ c i p l e  is the concern not only with one's physical functioning, 

but also with their experiences of well-being in terms o f  happiness, rneaning, and 

purpose. This is where the specifically delineated deterrninants of health become 

incorporated. The document Shategies for Populafiotz Heallh (1 994) outlined education, 

social support networks, income, employment and working conditions, physical 

environment, biology, personal health practices and coping skills, healthy child 

developrnent, and health seMces 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 as it was, would Iose its' strength in meaning and 

therefore, required elaboration. Respondent E, who felt it was not accurately stated, also 

suggested elaboration of the term holis~ic and noted that it should include the idea of a 

"multi-factoral etiology" of health problems. However, the principle already indicates the 

recognition of physical, mental, social, ecological, cultural, and spiritual aspects of 
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health. The Respondent G indicated that the p ~ c i p l e ,  as stated, implies that hedth 

promotion uses a holistic appruuch while in the respondent's experience health 

promotion has also evolved to be an end in itself. It was felt that for health promotion to 

be more hoiistic, a broad spectrum of outcornes need to be defined and measured as part 

of the final evaluation- 

Based on the cornrnents, the pnnciple was modified to state: 

Health Promotion supports a holistic approach in which 
the physical, mental, social, ecological, cultural, and spiritual aspects 
of health are recognized as components of a multifactorial etioiogy 

and effected in the pumit  of heaith. 

This modification will not change the meaning of the principle, but allows for 

fbrther elaboration for heart health promotion program planners. It includes aspects of the 

accepted definitions of health and health promotion and suggests that by mod-g 

several factors (Le. determinants of health) it WU serve to assist individuals and groups in 

the enhancement and achievement of health. Despite that the rnajority of respondents felt 

that the principle was accurately stated, it was determined that the additional compownt 

enhanced the practicality and O perationalization, and t herefore use, of the pnnciple. 

Principle Three 

Health promotion requires a long-term perspective. Time and support 
are necessary to create awareness and build understanding of the health 

determinants within individuals, communities, and organizations. 

This third principle envelopes the concepts within the first two principles and 

works an expanded definition of health, health promotion, and health determinants into 

individuals, the community, organizations, institutions, and the political arena. To 

maintain health promotion as an approach to enhancing and achieving health and 
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wellbeing, support is needed to ensure the success of community-based heart health 

promotion programs. In order to accomplish this, a strong cornmitment must be made by 

supporters and developers of health promotion programs in terms of the resources that are 

required to generate long standing effects and long-term perspectives (often greater than 

the original tirnehe fiom which financial support is obtained). Achieving the full 

benefits of health promotion requke long-term thelines. Doing so will allow objective 

proof that health promotion is the best way in helping people enhance health. As well, 

positive health perspectives cm be built into the value system and lifestyle of society 

only through perseverance of time. 

Five of seven felt that the principle was accurately stated. One of the five, 

Respondent F, felt that while the principle per se was accurately stated, in the real world 

of lirnited fiinding, sufficient resources wiil not be available to completely evaluate, over 

the long-term, the impact and/or implications of the health determinants on individuals, 

comrnunities, organizations, etc. Therefore, the impact of the health promotion prograrns 

may not be filIy realized. Respondent E felt that &om a funder's standpoint, or a 

population outcomes point of view, the second part of the principle was incomplete. A 

long-tem perspective is necessary because this is an investment in future health and 

designers should not expect imrnediate results particularly with respect to the avoidance 

of illness or death. The idea, then, is that because a long-tem perspective is necessary to 

idente  effect on outcome, long-term resources must be applied over an extended period 

of tirne. Resources imply fùnding, personnel, equipment, and policy support. Respondent 

G felt that the principle needed to emphasize the extensive investment in community 

mobilization, organization, and skill building (capacity development). These comments 
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are similar in that they suggest an emphasis in meaning, but offer no specific suggestions 

for change. 

Based on these cornments, the principle was modifïed to state: 

Health Promotion represents a long-term perspective that requîres 
support and time to create awareness and build understanding of the health 

determinants within individuals, communities, and organizations. 

Also, the importance of the continued, long-term support fiom fûnders will be 

built into the description portion of the principle. Evaluation is a necessary cost in order 

to completeIy determine the effectiveness of health promotion programs and ultimately 

the goal of health promotion - enhanced health. Additionally, the individuals, 

communities, and organizations must realize the same and to do this, the concept of long- 

term cornmitment must be incorporated into the health promotion program. This srnall 

change ailows for clarity and enhanced meaning of the principle. 

Principle Four 

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. There is a particular focus on using the expertise and resources 

available f?om professionals, but health promotion prograrns must aiso involve people at 

the community level in a fùller and more participatory manner (Bracht, 1992). A pnority 

of health promotion is to strengthen community action so that the community has the 

capacity to set pnonties and make decisions on issues that affect their health (Hamilton & 



Bhatti, 1996)- The most effective method for health promotion activities relies on the 

coalition of the people and groups in the community. 

Four of seven agreed that the principle was accurately stated. Respondent D stated 

that the principle was not clear, but did not offer any suggestions. Respondent G felt that 

it was not that a balance was achieved, but rather ensuring the needs and aspirations of 

both are considered in the decision-making process- Respondent E felt that the first 

impression of the principle is that it describes the shift of the decision-making closer to 

the persons being aected, but that the description indicates collaboration, shared 

governance, or distributive justice. 

Therefore, based on the above comments, this p ~ c i p l e  was modified to state: 

Health Promotion necessitates a collaborntion andpahcipatim between 
central and decentralized decision-making on policies that affect people's Iives 

where they reside, in leisure and work". 

Altering the word balmtce to collaboration andparriczpaiiorr, will serve to 

speciQ that the intent of the principle was to ascertain a collaborative and participatory 

eIement to the development of a health promotion program. 

Principle Five 

Hedth 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 concem not only of the individual, but also becomes the 

responsibility of the comrnunity sectors of which they are a part. There is an uicreasing 

realization of the need for inter-sectord cooperation at all Ievels (Cunningham, 1992). It 

is essential that ail players take a leadership or partnership role in the particular actions 
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that best fit with their mandate, interest, ability, obligations, and sphere of idluence 

(Canadian Public HeaIth Association, 1 996). 

Understanding the effects and impacts of the costs of cardiovascular disease (in 

life lost, disability, and health care costs) each sector has an important role to play in 

halting this disease and subsequently enhancing health and wellbeing. To have the 

potential for signifïcant impact on the health of the population, comprehensive tnter- 

sectoral health initiatives must be developed (Hamilton & Bhatti, 1996). This 

collaboration across the sectors and in conjunction with the active support of  general 

public is essential for the success of these health strategies. 

Four of seven agreed that the principle was accurately stated. Respondent A felt 

that similar values and vision are not always practicd or necessary except maybe in a 

more short-term nature i-e. cornrnunity program goal. Respondent G feIt that health 

promotion is szpported by not dependerit on multi-sectoral involvement. Rather, the 

nature of the involvement must match the issue and environment. As well, the respondent 

felt that one could conduct health promotion within any organization (Le. the workplace) 

and that it ofien begins small and builds to be more inclusive. Respondent E felt that 

clarification was necessary in order to determine whether it was multi-disciplinary 

("shared, over-lapping scopes of practice among disciplines") or inter-disciplinary 

("different disciplines working together but staying strictly within their area") that was 

referred to with the term rnzilti-sectoral. 

Initially, the term mulii-sectord was used interchangeably with inter-sectord. The 

general perception found in the literature fiom which the principle was derived, indicated 

that there is the need for coordinated action between and within other sectors to ensure 
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support for heart health initiatives (Hamilton & Bhatti, 1996, Federal Advisory 

Cornmittee, 1994, and Epp, 1986). In these ternis it is important to recognize that the 

most important consideration in the creation of a successful heart health promotion 

program is the active involvement and collaboration of al1 critical stakeholders. The 

stakeholders include the community, organizations and businesses, and policy sectors. 

The community is cnticai in i den twg  their needs and taking action to control their 

health as well as being responsible for instituting changes in their health behaviors. The 

organizations and business are important in the support of heart health initiatives (Le. 

creating social and physical environrnents conducive to supporting heaithy behaviors) as 

well as responding to the needs of the community (Le. providing low-fat food products). 

The policy sectors have a vested interest in the health of the population (Le. healthcare 

and disabiiity costs, mortalitylmorbidity statistics, etc.), therefore, it is evident that 

policies help to support community action and provide the opportunities to maintain 

healthy behaviors. Rather than struggling with the semantics of inter- versus mufti- it was 

more important to recognized that the active participation and involvement amongst 

interest groups, whether they are fiom diEering scopes of disciplines or fiom various 

disciplines, are required to ensure on-going support and ultimate sustainability of health 

initiatives. The concerted effort to form alliances across sectors can advocate for change 

on the broad determinants of health (Canadian Public Heaith Association, 1996). 

Therefore, no changes were made in the statement of this principle. The next principle 

addresses the concern of utilizing various levels of expertise to ensure the skilis necessary 

to idente and create the coliaboration across and within sectors- 



Principle Six 

Health pmomotion must draw on knowledge from social, economic, 
political, medical, and environmental sciences as well as 

on experiential knowledge. 

Health Promoti-on and Heart Health Professionals and academics from various 

disciplines, are called uqon 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 actions conducive to health (Bracht, 1992). 

This merging of perspectives ailows for an integrated approach to health promotion. 

Further, this wiil assist in the move towards choosing strategies conducive to enhanced 

health, 

Al1 respondents; felt that this principle was accurately stated. Respondent C felt 

that psychology could be added as a terrn of reference. Respondent E noted that this 

principle was not significantly ditferent fiom principle five. However, whereas principle 

five suggests the bene6t and use of different groups, this principle addresses the issue of 

f?om which knowledge areas these groups should be drawn. Specifically, it focuses on 

the importance of speclalized content areas from which essential components of health 

promotion programs a r e  based. Given these comments, the principle remained as stated. 

Principle Seven 

Health promotion utüizes the concept of empowerment as an important 
strategy in achieving long-term changes and sustainability of programs. 

The new health promotion movement places an emphasis on empowerment as a 

primary health promotia on strategy. Empowement in health promotion is often defined as 

a process of helping people assert control over the factors which affect their health and to 



113 
enhance people's belief in their ability to change their own lives. (Airhihenbuwa, 1 994). 

This suggests the notion of partnerships between professionals and the community. This 

is accomplished by providing access to information, supporting community leadership in 

decision-making practice, and assisting people in overcoming obstades (Center for 

Health Promotion, 1992, Robertson & W e r ,  1994, and Airhihenbuwa, 1994)- 

Cornrnunity development is an effective vehicle by which health promotion may 

take place - whether it is directed at policy, environment change, institutional change, or 

personal skills development. At the heart of this process is empowerment, where 

cornrnunities take ownership and control of their own endeavors and destinies- Concrete 

and effective community action in setting priorities, planning strategies, and 

irnplementing them to achieve better health will theoretically foster the long-term 

maintenance or institutionalization of health promotion programs (Paradis et al., 1995 

and Green & Raeburn, 1988). 

Five of seven respondents felt that this was accurately stated. One of the five, 

Respondent C ,  stated that sustainability and time are two factors that are required to 

achieve this. Respondent G stated that the concept was accurate, but that empowerment 

was a goal not a process. It was felt that empowerment required a cclearning environment 

to facilitate growth and development of a community". The literature suggests that 

empowerment is used as a strategy (Robertson & Minkler, 1994). It does imply a learning 

environment to facilitate growth and development of a cornmunity, but that this in itself 

is the process of empowerment. It descnbes the role of the health professional as an 

enabler in the process who is assisting people to articulate their hedth concerns and 
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identify solutions. How this is accomplished is weli documented (Labonte, 1992, Centre 

for Health Promotion 1992, Robertson & Müikler 1994, and Airhihenbuwa 1994). 

The intent of this p ~ c i p l e  was to specifically state the use of empowerment as a 

critical health promotion strategy. Given the interesting feedback and general agreement 

of the principle, no changes were made. 

Principle Eight 

Health promotion emphasizes public accountability 
for costs, activities, and effects 

In times of fiscal constraints, the effectiveness of health initiatives must be 

quantitatively and qualitatively supported in order to assure the continuance of scarce 

resources and fùnding. The importance of developing comprehensive evaluation methods 

is emphasized as an integral component of the health promotion program- EventuaI 

sustainability of the program wiil be needed as experts withdraw fkom the prograrn and 

program operation continues through cornmunity leadership. Greater public 

understanding will be needed to provide the foundation for public participation in the 

setting of priorities (Federal Advisory Cornmittee, 1994). This will ensure public 

accountability with respect to the effective use of al1 resources provided for the creation, 

operation, and maintenance of the heart health promotion program 

Five of seven respondents felt that this statement was accurately stated. 

Respondent A felt that realistically, it is dificult to document eEects and that a definition 

of what would constitute accountability in the context of health promotion is needed. 

Respondent G stated that the principle was not accurately stated, but did not offer 

suggestions as to what would make the pnnciple more clear. One comment was that to be 
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credible health promotion efforts must account for and report costs for specific activities 

and outcomes/impacts on target population. This was an integral component of the 

intention embedded w i t h  the principle. The actual operationalization of the 

accountability process would rernain within the responsibilities of the individual program 

planners. With these consideratiom, the principle wording remained the same. 

Principle Nine 

Health promotion advocates healthy public policy. 

Policies shape how resources influence society and aEect the deterrninants of 

health. To date, most policies in the area of health have supported healthy Mestyles 

(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, 1 988). 

Healthy public policy is distinguished fiom 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. 

Six of the respondents felt that the principle was accurately stated. Respondent G 

felt that the statement would seem to contradict health promotion as an entity in itself- 

spec5cally where health promotion is seen as a process. The literature suggests that 

proponents of health promotion use advocacy to influence public policy so that it 

positively influences the health of the population. The intent of the principle was to 

suggest that a comprehensive health promotion program would actively support and 
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encourage healthy public policy changes. Health promotion advocates for healthy public 

policy because policy influences the determinants o f  health and encompasses the scope of 

health and health promotion elements. Given the comnients and considerations, the 

principle remahed as stated. 

Summary 

In surnmary, the following modifications weTe deemed necessary in order to place 

added emphasis to enhance the clarity of the principle. 

Principle One - No change 

Principle Two - added the phrase and affected in ~ h e  pursuit of health. This would aiiow 
for elaboration and inclusion of the definitions of health and health promotion. 

Health Promotion supports a hoolistic approach in which the physical, mental, 
social, ecological, cultural, and spiritual aspects oi health are recognued and 
affected in the pursuit of health. 

Principle Three - the changes that were suggested led to clarification of the principle in 
terms of ernphasizing the concepts of timing and support. 

Health Promotion represents a long-term perspective thnt requires support 
and time to create awareness and build understanding of the health determinants 
within individuals, communities, and organizatiaas. 

Principle Four - The change made was to c l a m  the intent of the word balance. 

Health Promotion necessitates a collabomtion andparticipation between 
central and decentralized decision-making on policies that affect people's lives 
where tbey reside, in leisure and work". 

Principle Five - No change 

PrincipIe Six - No change 

Principle Seven - No change 

Principle Eight - No change 

Principle Nine - No change 



Six of the nine principles required no changes as a result of the survey of the heart 

health promotion experts. Of the remaining three, the revisions did not alter the 

fiindamental meaning of the principle. Rather, the comrnents served to exemplw the 

underlying intention and allowed for enhanced definition of the principles. As well some 

experts of3ered suggestions that added a working dimension to the principle. In dl, the 

cornments received fiom the respondents were interesting, positive, and perceptive, They 

helped to add insight into further developrnent and usage of these health promotion 

principles in the deveiopment of a heart health promotion programs- 



Chapter Eight: Part Two 

Organization of Principles Into Program Phases 

Introduction 

The following section is comprised of an analysis of the principles and their 

placement Uito the four program phases - Assessment, Planning, Implementation, and 

Evaluation. This examination will consist of a discussion regarding the information 

collected fiom the literature review of the heart health promotion programs in North 

Karelia, Pawtucket, and Coalnelds and cornparisons d l  be made with the commentaries 

provided by the seven Canadian respondents. This culminates in the organization of the 

p ~ c i p l e s  and the associated emphasis into the four phases of a program design. 

In order to faditate understanding within this portion of the analysis, refer to: 

3 Appendk E for an executive surnmary of the healdi promotion prïnciples (or 

Chapter 3 for complete descriptions) or Appendix B for a List of the health 

promotion principles. 

\ 
i Appendk 1 for a Table depicting a summation of North Karelia's, 

Pawtucket's, and C m ' s  usage of the principles within the program phases. 

Refer to Appendix J for a table portraying a complete synopsis of the results 

of the comparison between the respondents' perspectives and the information 

collected fiom the analysis of the three past programs. 

Note that throughout this chapter a summary of results in the form of succinct 

tables will be provided at the end of each section for on-going comparison between 

phases and the responses of the experts as cornpared to the data collected f?om the three 

past prograrns (Refer to above Appendices). 
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Assessment 

The assessment phase involves various components. In generai, initial steps are 

selection of a comrnunity organization-type strategy. This may include a community 

analyses which entails collecting pertinent information regarding the target group (Le. 

needs assessment or community diagnosis invoiving learning the community's health 

behaviors, health needs, etc), statistics, and resources (Proceedings, 1988, Shea & Basch, 

1990, Brown, 199 2, Elder et al., 1993, and Mittlernark et al., 1993). The identification 

and recmitment of participants fiorn community leaders may be a consideration at this 

point (Elder et al., 1993 and Mittlernark et al., 1993). It may also involve outlining 

general goals. This phase ultimately sets the stage for program planning. 

* Refer to Appendix J for a table of the summary of results for principles one 

through nine used in the assessment phase. 

Health promotion recognizes individual, social, and environmental 
factors interacting to influence heaith. 

AU programs (North Karelia, Pawtucket, and CHHB) and the majority of 

respondents (5 of 7) indicated that this principle was critical to the implementation of the 

assessment phase. It had been widely recognized that an individual's health and the 

subsequent health of the community were reliant on the interaction between the 

individuals that comprise the comrnunity and their comection with the social and 

physical environment which shape their behaviors and the choices they make regarding 

their health (LaLonde Report, 1974, The Framework, 1986, Ottawa Charter, 1986, and 

Canadian Public Health Association, 1996). This underlying perspective, especially in 
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regards to heart health, had been well documented (Proceedings, 1988, Elder et al., 1993, 

Mittlemark et al., 1993, Pardis et al., 1995, and Bracht, 1999). 

North Karelia was remarkable in its organization- In 1 97 1, the interaction of these 

elements - individual, social, and environment - had not yet been specificaiiy outlined. 

However, the planners utilized this understanding when implementing their assessment of 

the cornmunity. Pawtucket, as welI, performed an extensive assessment of the 

community. The program was strongly based in theoxy and relied on the constmcts of the 

social learning theory as well as on comrnunity activation- Both of these approaches had 

as their basis the premise of the above p ~ c i p l e  - that a deterrninistic relationship existed 

among the individuai and their environment. CHHB utilized the protection motivation 

theory which attempted to explain the cognitive processes associated with behavior 

change. This theory was grounded, to an extent, within the assumptions of this principle. 

The majority of expert respondents (5  out of 7) stated that this principle was 

important to consider in the assessment phase. Their determination might be attributed to 

past program successes and the duences  that theory has had on behavior change 

strategies. The experts recognized the significance of the interaction of these factors 

which would assist the program planners to develop strategies and organize the program 

to achieve the greatest successes. 

Based on the above data, there was a strong emphasis of this principle found in 

the assessment phase. Cardiovascular disease (CVD) was associated with multi-factoral 

risk factors, therefore in order to effect md maintain changes the above elements need to 

be considered in a heart health promotion program. There are currently many well-known 

and approved theones that are primarily founded within the premise of this principle - 
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interaction of the individual with their social and physical environment (Shea & Basch, 

1990, Hyndrnan et al., 1993, and Canadian Public Health Association, 1996). Integrating 

this principle into the assessment phase was considered to be crucial to program success- 

Principle Two 

Health promotion supports a "holistic" approach in which 
the physical, mental, social, ecological, cultural, and spiritual 

aspects of health are recognized. 

This principle proposed an expansion of the meanhg of health. It suggested that 

health was not solely the absence of disease, rather the experiences of wellbeing 

contribute and effect one's experiences and choices in health (WHO, 1986). The program 

that most built upon this prhciple was the CHHB wherein the designers determined that 

given the obvious inequalities of health, other daily life concerns, such as feelings of 

safety and security, contributed to general feelings of health and wellbeing. This would 

impact the m m r u ~  Li which the prograi wûuld be marketed uid the ~vay interventions 

were addressed. 

In cornparison, the majority of respondents (4 of 7) felt the premise of this 

principle was also important to maintain fiom project initiation in the assessment phase. 

The specific demarcation of the broader deteminanis of heallh was carried out during the 

1990's when it was determined that health was a complex inter-relationship between 

many different factors (Mustard & Frank, 199 1 and Hamilton & Bhatti, 1996). Given the 

combination of these issues - the deterrninants of heaith, the literature that suggested a 

comprehensive definition of health, and that these factors together play a role in the 

determination of health and weilbeing - the respondents agreed that several factors 

needed to be considered when establishg the assessment of a program. 
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It would seem appropriate to recornrnend that although this principle provides 

pertinent information to thoughtfully consider during the assessment phase, the p ~ c i p l e  

would not be actively assessed udess otherwise indicated by the program designers. The 

value that this p ~ c i p l e  could contribute to the assessment phases is the signi£icance that 

the target cornuni t-  places on heart health issues. Conceivably, there could be other 

issues that remain more compelling (Le. high unemployrnent, crime, poliution, etc.) that 

rnight impede operation of the program. These factors may need to be taken into 

consideration. 

Principle Three 

Health promotion requires a long-term perspective. Time and support 
are necessary to create awareness and build understanding of the health 

determinants within individuals, communities, and organizations. 

Although this principle had valuable information to offer (Le. the concepts of 

comm~nity activaion or community development), neither the past progams nor the 

respondents thought it to be critical to consider when assessing the target group. This 

could likely be attributed to the fact that although this principle would be important in 

securing support for the long-term, in regards to cornrnunity assessment it was more 

appropriate to become cognizant of present prevailing cornmunity noms. The premise of 

this principle would become more pertinent in later phases. 

Therefore, despite the valuable assertions that this principle suggests, the 

assessment phase is not where the principle should be implemented. 



123 
Principle Four 

Eealth promotion necessitates a balance between central and decentralked 
decision-making on policies that affect people's lives 

where they reside, in leisure, and work. 

This principle proposed that there should be deliberate action to involve the 

community to achieve balance between the centralized experts and de-centralized groarps 

with respect to the decision-making process. The active pursuit and identification of 

needs would create the necessary foundation for a successfùl heart health promotion 

prograrn (Bracht, 1992). Interestingly, ail of the past prograrns utilized this principle t a  

varying extents in this phase compared to two of the respondents (2 of 7). 

The programs, whether initiated fkorn the community itself (North Karelia) or 

experts (Fawtucket and CHHB), involved public participation of community leaders 

(including local businesses and organizations) at this phase. This group together decidled 

which elements would be important to assess prior to designing the remainder of the 

p rogram. 

The rnajonty of expert respondents (5  of 7) did tzot include this principle in t h e  

assessrnent phase, but did think it was cntical in other phases. This could be attributedl to 

the fact that the respondents felt that they have the necessary background knowledge a (or 

included those who have) to discem factors important to be assessed. Once the data h a d  

been collected, it would then become a priority to involve others in the decision-makimg 

process for the planning of the program. 

Due to the above assertions, it c m  be suggested that incorporating this principle is 

particularly prograrn specinc. The past prograrns seemed to utilùe the p ~ c i p l e  



124 

throughout, whereas the experts did not seem to feel that this was important to consider 

entirely at this phase. 

Principle Five 

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. 

This principle purported that it was essential that stakeholders take a partnership 

role in the particular actions that best fits with their mandates, interests, ability, and 

sphere of  idluence (Canadian Public Health Association, 1996). This collaboration 

would ensure the development of comprehensive health initiatives. 

In this case, the respondents (4 of 7) included this principle as a priority in the 

assessment phase whereas the past programs created these relationships in other phases or 

prior to the assessment phase. The respondents agreed and the literature suggested that 

establishing collaborations and partnerships early on in the design of a health promotion 

program would lead to positive changes in heart health and more effective intervention 

strategies (Paper on Population Health, 1 994 and Canadian Public Healt h Association, 

1996). 

Based on the above data, this principle could be considered as being a significant 

component of the assessment phase. Though the past programs did not incorporate these 

ideas within the assessment, this principle was particularly emphasized in the foilowing 

phases. It  has been weil documented that CVD effects the nation on numerous levels. 

Each sector has an important responsibility in arresting this disease and subsequently 

enhancing health and wellbeing (Paper on Population Health, 1994). By involving multi- 
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sectors in the assessment phase, it is possible to assure that the needs of al1 stakeholders 

will be addressed. 

Principle Six 

Health promotion must draw on knowledge from social, economic, 
political, medical, and environmental sciences as weU as 

on experiential knowledge. 

Health promotion advocates for the combination of strengths frorn various 

disciphes which hcreases the likelihood of support for program initiatives (Bracht, 

1999). Al1 of the programs utilized the current available knowledge as cornpared to three 

of  the respondents. North Karelia was a pioneer in piloting the combination of knowledge 

ffom the fields noted in the principle that later translated into theories and assumptions. 

The assessment inchded comprehensive risk factor components as well as various other 

aspects (Le. environmental and health services orientation). The planners were intuitive in 

assessing the various deterrninants as there were really no available theories or 

hypothesizes to guide them at the tirne. On the other hand, Pawtucket was firmly 

grounded in the assumptions of comprehensive theories, which ultimately dictated the 

rnanner in which the assessment was conducted. CHHB was diEerent in that the project 

initiation evolved maidy from governrnental interest. The mandates devised by the 

governrnental agencies had evolved fiom the involvement of various knowledge basis in 

order to provide for appropriate and integrated approaches to health programs. Given this, 

the assessment done by the CHHB was strongly based in theory and this was evident in 

the comprehensive information that was collected. 
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In cornparison, only some of the respondents (3 of 7) felt that it was important to 

be cognizant of this principle during the assessment. However, the majority felt this 

principle was more prudent to apply in the planning phase. 

Given the above data, principle six can be deerned as a moderately valuable 

cornponent of the assessment phase. This conclusion can be reIated to the fact that 

addressing heart health concerns fiom a comprehensive and multi-factoral perspective 

had previously been evaluated to incur more positive results. To ensure that al l  factors are 

considered and the assessment is comprehensive, a vast knowledge base must be utilized. 

Principle Seven 

Health promotion utilizes the concept of empowerment as an important 
strategy in achieving long-term changes and sustainability of programs. 

As a process of helping people assert control over the factors which affect their 

health, empowerment suggests the notion of partnership between the experts and the 

community (Airhihenbuwa, 1994 and Robertson & Minkler, 1994). Empowerment could 

be considered a relatively new term and, therefore, there was no ciear evidence that the 

past programs explicitly incorporated this perspective. However, North Karelia followed 

an empowerment strategy in that the initial drive to address the concerns of CVD was 

partially initiated by the comrnunity and they were, to an extent, involved in the 

assessment phase. Pawtucket, although expert driven, utilized this principle in multiple 

ways. However, in the assessment phase, they did not explicitly incorporate this concept. 

The C m  utilized an approach that was also embodied within the concept of 

empowerment and used interested Iay members to help create the assessment. 
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The majonty of expert respondents (4 of 7) agreed that this is a criticd component 

in the assessment phase. Supporthg any action made by the community itself would 

dtirnately lead to long-terrn changes and sustainability of the prograrn (Paridis et al., 

1995). Though, the past prograrns utilized the concept of ernpowerment inadvertently, the 

respondents regarded this principle to be more advantageous if incorporated initidy fiom 

the assessment phase. As part of the assessment, determining the ability of the 

community to take control over their own endeavors would lead to concrete and effective 

community action (Green & Raeburn, 1988). 

This principle is an imperative strategy to undertake in the assessment phase. It 

would ailow for appropriate identification of community needs and determine the 

perceived importance of health concerns. By creating these early alliances with the 

community, it would ultimately strengthen the capacity of the program. 

Principle Eight 

Health promotion emphasizes public accountability for 
costs, activities, and effects. 

Ln times of fiscal constraints it is imperative to ascertain resources and hnding 

through the demonstrated effectiveness of prograrns. However, neither the past programs 

nor the respondents thought this principle was important to consider in the assessment 

phase. This principle would not be considered as valuable to use in the assessrnent phase. 



Principle Nine 

Health promotion advocates healthy public policy. 

Public policy senres to act as incentives or disincentives to health (Health and 

W e k e  Canada, 1988). Both North Karelia and the CHHI3 considered the effects of 

current health policies in the assessment phase. North Karelia realized that the 

reorganization of health senrices was necessary in order to support initiatives. CHHB was 

uiitiated on the basis of past govemment health policy proposais. Consequently, this 

phase included an assessment of the various policies which focussed on health issues. 

Pawtucket made no specific reference to assessing the policies aec t ing  the program, but 

later evaluations suggested that the demand for policy changes increased. 

The respondents (5 of 7) did not suggest that that policy changes should be 

considered at this stage. Even ifnot specifically an assessment priority, a long-term 

outcome and goal of health promotion programs is to  create healthy public policies so as 

to encourage the maintenance of healthy behaviors (Bracht, 1992). 

Due to the suggestions extrapolated fi-om the use in past programs and the 

responses fi-om the experts, this principle was not considered as valuable in the 

assessment phase. Of importance is to recognize the underlying effects that policy has on 

an individual and the cornrnunity in which they reside. Only once the program was 

secured in operation and eliciting positive results, could the development of healthy 

public policy be incorporated. 



Summary 

See Table 1 1 for a surnmary of resuïts as outlined in the preceding section. 

Table 11: Summary of ResnIts 

Organization of Principles Into the Assessrnent Phase - Experts' Responses 
Compared with the Past Programs 

9 2/7 NK, CHHB 

2 

3 

4 

5 

in general, the specific principles to be integrated into the assessment phase were 

principles one, fwe, six, and seven. Principle one was considered as critical. M a y  

theories have been deveIoped and verified through ngorous studies suggesting that an 

individual cannot sustain behavior changes without the proper supports in the social and 

physical environment. The assessment phase should consist of determinhg the extent and 

types of support avaiiable. Principles f i e  and six were considered to be important. CVD 

6 3/7 3/3 

4/7 

0/7 

2/7 

4/7 

CHHB 

0/3 

3/3 

0/3 



130 
is a multi-factoral disease and therefore the best way to tackle the associated risk factors 

is to involve those sectors that have the vested knowledge and interests. In doing so, 

prograrn designers can develop interventions and strategies that are meaningfùl to the 

stakeholders while effecting the elements that interact to influence health Given the 

newest developments in the concept of empowement, principle seven was also viewed 

as integral during this phase. Ensuring that community involvement was stressed helped 

to strengthen the capacity of the cornmunity in their identification of needs and ultimate 

support for initiatives. 

To a lesser extent principles two, four, and nine sh~u ld  be considered. The use 

of these principles is program specific and is dependent on the overall goals of the 

program. As discussed, principle two was seen as more impartant as an underlying 

consideration which should be maintained throughout prograrn design. The extent to 

whichprinciple four was utilized at this phase was dependemt on the initial demand for 

the program (Le. grass-roots or expert-driven). Realizing the importance of invoking a 

partnership between the experts (central) and cornmunity (de-centralized) will ultimately 

lead to program success. PRnciple nine, as well, was a component suggested to be more 

valuable to consider in other phases. However, it is important to realize the underlying 

effects these policies have on the health of the community. T h e  respondents did not factor 

this into assessrnent phase due to the practical concerns of limited funding, time, and 

resources to fuily explore these effects, Rather, this principle evolves out of the program 

as changes are demanded by the people to support their health. 

Principles three and eight were not considered to be important to be utilized at 

this point. This can likely be attributed to the fact thatpBiiclSple three was seen as more 
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associated with incorporating an enhanced perspective of health into the community 

through the chosen interventions. Pnnciple eight has to do with accountability, which 

aithough thought of as important, does not fit with the general goals of the assessrnent 

phase 

Planning 

This phase is associated with deciding the organization of the program, soliciting 

support, delineating goals and objectives, setting priorities, and developing strategies and 

interventions (Proceedings, 1988, Brown, 199 1, and Elder et al., 1993). 

* Refer to Appendix J for a table of the summary of results for principles one 

through nine used in the planning phase. 

Principle One 

Health promotion recognizes individual, social, and environmental 
factors interacting to influence health. 

North Karelia, Pawtucket, and the CHHB utilized this principle significantly in 

the planning phase. North Karelia employed a strong epidemiological approach with a 

special concentration on the environment in planning interventions. This rationale 

translated into a flow chart (See Appendix C). Pawtucket targeted specific risk factors but 

interventions were deeply founded within the Social Leaniing Theory, which emphasized 

deterministic relationships between the individual, their behavior, and the environment. 

The program designers docated much time, effort, and resources in the planning and 

piloting of interventions. Comparatively, CHHB planned goals, objectives, and 

interventions that were founded within the stated elements. Their pia~ïri'ing strategy 

incorporated a community education approach dong with understanding of the Protection 
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Motivation Theory. Together, these considerations served as a basis for the development 

of the interventions and also laid the groundwork for evaluation. 

Nevertheless, many respondents ( 5  of 7) did not consider this principle pertinent 

during the planning phase. This may seem inconsistent in that the planning of 

interventions relies on the information collected in the assessrnent phase and ifthese 

factors were assessed then logically, the appropriate pIanning would ensue. However, a 

plausible explanation may be that this principle would already have been subsumed 

within the design of the program. Perhaps, the theoretical constructs that the respondents 

chose to employ would already have the assumptions of this principle embedded. 

Despite the respondents' perceptions, the emphasis of this p ~ c i p l e  in a heart 

health promotion program planning phase is considered to be important. The document 

"Health for Al1 by the year 2000" played an instrumental role in enhancing this 

perspective as a vital component in the planning of health promotion initiatives and in 

providing a foundation for the development of documents and publications which served 

to emphasis the interaction of these elements. Specifically, this principle would be best 

utilized to provide a basis for the specïfk delineation of the goals, objectives, and 

priorities of the program. The implementation of interventions need to be planned to 

stimulate, facilitate, and maintain behavior changes (Lefebvre, et al., 1987). This is 

especially successful when interventions are developed that incorporate the interaction 

between the individuai, social, and environmental factors (Elder, et al., 1993). 



Principle Two 

Health promotion supports a ccholistic" approach in which 
the physical, mental, social, ecological, cultural, and spiritual 

aspects of health are recognized. 

This principle was considered particularly important within the CHHB. Due to the 

limited success of past initiatives in the Coaifields area and the socioeconomic 

inequalities, the needs assessment indicated that the respondents placed limited concem 

on the incidence and effects of CVD, but rather other concerns such as crime prevailed. 

CHHB skillfully recognized that Me experiences, norms, and values directly effect an 

individual' s perception and experience of wellbeing. Therefore, when planning for 

program strategy and design of interventions there was a special effort to recognize the 

strong cultural heritage and thus, embed an enhanced concept of health into societal 

norms. This focus proved to be valuable as the evaluation indicated permeation of the 

heart health messages throughout Coalfields and to sorne extent a realization of the 

expanded effects of heart health (Le. increased physician visits). The other programs did 

not specifically incorporate this principle into program planning, but this could likely be 

attributed to the more recent changes in the concept of health. 

Some of the experts (3 of 7) also suggested that this principle had value within the 

planning phase. The value placed on health has significantly increased as the new 

millenium approaches particularly as concerns escalate in areas such as health care 

expenditures, disability costs, and the increased needs of an aging population. The 

planning of program strategies should be made accordingly to warrant not only short- 

term achievement of nsk factor reduction, but also of long-term health benefits in all 

other aspects of Me. 
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Aithough less than half of the Canadian experts felt that this pnnciple could play a 

key role, and though it is dEcult  to assess, intervene in, or even evaluate, this principle 

should be thoughtfiilly considered in the planning phase especially to foster a long-term 

perspective. Improved health outcomes are possible only through a cornmitment to an 

investment in the health of the whole person and comrnunity. This cornmitment is 

reflected in the provision of baianced and comprehensive range of seMces (Canadian 

Public Health Association Action Statement, 1996 and Canadian Public Health 

Association Issue Paper, 1996). Tt is important to recognize that access to these 

components of health can not be achieved by the health sector alone. This principle 

suggests that one must recognize the use of complementq seMces outside of the health 

system (Canadian Public Health Association Issue Paper, 1996 and Hamilton & Bhatti, 

1996). Perhaps this support would provide the basis and strength needed to encourage 

subsequent giobal changes. 

Principle Three 

Health promotion requires a long-term perspective. Time and support 
are necessary to create awareness and build understanding of the health 

determinants within individuals, communities, and organizations. 

Out of al1 the prograrns, the CHHB was the only one that incorporated this 

principle deliberately in the planning phase. Their underlying philosophy was that of a 

community development mode1 which relied on working the expanded definition of 

health and the determinants of health into individuals, the comrnunity, and organizations. 

The interventions that were subsequently developed evolved out of this theory and 

incorporated this principle. 
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The respondents (5 of  7) strongly indicated the value of this principle in p1-g 

the prograrn. Institutionalization is a primary goal of  health promotion programs; Iong- 

term presence in the community must be planned fiom the outset (Elder et al, 1993)- To 

ensure the success of the health promotion program, support in al1 its forms (monetary, 

physical, environmental, etc.) an understanding of the relationship of health and 

prosperity is a necessity (Hamilton & B hatti, 1996 and Federal Advisory Cornmittee, 

1994). The continuation of the program relies on integrating the program and its goals 

into the community. 

This principle is an important consideration for the planning of the prograrn 

including the organization o f  the program as well as the developing of interventions. The 

premise of this principle is that by addressing the full range of the determinants of health 

through an organized system of practice, this will create a synergistic effect and have a 

signifïcant impact on health status (Canadian Public Health Association Issue Paper, 

1996). Therefore, when planning strategies and organizing the health promotion program, 

it is essential to incorporate the assumptions of this principle. 

Principie Four 

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 

Each of the past programs utilized this principle in the planning phase. There was 

an underlying intent that the program would eventuaily need to be self-sustaining and that 

integrating the program into existing social structures would provide the most significant 

outcornes. At the same t h e ,  de-centralized members and centralized experts were needed 

to give balance and to provide specialized in-sights into the decision-making process. 
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North Karelia planned to train various comrnunity leaders to ensure the integration of the 

program into the existing cultural milieu. Pawtucket relied on fostering the planning of 

interventions and program strategies to evolve directly fiom the community in terms of 

volunteers. In the CHHB, this was noted to be sornewhat difficult, but with perseverance 

the Iay leaders were identified and planning of program strategies could begin. 

The majonty of respondents (4 of 7) also agreed that the community needs to be 

actively involved in the decision-making processes in order to provide balance and ensure 

the needs of the cornrnunity are adequatery identified and the rnechanisms can be 

established to meet the needs. 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 efFect their health (Hamilton & Bhatti, 1996). The most effective methods for 

health promotion activities rely on the coalition of the people in the community coupled 

with input and guidance from the centralized sources. Therefore, this principle can be 

considered integral to health promotion program planning. 

Principle Five 

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. 

Each of the past prograrns considered this principle to be important within the 

pl&g phase. North Karelia, Pawhicket, and CHHB used the premise of this p ~ c i p l e  

as a method to elicit the support frorn the community. As well, each program utilized the 

crux of this principle to enhance the support structures within the cornrnunity (Le. to 
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create increases in available heart health products and religious, workplace, and school 

support), 

In cornparison, the majority of  respondents (4 of 7) felt that it was important to 

maintain those relationships that developed or evolved from the assessrnent phase and to 

embed them in the planning of prograrn strategies and eventual implementation. This 

collaboration across the sectors together with the active involvernent of the community 

would lead to success of program strategies. 

To have a sigmficant impact on the heaith of  the population, comprehensive inter- 

sectoral initiatives rnust be developed (Federal Advisory Cornmittee, 1996). Partnerships 

are needed to build a strong health system, reduce duplication of services, improve the 

coordination of services, and strengthen the skills of the service providers (Canadian 

Public Health Association Action Statement, 1996)- Given the support for this principle, 

it c m  be considered vital in the program planning stage where prograrn strategies are 

defined and collaboration is a necessary component heading into the implementation 

stage. In the long-term, this positive multi-sectoral involvement will ultirnately foster 

healthy public policy and encourage multi-disciphary practice. 

Principle Six 

Health promotion must draw on knowledge from social, economic, 
politicai, medical, and environmental sciences as well as 

on experiential knowledge. 

The analysis of the past programs uidicated widespread use of the concepts 

founded within t his principle. North Karelia utilized the information and knowledge 

bases available at the time. Being one of the E s t  community-based health promotion 

programs, a distinct outcome was to create assumptions for future prograrns to 
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investigate. This was evident in the formation of the Unified Mode1 (See Appendix A) 

which incorporated several variables fiom a range of knowledge bases. Pawtucket was 

strongly theory based. Much effort was taken to create a sound theoretically based 

program using well-known and appreciated theories. Additionally, new information was 

created in the extensive use of the volunteer system. CHHB was guided by the national 

perspective on health. The original inspiration for the program began with information 

coilected regarding the medical, social, and financiai costs o f  CVD. At program initiation 

representatives firom various sectors were involved including intervention and strategy 

development . 

The majority of respondents (5 of 7) felt this principle to be important during the 

planning phase. In order to develop accurate interventions and strategies to address the 

program priorities, the appropriate experts need to be involved. 

Principle six can be considered vital to program planning. The merging of 

perspectives would lead to an integrated approach to strategies appropriate to the 

community and conducive to enhancing the health of the targeted community. Blending 

the skills and knowledge f?om a variety of knowledge bases, would Iead to the creation of 

comprehensive interventions and multi-faceted approaches (Canadian Public Health 

Association Action Statement, 1996 and Canadian Public Health Association Issue Paper, 

1996). 



Principle Seven 

Health promotion utilizes the concept of empowerment as an important 
strategy in achieving long-term changes and sustainability of programs. 

The past programs d attempted to incorporate this concept into their programs. 

Given the varying situations fiom which each program evolved, it could be extrapolated 

that each was successfbl in utilizing this concept, to an extent, as a health promotion 

strategy. The most important implication that emerged fiom the three prograrns was that 

using empowerment as a hedth promotion strategy contributed to the long-term 

maintenance and institutionalkation of the health promotion effort. 

hterestingly, only 3 of 7 respondents felt that it was important to incorporate this 

principle into the planning phase. Despite the strong presence of this principle in the 

literature and in its use in other programs, it is unceriain why only three of the experts 

gave credence to its importance in this part of the program phase. Perhaps the 

respondents felt that the concept of empowerrnent would be best operationaiized as 

intervention strategies in the implementation phase in terms of providing access to 

uiformation, creating support ive environment s, and developing the intervention strategies 

to incorporate principles of empowerment (i.e. strengthening community capacity and 

enabling thern to take action in regards to their health). Or it could be that the logistics of 

incorporating this concept to the fullest extent possible would increase costs in terms of 

time cornmitment, fùnding, resources, and the effort to secure and maintain partnerships 

among experts and community members. Such increases in demands rnight not be 

perceived as being justified. 1t is unclear why empowerment was not considered a prionty 

arnongst more of the expert respondents. 
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The support for this principle in the planning phase, especially in the literature 

and in the use in the past programs, indicates that it is deemed to be of d u e  by many 

whom work in the area of heart health promotion. An important component of any 

program is the organized action between experts and the community in the adoption of 

objectives, development of structure and organizational participation (Brown, 199 1, Elder 

et al., 1993, and Mittlemark et al., 1993). AIthough the objectives, structures, and action 

are dependent on community conditions, the most important caveat is that community 

participation should be as central as possible (Brown, 1991). Using this strategy in the 

battle against CVD would help integrate heart heaith into the fiber of community 

existence. Having the people assert control over factors that effect their health would lead 

to enhanced health (Airhihenbuwa, 1994). It appears that the principle of ernpowerment 

can help to produce strong support, sustainability, and planning of appropnate 

interventions and program strategies. 

Principle Eight 

Health promotion emphasizes public accountability for 
costs, activities, and effects. 

In North Karelig the cost-effective interventions and related effects were only 

realized years later. Pawtucket designers realized the Limitation of resources available and 

thus instituted programs based on a reliance on volunteers and community alliances in 

order to ensure program continuation. The planners were committed to achieving 

accountability of the program and to demonstrating this to the people. The CHHB was 

very careful in pursuing low cost and effective intewentions. They worked to enhance 

past initiatives thereby maintaining the success of past intewentions and strengthening 
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them with advanced knowledge and concerted efforts. A specific goal was to e n s u e  the 

planning of cost-effective intenrentions. 

Three of the seven respondents agreed that in times of fiscal constraints tlnis 

principle has a higher priority than ever before and that it needs to be worked intm 

program planning. However, support remained Simited for incorporation of this pminciple 

in the planning phase- 

Overall, there was marginal support for incorporating this principle into t h e  

program planning phase. This could be attributed to the underlying notion that there  is 

always a strong answerability to others (Le. prograrn supporters) and that accounrtabili@ 

can be dictated by the success or impact of the program in terms of goal achievement. 

Principle Nine 

Health promotion advocates healthy public policy. 

North Karelia and Pawtucket showed limited involvement in the srea of heafthy 

public policy d u ~ g  the planning phase. CHHB substantially indicated this as an 

important component in program planning. The CHHB program evolved out of a - 

govemment comrnitment to health. Specific objectives were delineated regarding the 

further development of heaithy policies and also led the way to promoting initiatiwes in 

the comrnunity. 

The respondents (5 of 7) agreed that an ultimate indicator of success was the 

development of policy pursuant to the interventions in maintainhg initiatives and : health 

behaviors. 

This principle, therefore, has found greater support as time passes. It was the most 

recent program (CHHB) and in the long-term foliow-up of the other prograrns (North 
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Karelia and Pawtucket) dong with the respondents that supported the incorporation of 

this principle in the planning phases. This was likely attributed to the notion that 

interventions that lead to policy changes would invoke greater support and long-tem 

maintenance of behavior changes and collaborations amongst multi-sectors. Policies 

affect the determinants of health (Canadian Public Health Association Action Statement, 

1996). By the end of the 199OYs, it was found that successfid programs wouid incorporate 

this global perspective in expectation that heart health will be a working priority amongst 

al1 sectors, across disciplines, and as importantly effecting changes within the individuai. 



Summary 

See Table 12 for a summary of results as outlined in the preceding section. 

Table 12: Summary of Results 

Organization of Principles Into the Planning Phase - Experts' Responses 
Cornpared with the Past Programs 

Principïe Experts Programs 111 

In general, the data indicates widespread agreement that principles one, three, 

four, five, and six are vital components of the planning phase of a heart health promotion 

program. Princ@Ie une was considered essential primanly due to the types of 

information collected in the assessrnent phase. As suggested in the previous section, 

many theories have been developed fundamentally fiom the premise that an individual is 
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not an entity unto itsell: rather the influences of the social and environment factor play a 

reciprocal role. Therefore, planning for program goals, objectives, strategies, and 

interventions are contingent upon these relationships and the modification of which will 

produce desired effects. Pn'nciple three was strongly supported by the respondents and 

was aEkmed by the distinct usage within the most recent program (CHHB). Working the 

expanded components of health and the reaiization that several elements interact to 

influence health are crucial in ascertaining long-term effects. Therefore, utilizing t his 

principle in the planning of program strategies will assist in fostering strong support for 

program continuation and acceptance. Principle four, as well, buiids on the premise of  

the other principles and suggests a paramount component of the planning phase. There 

was strong support for this principle which specificaiiy suggests that for effective 

program design, the coalition between the cornrnunity and the "experts" would be critical 

in the delineation of appropriate prograrn activities. Given the recognition that health is 

far more than the absence of disease and that severai factors from a range of sectors serve 

to influence this state of health, it seems fitting that principlefive be utilized in the 

planning phase. Application of this principle would help to secure support for initiatives 

and to achieve partnerships which would serve to impact the multi-factoral nature of 

CVD. Pnnciple s i r  draws on the rnerging of perspectives which allows for an integrated 

approach to the program. Utilizing a firm, but diversified knowledge base should lead to 

the establishment of cornprehensive and multi-faceted strategies. Together, these 

principles incorporated in the planning phase should positively impact the design as well 

as the ultimate goals of the heart health promotion program. 
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Some support for principles seven, eight, and nine was indicated. Interestingly 

the significance ofprinciple seven was interpreted as being valuable as a consequence of 

its use in the three programs reviewed. However, the Canadian experts did not totdly 

agree with the use of this principle in the planning phase although no reasons were given. 

Despite this, the iiterature supports the concept of empowerrnent as an important strategy 

that works best when incorporated tiom program inception. It helps to ensure the long- 

term maintenance and institutionalization of the health promotion effort. Principk eight 

was also thought to be somewhat important to consider at this phase- Its impact was best 

noted in the development of appropriate goals and evaluation strategies. The success of 

which could translate into accountability for al1 stakeholders (Le. fùnders, partnerships, 

etc.). The implementation ofprinciple nine follows the rationale of principle eight in that 

although policies are integral strengthening a health promotion perspective, the long-term - 

effects of these are not fuiiy realized until well beyond initial program t h e  lines. The 

global perspective of reinforcing health behaviors arnongst al1 sectors, across disciplines, 

and within the individual are important to consider in program design. However, there 

must be the understanding that these changes in health behaviors are likely the product of 

long-term support and collaborations seen years after program onset. These relations 

seem to be the cntical components that wi11 determine the ultirnate success of the 

interventions and the program itself 

Principle two was not seen as important during the planning phase. This is likely 

attributed to the difEiculty in outlining specific evaluation measures (Le. goals and 

objectives) or in developing approaches and strategies in the achievement of this 



perspective. The p h a r y  purpose of this principle was to ensure a comprehensive 

perspective oc the definition of health and the broad scope of purpose it assumes. 

LmpIementation 

This phase consists of the actual performance of planned intervention and 

program strategies. Implementation tums theories and ideas into action; translating 

design into effectively operating programs (Proceedings, 1988, Green & Kreuter, 1995, 

and Bracht, 1999) (Refer to Appendix J for a summary of results). 

Principle One 

Health promotion recognizes i n d ~ d n a i ,  social, and 
environmental factors interacting to influence health. 

Al1 programs studied integrated the premise of this principle into the 

implementation phase. The interventions were dependent on the identified risk behavior 

and the encouragement of individuals to change these actions. As well, other 

interventions were employed to mod* the surroundings in order to encourage the 

appropriate behavior change, discourage healthdamaging behaviors, and eliminate 

environmental hazards to the health-prornoting behavior while strengthening a health- 

promoting environment. 

interestingly, o d y  2 of 7 respondents thought this principle was important to 

consider during the implementation phase. It remains unclear as to the reasons why the 

respondents thought this principle was important in the assessrnent phase (5 of 7) yet not 

si@cant enough to considered in the planning or implementation phase. Recent 

literature has suggested the combination of a variety of tactics and techniques 

incorporating the use of multiple theones in order to invoke reductions in health risk 
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behavior and encourage the maintenance of behavior change (Shea & Basch, 1990, 

Brown, 1991, Hyndman et al., 1993, Mittlemark, et aI., 1993, Green & Kreuter, 1997 and 

Bracht, 1999). 

Despite the lack of support by the Canadian experts, the analysis of the past 

programs dong with documentation in the literature, suggests that this principle is 

valuable in the implementation phase. 

Principle Two 

Eealth promotion supports a "holistic" approach in which 
the physical, mental, social, ecologica1, cultural, and 

spiritual aspects of health are recognized. 

Although it could be extrapolated through long-term evaluations that North 

Karelia and Pawtucket had incorporated the premise of this principle in the 

implementation phase, it really was only an inadvertent implementation. On the other 

hand, CHHB generated a concerted effort to devise strategies that would support a 

holistic approach in program implernentation. This was especially evident in the 

awareness tactics that were used to respond to the seemingly lack of concem for heart 

health by utilizing dinerent strategies that would promote the prograrn, the strategies, and 

the efficacy of the individual to address these concerns. The messages were constructed 

to suggest that decreasing one's risk to CVD would in essence increase one's heart heaith 

and therefore effect positive changes in other aspects of Me. The CHHB made a 

concerted effort to appreciate the holistic perspective of health throughout prograrn 

implementation. 

The respondents (5 of 7) agreed that this principle was integral to the 

implementation phase. RecogniMg that health is a complex inter-relationship of 
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d i f f e ~ g  factors would enable the development of comprehensive interventions. 

Additionally, the perception that health has a more comprehensive definition suggests 

that the interventions should include a degree of forrning collaborations with other sectors 

that may show a vested interest in the program's strategies (Le. increased demand for 

hem health products). Therefore, this principle can be considered a significant 

component of the implementation phase. 

Principle Three 

Health promotion requires a long-term perspective. Time and support 
are necessary to create awareness and build understanding of the health 

determinants within individuals, communities, and organizations. 

All programs included this principle within the implementation of the program 

strategies. Intervention tactics included the fostering of support from various sectors in 

order to ensure success of the program. North Karelia planned for and executed the 

strategy to m o d e  the manner in which health seMces were delivered. This would 

ultimately have significant impact on the community which was evident in the long-term 

and sustained changes. As well, Pawtucket eventually realized the relevance of this 

principle and developed additional strategies (and phases) to involve the entire 

community in the program. CHHB was founded on an understanding that tirne and 

support were necessary in order to invoke behavior change maintenance and the planned 

interventions reflected this conviction. 

Many of the respondents (3 of 7) also felt this principle important to maintain 

within the implementation of program strategies. Multi-level and integrated interventions 

should incorporate components of individual and community-based strategies dong with 

the characteristics of several sound theones (i-e. behavior change, social marketing, 
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environment interventions, etc) and these should be canied out over the long-term. 

Together, these efforts contribute to producing behavior change and sustained effects 

(Elder et al., 1993). Thus, there is some support to suggest that this p ~ c i p l e  is integral to 

program success and needs to be incorporated into the implementation phase. 

Principle Four 

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 

Al1 prograrns utilized the assumptions of this principle in the implementation 

phase. North Karelia was founded on a collaboration between concerned comrnunity 

members and the interest of the "experts" who approached parliament to "undertake 

action", thus incorporating the premise of balance. The interventions evolved out of this 

perspective and were implemented by health workers and volunteers. These interventions 

were performed in various sectors of the cornmunity to ascertain complete permeation in 

the community. Pawtucket was founded on the basis of community activation which saw 

to it a strong mobilization of the community. The use of volunteers was embedded within 

this perspective and subsequent implementation of the program into various sectors and 

with active involvement of the cornmunity was achieved. CHHB recognized the diEculty 

in initiating the premise of the principle in early phases and therefore developed 

interventions specifically addressed to recruit the participation of the comrnunity 

members. As well, the awareness interventions were efficacious in enhancing the 

perspective of heart health in the community. 

The majority of respondents (4 of 7) felt that this principle was important to 

implement within this phase. Although many dzerent objectives may be appropriate 
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dependhg on the community conditions, the most important caveat is that community 

participation be a central process (Brown, 1991). This participation is vital to build skills 

and leadership to assure that what emerges from the heart health promotion initiatives is 

the long-term sustainability of the prograrn. Despite that three of the seven experts did 

not support the principle's inclusion, there was sufficient support fiom the three past 

program's use as weli as the remaining four respondents to consider this principle as an 

important component in the impIementation phase. 

Principle Five 

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 successes of the past program can be attributed to the incorporation of this 

principle. North Karelia's interventions involved direct involvement of community 

members, businesses, and politicians to support the program's initiatives. The results of 

this broad-based, multi-sectoral support are noted in the long-term continuation of the 

prograrn. Pawtucket utilized this component best in this phase where interventions were 

directed at establishing community Iinkages. CHHB designers believed such multi- 

sectoral involvement to  be an important component fiom program inception. The 

program was founded on the involvement and support f o m  various sectors. This led to 

interventions that were directed at soliciting cornmitment fiom the community. 

Signtncantly, the majority of respondents (6 of 7) felt that these relationships 

were crucial to establish, involve, and maintain throughout prograrn design. This 

principle was well established in the literature which suggested that including the support 
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from outside leaders and groups can make the difference between successfùl and 

unsuccessfiil health promotion effort (Brown, 199 1, Elder et al., 1 993, and Bracht, 1999). 

Thus, the inclusion of tfiis principle during the implementation phase c m  be considered 

vital to program success. 

Principle Six 

Health promotion must draw on knowledge from social, economic, political, 
medical, and environmental sciences as well as on experiential knowledge. 

Al1 programs included varying degrees of emphasis regardhg knowledge 

and insight gained fiom other disciplines. North Karelia relied mostly on medical 

interventions, but incorporated strategies to modm the environment. Planners also gave 

special consideration to the social milieu in North Karelia at the tirne. Pawtucket planners 

relied on the theories of socia.1 learning and community activation which provided a 

strong emphasis on knowledge accrued fkorn the many sectors of science as well as fiom 

expenential-based documentation. These various knowledge bases formed the foundation 

for the Pawtucket program. The CHHB was particularly successfül in using a wide 

knowledge base. Due to the fact that cultural and social considerations were necessary 

within the CHHB, the interventions were prirnady directed toward the goal of invoking 

individual changes and to the utilization of existing structures to support the enhancement 

of heart health. The program was initiated from the strong political support for heart 

health. The CHHB planners capitalized on interested subgroups (Le. workplace and 

schools) and were then able to involve other sectors, such as the economic groups. The 

result of  this interplay required that the CHHI3 designers were required to draw on a 

cross-section of disciplines as well as on expenential knowledge. 



Some of the respondents (3 of 7) felt that this principle was a necessary 

component of this phase, This perspective was likely attributed to the fact that the 

majority of respondents found a broad knowledge base to be a critical cornponent in the 

planning phase and therefore the development of the interventions already incorporated 

the assumptions of this p ~ c i p l e .  By combining the hsights gained through the operation 

of the three past prograrns and the moderate support of the Canadian experts, it can be 

concluded that this principle is an important perspective to maintain throughout program 

implementation. 

Principle Seven 

Health promotion utilues the concept of empowerment as an important 
strategy in achieving long-term changes and sustainability of prograrns. 

North Karelia created severd key interventions which were founded within the 

concept of empowerment. The goals of which were to intiltrate the social structures with 

heart health messages, provide access to information and senices, and train people to 

obtain the skills necessary to make changes. Pawtucket embodied this concept by the 

extensive use of volunteers to irnplement the program interventions. The volunteers were 

to retain control over the continued irnplementation of the program initiatives. This 

strategy helped to mobilize the cornrnunity against CVD and contributed to the eventual 

sustainability of the program by the community. CHHB also relied on techniques to raise 

the awareness of and thus significance of heart disease in a comrnunity. The interventions 

proved to be most successfid in mobiliring the community and ensuring support for the 

prograrn after initial prograrn completion. 
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Most respondents (6 of 7) felt that this principle was critical to maintain within 

the implementation phase. The most successfùl prograrns relied on extensive involvement 

fiom the community and on empowering individuals to take aeps to enhance their heart 

health. Founded within the precepts of community development, health promotion 

strategies emphasized the importance of empowering communities to define and take 

fonvard measures to improve the health of their communities (Labonte, 1992). Strategies 

that were implemented included the community instituthg their own action plans, 

participation in decision-making, and the building of skills and capacity arnong 

individuals to play a meaningful role in restructuring their communities (Canadian Public 

HeaIth Association Issue Paper, 1996). Based on the feedback fiom the respondents and 

the evidence found in the literature, this principle can be viewed as a fundamental 

component of the implementation phase. 

Principle Eight 

Health promotion emphasizes public accountability 
for costs, activities, and effects 

North Karelia's portrayai of accountability was reaily only identified much later 

out of long-term evaluation actions that were conducted outside of the initial goals of the 

program in terms of rnortality/morbidity, disability costs, etc. Altematively, a specific 

goal in Pawtucket was for the communit-y to assume ownership and responsibility of the 

entire program. Through the establishment of this goal, the designers emphasized public 

accountability with regards to activities and outcomes. Therefore, the principle of 

accountability was fundamental as interventions were performed based within this 

perspective and in cornpliance with the goals of the program. Similady, fiom the CHHB 
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data, it could be extrapolated that the interventions were grounded in the desire to 

maintain cost effectiveness and accountability for the actions. The concerted efforts to 

utilize established structures portrays the avid incorporation of this principle. 

Regardless of the above information, only 2 of 7 respondents thought this 

principle was important to ernphasis in this phase. This could be attributed to the more 

evaluative nature of the principle in that accountability arises fkom the success of planned 

goals of the program, 

Principle Nine 

Health promotion advocates healthy public policy. 

Neither North Karelia nor Pawtucket instituted any specific interventions to 

facilitate policy changes during initial program implementation. Comparatively and as 

evident in other phases, the CHHB had indicated a special consideration for this 

principle. However, no direct actions were carried out to promote policy changes. 

The majority of respondents (5 of 7) felt that this was an important principle to 

consider d u ~ g  this phase. This perception was likely based on the fact that the demand 

from the cornmunity would elicit the development of policies to maintain healthy 

behavior changes. Hence, the respondents held a more longer-term perspective which 

suggested that the implementation phase lays the groundwork for future actions. These 

actions would help integrate the comprehensive determinants of health as an inherent part 

of the cornmunity, to foster the maintenance of initiatives, and to create supportive 

environments for the continued influence of initiatives. Consequently, once the program 

was in place, maintained, and deriving positive results, the development of healthy public 

policy could be initiated. 
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This principle had moderate support during this phase and it is mainly the 

perspectives of  the program planners who would decide if poiicy changes were an 

important outcome for the program in early stages. The goal of  instituting policy changes 

is contingent upon the reality of available resources Uicluding the time and cornmitment 

necessary to bring about the successful execution of policy changes. 



Summary 

See Table 13 for a summary of results as outlined in the preceduig section. 

Table 13: Summary of ResnIts 

Organization of Principles Into the Implementation Phase - Experts' 
Responses Compared with the Past Programs 

In general, the results of the analysis indicated that principles two, five, seven, 

and aine were most integral to program impiementation. The irnplementation of planned 

interventions relies upon the concerted understanding found in the premise ofprinciple 

two. The perception that health is a complex entity encourages the development of 

comprehensive interventions and approaches fiom multiple dimensions. Principlefive 
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proposes that the implementation phase should involve stakeholders from multi-sectors in 

order to compound the impact against CVD on diverse levels. The irnplementation of the 

constructs founded wit hin the concept of empo wement (principle seven) are particularly 

evident in this phase. The c o m m u ~  participation approach to the irnplementation of 

interventions contributes to skills development and capaciîy building. These components 

are found to be necessary in determining ultirnate success of program integration into the 

comrnunity. Principle nine maintains the global perspective within the program which 

suggests that over the long-term continued implementation of program initiatives may 

lead to the development of healthy public policy which would ultirnately provide the 

necessary support for the heart health initiatives. 

There was also moderate support for the remaining principles one, three, four, 

six, and eight within the irnplementation phase. Piinciple one was found to be only 

partially supportive in terms of the discrepancy between the respondents answers and the 

significant use in the past programs. However, there was strong support in the literature 

for the assumptions within this principle to be utilized in the implementing of 

interventions and strategies. Principle three acquired rnoderate support in that multi-level 

and integrated interventions would eiicit the long-term support necessary to sustain the 

program. Firmly grounded within the perspective of community participation regarding 

problem-posing and decision-making, principle four purports that in utilizing these 

assumptions long-term sustainability and permeation of the initiatives would be achieved. 

Principle six maintains that the merging of perspectives allows for integrated 

interventions that lead to positive comprehensive changes within the individual, 

community, organizations, and other sectors. Somewhat less support was found for 
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princr'ple eight in that accountabïiity was perceived to mise out of evaluation 

rnethodologies, however, it is important to keep in mind that the evaluation is dependent 

upon the strategies aad interventions implemented during this phase. 

Evaluation 

This phase is associated with determinhg the efficacy of the interventions part 

way through as well as d e t e e h g  the summative results at program completion. 

Formative or process evaluations provide feedback during the implementation phase and 

help designers to determine the imediate effectiveness and appropriateness of the 

interventions (Proceedings, 1988, Shea & Basch, 1990, Green & Kreuter, 1997, and 

Bracht, 1999). Siimmative evaIuations include the impact and outcorne effects. Impact 

evaluations are typically considered the determination of the immediate effects of the 

program (or some aspect of kt) on target behaviors and their influences (Green & Kreuter, 

1997). Outcome evaluations consist of longitudinal effects (as derïved fiom assessrnent 

data) and may include constructs such as health status, quality of life, feasibilïty, cos& 

and out of scope changes (Shea & Basch, 1990, Green & Kreuter, 1997, and Bracht, 

1999). 

* Refer to Appendix J for a table of the summary of results for principles one 

through nine used in tbe  evaluation phase. 

Principle One 

Health prmmotion recognizes individual, social, and 
environmental factors interacting to influence health. 

All the prograrns utilued the premise of this principle within the evaluation. Both 

North Karelia and Pawtucket had a strong epidemiological focus and therefore had 
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incorporated the variables to be studied firom program inception. The difference was that 

North Karelia program planners included a research group fiom the university and 

subsequentiy had noted research opportunities as a priority in the program. Pawtucket 

utilized a unique approach to determining the effects of the interventions that were 

developed to modify the individual, social, and environmental factors. A "contact card7 

was developed to monitor participation rates rather that the labor intensive and expensive 

risk factor sweys. Results were encouraging and could be extrapolated to relate to 

changes in morbidity and mortality rates. CHHB utilized a similar approach in evaluation 

by m o n i t o ~ g  the participation of the community in interventions. As well, a well-known 

method of monitoring trends of CVD, the MONICA project, that was undeway prior to 

program initiation was continued as an evaluation source. 

Interestingly, only one respondent felt this to be important in evaluation phase. 

This coufd easily be attributed to logisticai concems such as cost, timing, dficulty in 

determining specific relationships between variables and interventions, and non-random 

assignments (Altman, 1986 and Hancock et ai., 1997). Although it seems only 

appropriate that the same variables targeted in the assessment, planning, and 

implementation phases wouId be evaluated to determine changes, in practice, evaluators 

placed more emphasis on examining overdl endpoints than on linking specific effects 

with specific interventions. 

It could be concluded that this principle would be idealiy incorporated in second 

stage evaluations (i.e. a period of time after immediate program completion) and include 

issues such as determining the independent effects of specific interventions and linking 

effects to changes in knowledge, attitude, and behavior. Although community-based 
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interventions are judged according to their abiiity to initiate and maintain lasting 

influences on health behaviors, to examine such relationships and variables, multiple 

long-term evduations need to be done which are costly and have a plethora of issues (Le. 

attrition, money, questionable validity, etc.) (Altman, 1986). 

Prïnciple Two 

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

Given the length of t h e  that the North Karelia and Pawtucket programs operated, 

and the immense research opportunities these provided, supplementary evaluation was 

completed that included a more comprehensive analysis of  the risk factor changes as well 

as spin-offs of the interventions (i. e. reports of wellbeing) . ComparativeIy, since the 

CHHB used the prernise of this principle throughout, it is only appropriate that it was 

included in the evaluation via surveys and focus groups. 

As with the previous principle, only one respondent thought this to be important 

t o  consider here. However, again related to the logistics of performing evaluations, the 

evaluation of this principle was not feasible for rnainly two reasons - the short length of 

t h e  the original program is implemented and also the fùnding necessary to complete 

such an evaluation. 

One could conclude that despite the dficulty in outwardly incorporating this 

principle in the initial evaiuation, the underlying concept should be prevalent. Despite the 

relative importance of  this p ~ c i p l e ,  the evaluation shouId remain as an opportunity for 

other interested researchers for years afler program inception. It has been suggested that 

despite the dficulty in conceptualizing the broad range of outcomes, there is a rich and 



161 

vast amount of information that could be extrapolated f?om evaluations that can be linked 

to broad concepts such as weilbeing and address the question of how the concept of 

health becomes a part of the societal fabric (Altman, 1986 and Hancock et al., 1997). 

Principle Three 

Health promotion requires a long-terrn perspective. Time and support 
are necessary to create awareness and build understanding of the health 

determinants within individuals, communities, and organizations. 

Al1 programs were buili upon the importance of including an evaluation 

component which would address the matter of health within the comrnunity. North 

Karelia's use of the principle was not entirely recognized until many years later when 

proposed changes to the health care system was maintained. Pawtucket recognized the 

importance of this principle and the evaluation confirmed that the premise of the 

principle was not fully realized. The valuable lesson gained was that early community 

involvement would lead to acceptance of the program and ultïmate success. The CHHB 

incorporated this perspective fiom program inception and evaluated the interventions as 

successfL1 in pemeathg heart health messages throughout the comrnunity. This was 

especially noted in the workpIace and school initiatives. 

Many of the respondents (3/7) thought this principle was important to the 

evaluation phase. However, the implication within this prùiciple is the long-tem 

perspective that is required. Since many programs operate for approlamately 5 years, this 

is not deemed enough time to fùlly actualize these effects. 

Therefore, as a measure of program success it is important to realize the 

significance of this principle and make special considerations to evaluate the 



accomplishment of  it, but it is more important to remember that this principle is best 

utilized in the longer-term than at irnmediate program completion. 

Principle Four 

Hedth promotion necessitates a balance between central and 
decentralized decision-making on policies that affect people's lives 

where they reside, in leisure, and work 

At initial program end (5 years), North Karelia did not fomally evaluate the 

success of the assumptions of this principle. However, several years later this was 

formally evaluated and found to be successfül in terms of integration into the community. 

Pawtucket was reliant on volunteers to take over the program and therefore this was a 

prionty evaluation element as the balance of power shifled to the cornmunity. CHHB did 

not specifcaliy evaluate this principle, but awareness reports suggested that the program 

had managed to become part of the social milieu wherein decisions were made both 

centrally and de-centrally. One could extrapolate this to indicate tùture involvement of 

the community and further permeation of the concepts of heart health. 

The respondents (6 of 7) did nat include this principle within the evaluation 

phase. This perception could again relate to the practical standpoint. Five years of 

program operation is not enough t h e ,  there are likely not enough resources to fùily 

evaluate this principle, and it would be difficult to quantitatively evaluate this point as 

welI. Conceivably, one could conclude that the nature of this principle does not 

outwardly inquire as to the success of the program as much as CVD indicators relate to 

the success of a program. Rather, it is suggested that for purposes of learning for fûture 

program initiatives, this principle had been correlated with effectiveness. 
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Principle Five 

Health promotion depends on a degree of multi-sectoral involvement including 
support of the cornmunity, organizations, businesses, and policy sectors. It bases its 

practice in the need to have similar values and vision of a preferred future, 

None of the programs spec~caUy addressed the multi-sectoral involvement in the 

evaluation. However, these relationships were discussed as being integral to program 

productiveness. 

There was some support for evaluation of this principle (3 of 7). This couId likely 

be attributed to the fact that sustainability is reliant on these relationships and this may be 

a goal or objective deemed important fiom program inception. As well, theorists have 

hypothesized with some evidence that multi-sectoral inclusion would lead to enhanced 

program operation and broad level changes (Le. funding, policy, etc.). The literature 

agrees that without specific delineation of the domains within this concept and the 

considerable variations within the community itselç evaluation of this principle can be 

very diEcult (Hancock et al., 1997). 

It can be exirapolated that, in terms of process, immediate, or even impact 

evaluation, this principle is not a prïority. Considerable information could be obtained in 

long-term outcome evaluation that would invaluable for use in the future planning of 

health promotion programs if the implicit values of this prïnciple were recognized at the 

outset in establishing the evaluation scherna. 



Principle Six 

Health promotion must draw on knowledge from social, economic, political, 
medicai, and environmental sciences as well as on experiential knowledge. 

None of the past programs specifically addressed the use of multiple perspectives 

as a variable to evaiuate. 

The majority of respondents (4 of 7) thought that this is a necessary part of the 

evaluation fkimework. This wouid ensure diverse and cornprehensive collection of 

information. CVD is multi-factord and in£iuences every aspect of one's Me; therefore alI 

components of the intertwining elements of CVD need to be evaluated. However, 

dimensions fiom which data couId be collected are vast (Le. physiology, health 

knowledge, individual characteristics, cost effectiveness, participation rates, media 

coverage, number of alliances created, structural changes, etc.). The amount and type of 

information to be collected is entirely dependent on the goals of the program, who the 

funding agency is, what the pnorities of the program are, and the practical considerations 

(Altman, 1986 and Hancock et al., 1997). As a result, the needs of the program and its 

supporters wiil determine the type of data to be collected, but it is vital to incorporate a 

broad knowledge base to the extent required. 

Principle Seven 

Health promotion utilizes the concept of empowerment as an important 
strategy in achieving long-term changes and sustainability of programs. 

In Iater years, North Karelia was found to have used the concept of empowennent 

successfully as noted by the degree of institutionalization of the program, continuation of 

partnerships, and ultimate policy changes. Pawtucket found a way to evaluate the 

incorporation of the concept of empowerment through the use of a "contact card" which 
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relayed pertinent information regarding the participants. As well, the continuation of 

initiatives after experts withdrew indicated the degree of comrnunity ownership and 

control. Results fkom the CHHB also indicated success in the use of ernpowerment 

strategies in that the proliferation and ultimate integration of messages, although, these 

evaluation couid be considered somewhat prernature. 

The respondents (6 of 7) generdy felt that this principle was not important in the 

evaluation of program success. It could be concluded that the concept of empowerment is 

utilized as a health promotion strategy and therefore there are no concrete variables to 

evaluate this principle. The literature suggests that this is an imperative component to 

program success, however, it may not be considered valuable in detemuning process, 

immediate, or even impact evaluations (Robertson & Mnkler, 1994, Airhihenbuwa, 

1994, Paridis, 1995, Canadian Public Health Association Action Statement, 1996). 

Therefore, this principle will not be considered as an initial priority in the evaluation 

phase of health promotion programs. 

Principle Eight 

Health promotion emphasizes public accountability 
for costs, activities, and effects 

Al1 prograrns are ultimately responsible to the people that supported them and to 

the target group (ive. comrnunity). An indication of accountability is through evaluation 

techniques. North Karelia established an intense priority on evaluation. Several years 

d e r  initial program operation, evaluations were done i n  regards to feasibzty, costs, and 

consequences. Given these results, considerable successes of the program was realized. 

North Karelia was found to be exceptionaliy accountable for the outcornes in terms of 
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CVD mortality and morbidity, costs, and broader consequences (i-e. wellbeing, structural 

changes, etc.) and continues to do so. Pawtucket had also proven accountability in ternis 

of the volunteer system taking over the program. However, significant changes in CVD 

morbidity and mortality have yet to manifest. CHHB realized the concern over nsing 

costs and considered this aspect within their evaluation. The success of sub-initiatives 

(Le. healt hy schooIs) provided the evidence necessary in establishing accountability. 

Ail of respondents (7 of 7) felt that accountability is imperative to prograrn 

evaluation. This will assist in securing funding and support for program continuation as 

weil as provide the necessary evidence to the comrnunity that initiatives are 

advantageous. Evaluation indicators are of  critical importance. The information collected 

can be utilized for numerous purposes including to elicit fûrther support of initiatives, 

fostering collaborations across sectors, restructuring of health senices, encourage public 

participation, and provide for legitimacy of actions (Canadian Public Health Association 

Action Statement, 1996, Canadian Public Health Association Issue Paper, 1996, Hancock 

et al., 1997, Green & Kreuter, 1997, and Bracht, 1992). This would suggest that this 

principle was a very important principle to embody in the evaluation phase. 

Principle Nine 

Health promotion advocates healthy public policy. 

North Karelia evaluated this principle only many years d e r  prograrn inception. 

Though, not directly a prionty it evolved to  be a major influence in policy changes. As a 

result, numerous other broad spectrum changes incurred. Initial reports indicated that in 

Pawtucket, demand for various aspects of heart health (Le. heart health products, 

environment changes - smoking) were increasing. It could be predicted that policy 
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changes would ensue. The CHHB had priorities fiom govemental sectors that required 

evaluation information to ascertain that policies, being emphasized at higher levels, were 

ac tudy valued at the community level- 

None of the respondents included support for this principle in the evaluation 

phase. It could be suggested that the respondents did not incorporate this principle at this 

level because typical program We-span would not see any changes at the policy levels 

and only d e r  long-term, sustained interventions and demand from community leaders 

would any policy changes result. 

Consequently, this principle would only be emphasized as an evaluation 

component over the long-tem. The ultimate result of health reform would be an 

integrated system that builds healthier communities (Canadian Public Health Association 

Issues Paper, 1996). As the principie suggests health promotion advocates for policy 

changes in order to elicit numerous widespread changes on the individual, social, 

physical, economical, and political levels. It may not fit well into a program's schema for 

evaluation- 



Summary 

Table 14: Summary of Results 

Organization of Principles Into the Evaluation Phase - Experts' Responses 
Compared with the Past Programs 

During the evaluation phase the principles that were generally found to be crucial 

were principles three, six, and eight. Phciple three suggests that a long-term 

perspective was critical in supporthg the effects of the heart health promotion program. 

Many variables and relationships will not have t h e  to evolve giwn the initial short 

period of t h e  allocated to program operation. This longer-term perspective would allow 

for acceptance amongst the stakeholders that in order to determine the success of critical 

components and outcomes, a long-term cornmitment was warranted. Princijde six 
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generally indicates that the evaluation must incorporate a broad knowledge base in order 

to ascertain appropriate and relevant results. The dimensions that an evaluation could 

analyze are endIess. Therefore, the arnount and type of information to be collected is 

entirely dependent on the goals and priorities of program stakeholders. Several issues 

may arise (Le. what types of data to collect, realrn of analysis, etc.), but these are best 

addressed in the earlier phase of program planning. As well, several types of evaluation 

are availabIe and necessq in order to elaborate on the effectiveness of the program. 

DSerent types of information are obtained when ascertaining the process evaluation of 

interventions and strategies as compared to impact or long-term outcornes. Principle 

eight is the pinnade of the evaluation phase whereby the results will determine the 

sustainability and continuation of initiatives. 

The analysis indicated only marginal support for principles one, two, four, five, 

seven, and nine. The issues which might contribute to this Iack of support for such 

assumptions are: cost, dficulty in ascertaining variables, timing, design issues, 

feasibility, and relative importance. Promoting the diverse evaluation of past and current 

programs remains a challenge. 



Conclusion 

The information compiled in this chapter provided a remarkable range of 

information in the organjzation of the principles within a health promotion program 

(Refer to Appendix J for a table of the summary of results). The following table, Table 

15, depicts a summation of the use of the health promotion p ~ c i p l e s  as derived fiom the 

analysis of the three past programs and the experts' responses. 

Table 15: Principle Organization - A Sommation of Resnlts 

The principles found to be most relevant to specifically consider within the 

M a t  195,697 295,799 
Important 

assessrnent phase were principles 1, 5, 6, and 7. To a limited extent, there was some 

Somewbat 
Important 
N o t  Useà 

support to also includeprinciples 5 4 ,  and 9 within this phase. During the planning 

phase, principles 1,3,4, 5, and 6 were deemed most important to consider, whereas 

2 ,4 ,9  

3 , 8  

principles 7,8, and 9 also received modest support. The principles thought to be most 

important during the implementation phase were principles 2, 5, 7, and 9 as well as 

7,8,9 

2 

moderate support for priPlcip1e.s 1,3,4, 6, and 8. The most relevant p ~ c i p l e s  to consider 

within the evaluation phase were principles 3, 6, and 8 as well as marginal support for 

principles 1,2,4,5, 7, and 9. Together, this information provided the outiine necessary 

193,4,  6, 8 

-- 

1,2, 4, 5,  7,9 
(*marginal) 

-- 
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for fiiture heart health promotion program design thereby f u E l h g  the second purpose 

towards the completion of this thesis. 

Interesthg discrepancies evolved as current perspectives prevail over the 

seemingly innovative perspectives of the past programs. The histoncal analysis provided 

a fantastic insight into the actual operation of heart health initiatives while the expert 

respondents allowed for contemporary considerations in the use of current and future 

program design. Further to this, the foUowing section will discuss the practical 

considerations deemed important to include in the constructs of a successful heart health 

promotion program. The culmination of this thesis will be recognized in the discussion 

chapter which will provide a complete juxtaposition of the information collected 

regarding the validity of the health promotion principles, the necessary emphasis of the 

principles in the program phases, dong with the consolidation of the practical elements 

identified as being crucial to program fulfillment. 



Part Three: Practical Considerations 

Introduction 

This first section of the questionnaire was intended to focus the respondents' 

attention on issues specificdy related to heart health as weil as to elicit their beliefs 

about the nature of the practical development of heart health promotion programs. 

Respondents were asked to formulate their comrnents exclusiveIy on the basis of their 

persona1 experiences and without influence as a consequence of reading the remaining 

inquiries within the questionnaire. The intent of this type of question was to obtain a 

degree of personally constructed insights with respect to the nature and type of practical 

elements important in the creation of a heart health promotion prograrn. 

The question, as stated, asked the respondents "jirorn their erpmience, list the 

important and necessary components of a community-bmed heart health promotion 

program in terms of the assessrttent, pplonning, implernentution, and evuluatkw 

phases". A few examples were provided to help initiate the process. These were stated as 

follows, "Tlris may include such concepts as needs ussessment, theoretical basis, 

various sîrategies, funding, organitation, etc." 

The data collected is provided in the foilowing sections organized under each 

program phase. Analysis of the respondents' perspective wiil be incorporated by means 

of a juxtaposition with the information gleaned fiom the three histoncal programs of 

North Karelia, Coalfields, and Pawtucket. The conclusion will provide a summary of 

results. 



Assessrnent Phase 

This phase sets the stage for program planning. It consists o c  arnong other factors, 

collecting the formal information of baseline variables specific to heart health issues, 

demographic information, and community resource information leading to an 

identification of the target group. As weli, an informa1 assessment regarding the opinion 

leaders of the comuni ty  will form a critical part of this process. These factors together 

are euphemisticdy known as "learning about the comrnunity". The following section 

will be organized into three parts. First there will be a compilation of the respondents' 

perspectives. The next section will discuss the practical components utilized in the 

historical prograrns as compared with the respondents' views. The last section wiü 

discuss the summation of inferences that arise. 

Respondents' Pers~ectives 

The respondents provided some interesting insight into the assessment phase 

components of  a heart health promotion program. Three strong concepts emerged: 

community involvement in determining the type of data collected, consultation with the 

community regarding the development of program pnorities, and a participation in 

planning a comprehensive needs assessment. 

The majonty of respondents stated that the assessment process must involve the 

comunity. It was their perception that community involvement was critical to the 

ultimate success of the heart health promotion program. Such a process must include 

communication with the community members to obtain uiformation considered to  be 
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relevant to  them. This would lead into the second cntical component of involving the 

cornmunity in the establishment of program prïorïties. 

The Grst important practical component within the assessment phase of a heart 

health promotion program was the collection of data in discussion with community 

mernbers- It was felt that obtaining data relevant to  and representative of the target 

populations was extremely important. One respondent stated that a priority must be made 

to collect the information essential to understanding the scope of heart health issues 

within the community context. Such an undertaking would heIp to validate and legitimize 

the program within the cornmunity. 

While regional and national statistics were important factors to consider when 

developing a health promotion program, one respondent suggested that local information 

obtained from within their community would help to bring to the forefiont those issues 

that were relevant and important to the target community at large. This forms one 

component of local input into the nature of the information that would be gathered. 

Second, the involvement of the comrnunity in data collection should also include 

direct consultation with community members in the development of prograrn priorities. It 

was strongly suggested that community input and advice was a necessary component in 

the process of identimng and establishing the pnorities for action. One respondent 

specifically stated that enlisting the support of and engaging the community was essential 

for the early development of the program plan. With respect to the significance of 

comrnunity leadership, one respondent suggested that by incorporating such people as 

fidi-fledged members of the assessment process, they could serve as program advocates 

and help to introduce the prograrn into the community. These members would also play a 
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vduable role in identifjing needs within the community, designing the program, 

identifLing the target audience, implementing, and evaluating the program. Respondents 

were unanirnous in their belief that program success, the validity and reliability of future 

comparative anaiysis and program evaluation would depend on accurate and credible 

information collected within this phase. Community input, support, participation, advice, 

and commitment was seen as an  integral part of the assessment process. Moreover, it 

could help to ensure future success of the program. 

The third concept of the assessment phase was the development of a 

comprehensive needs assessment. There was unanhous support for this among al1 seven 

of the respondents. They stated that a needs assessment was of critical importance in 

laying the foundation for a successfbl heart health promotion program. The respondents 

indicated that the initial comrnunity involvement component of the assessment process 

must be supplemented with the inclusion of other documentation considered by the 

cornmunity to be necessary to make the needs assessment more accurate and complete. 

Factors thought to be important in the development of a needs assessment were as 

follows: basic epidemiological information of cardiovascular disease and risk factor 

prevalence; available resources (space, upper level commitment, funding, etc); 

community readiness; and the comrnunity profile. The "community profile" term was 

used to denote diversity, community structure, socio-demographics, community methods 

of decision-making, local politics and leadership history, history of other health 

promotion initiatives, and other community needs (including econornic needs). Another 

factor that could be included in the cornmunity profile is an assessment of competing 

interests. 



176 

Interestuigly, three respondents added other components that seem critical to the 

success of the needs assessment, but were not specifically addressed by the other 

respondents. One stated that it was important to have a strong knowledge on how to 

conduct the needs assessment and to ensure that the program is designed to dlow for the 

ability to act upon the feedback. The second respondent felt that information should be 

presented in a manner that is understood by community members as well as 

professionals. This would help clai@ uncertainties and help everyone involved to remain 

focussed and clear about the issues at hand. Lastly, the third respondent spoke from a 

project management perspective and stated that it is at this stage that the theoretical 

models and conceptualkation of potential interventions need to be discussed at the 

Project team level in preparation for the planning phase. Incorporating these factors 

together would help to forge a strong foundation for the next phase - the program 

planning phase. 

Practical Com~onents of the Historical Programs 

North Karelia program planners combined the assessment and planning phases. 

The assessment portion of this project consisted of collecting information on the 

epiderniological data fkorn the area. This included morbidity and mortality rates of the 

total population and specific subgroups. The prevalence rates were also extrapolated fiorn 

this uiformation. Additional preparatory information included the features of 

geographical area, dernography, and the socioeconomic factors of co~munity. For 

purposes of planning the interventions, information on various lifestyles, community 

feahires influencing these behaviors, community leadership, social interaction and 

community channels, and other relevant factors related to the social or behavioral 
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theories were assessed. During this time, there was a strong belief that the success of the 

program depended on the 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 approached to ensure their 

cooperation. Lastly, community resources and seMce structures were considered before 

deciding on actual forms of program irnplementation. 

Pawtucket, however, spent an entire year collecting baseline information on the 

prevalence of risk factors and recmiting volunteers and community leaders to implement 

program interventions. 

In Coalfields, an action group asked that a needs survey be undertaken to identfi 

the cornrnunity's particular needs and to assist with the development of a culturaliy 

sensitive health promotion program. The goals of their needs assessment were to collect 

information on the perceived importance of heart disease in relation to other health 

problems, to discover the depth of concem for heart disease in relation to other social 

concerns, and to estimate the impact of past health promotion activities. Interestingly 

though, much of the concern for heart health evolved out of a governmental priori@ to 

ascertain movement towards better health. One past initiative consisted of a group of 

community members, health workers, and a research group that chose to focus on raising 

awareness of heart health. From here, they petitioned for the development of a more 

comprehensive hearî health program. 

Cornparison with Remondents' Pers~ective 

In cornparison to the respondents, the programs difFered on various levels. First, 

as the respondents felt that a consultative/participatory effort was initially required in the 
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establishment of a program, both North Karelia and Coalfields evolved out of a limited 

degree of concem f?om community members. It was not until the "experts" became 

involved that the formal process of program development began. Pawtucket, however, 

was derived solely f?om the "expert" role perspective. 

The needs assessrnent portion of these prograrns were quite different fiom 

respondents as well as between prograrns. In fact, it seems as though it was really only 

North Karelia, one of the first concerted efforts at a health program, that revolutionized 

health promotion prograrn planning of the 1990's. Despite that their assessrnent phase 

was reported as being completely incorporated into the planning phase, a distinct effort 

was entailed (Puska et al, 1985). North Karelia planners were the most cornpliant with the 

suggestions of the respondents and furthemore included the greatest range of aspects in 

their assessment. On the other hand, Pawtucket utilized a very simple assessment which 

included only the risk factors. Since it was initially driven by expert involvement there 

was a heavy reliance on statistics collected on national and regionai levels. It was not 

until the volunteers were recruited and &er the first process evaluation that aspects and 

directions of the interventions were modified (Lefebvre, 1987 and Elder et al., 1993). As 

weli, Coalfields' assessment included only an analysis of the prioritization of heart 

disease in the scheme of other issues. Based in the face of a government pnority, national 

statistics, and a few concerned groups, the program was planned accordingly. This 

assessment merely heeded to cultural sensitivity and was alsu used to analyze the ranking 

of concerns among the people (Higginbotham et al., 1993). Overall, it seems as though 

North Karelia was far beyond its' time in the reaiization and ultimate evaluation benefits 

of a comprehensive assessment. 



Summarv 

Overall. three strong concepts emerged as being critical in the assessment phase 

of prograrn design: comrnunity participation in the identification of issues and subsequent 

data collection, community consultation in the development of priorities, and a 

comprehensive needs assessment. 

First, there was general agreement between respondents that community 

involvement is irnperative for success of the health promotion program. Active 

participation in identifjmg the type of data to be coliected warrants an underlying 

understanding of the scope of heart health issues within the target community and would 

serve to validate and legitimize the prograrn within the community. The fuhire validity 

and reliability of the prograrn would depend on accurate and credible information 

collected within this phase. Comrnunity input, support, participation, advice, and 

commitment was seen as an integral part of the assessment process. 

Building fiom the active involvement of the community in the assessrnent phase, 

the second major practical consideration was the active recmitment and consultation with 

the comrnunity regarding the development of program prionties. The significance of such 

consultative efforts is that these cornmunity leaders would assist in the identification of 

relevant needs within the community and serve as advocates for program htegration into 

the community. 

Third, the practical component deemed a fundamental tool is the comprehensive 

needs assessment. The critical factors thought to be important in the development of a 

needs assessment were: epiderniological information of CVD and risk factor prevalence 

(local and nationai); available resources (space, levels of commitment, funding, etc); 
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community readiness; and the comuni ty  profile (Le. diversity, socio-demographics, 

decision-making capabiIities, local politics, fistory of past hedth promotion initiatives, 

etc.). 

Interestingly, the respondents and the past programs actively identified the 

necessity to establish a strong knowledge base fiom program inception. As well, there 

was a strong assertion that a theoretical basis fiom whïch the prograrn would be guided 

needed to be deterrnined. 

According to the results o f  the analysis and the data f?om the respondents, the 

participation of the cornmunity in data collection and priority development dong with the 

collection of numerous variables via a comprehensive needs assessment are integral to 

prograrn success. 

Planning 

This phase identifies specïflc goals and objectives based on the information 

collected in the assessrnent phase. From here, the strategy and organization of 

interventions were planned for implementation in the next phase. The respondents were 

fairly uniform in their responses suggesting a degree of agreement of the important 

considerations within this phase. 

Remondents' Perspective 

There were three strong emphases that came out of the respondents' answers. 

First, there was an accentuation of the participatory relationship with all involved to 

establish goals and objectives. Second, three of the respondents felt that inclusion of a 

theoretical basis is important. Third, each respondent had several practical points of 



consideration to include. A few outlying issues of interest were also cited and WU be 

discussed. The following section will incorporate a cornparison of the respondents' 

answers with the past progarns of North Karelia, Pawtucket, and Coalfields. 

Six of the seven respondents stated that clear goals and objectives need to be 

negotiated and identified arnong the partners involved at this stage and that this should be 

accomplished in a participatory/consultative mariner. This would be essential to 

establishing a clear sense of ownership and lead to a greater understanding among d 

partners of the program development process. This would ultimately lead to a greater 

ccbuy-in" of cornrnunity rnernbers. 

Second, three respondents felt it necessary to state that a specific consideration be 

given to a strong literature review designed to ensure the ernergence of a theoretical 

understanding of concepts such as behavior change, social learning, innovation-diffusion, 

and comrnunity development . 

The practical elements of this phase centered on identification of strong leaders 

and supporters. h was found to be a necessary component where people knowledgeable 

in the planning process were identified to lead or facilitate or at least be accessible for 

support or input. Team mernbers would be given de f i t e  roles and responsibihies and 

specifk tirnelines would be instituted. Availability of personnel and continued support 

frorn superiors became essential in moving from the planning to the irnplementation 

phase. Further, at this stage, devising interventions related to the consideration of the 

information collected regarding comrnunity capacity, resources, skills and feasibility 

would have to be discussed. This would detennine exactly what types of interventions 

could be effectively irnplernented. 
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Other thoughtfûl considerations included: the absolute necessity to have accurate 

and reliable information which is directly relevant to the target population, an 

understanding of the determinants of healtb (foundation of problems), and common 

sense- One respondent suggested that it was important to create an early success in order 

to demonstrate what the program can provide to the cornmunity. This would help to build 

trust among the program planners and target groups. Positive and trusting relationships 

were considered to be vital to prograrn success. Additionally, mother respondent 

suggested that at the project team level, there should be discussion about the feasible and 

reasonable evaluation rnechanisrns which fit with the kind of data collection required. 

Having these components to consider in the planning phase, would guide the 

planners towards creating appropriate interventions (and evaluation schemas) ensuring 

the achievement of the program's mission. Assembled together and carefùlly adhered to, 

an organized and successful heart health promotion program could be attained. 

Practical Com~onents of the Historical Pro~rams 

In cornparison, the major planning elements within the North Karelia project 

were: defition of objectives, establishment of project organization, and creating 

interventions (and the evaluation of them) (Puska et ai., 1985). The planners combined 

the elements of the assessment and planning phases so that while the assessment was 

underway, much of the prograrn organization was being done. Therefore, once the 

assessment was complete, it was only the interventions that needed developing as well as 

planning the system of evaluation. 

Pawtucket utilized this phase to actually establish trial interventions within a three 

phase process (Lefebvre et al, 1987). AU interventions were founded within the Social 
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Learning Theory and used various techrtiques. While the assessment sunreys were being 

done, the intervention trial was beg;nning. The first phase of interventions targeted 

specific community groups (Le. schools, workpIaces, organizations). The second phase 

modified the interventions based on feedback and then introduced the program to the rest 

of the community. Phase three added more interventions and continued with the 

modification of the earlier interventions. As well, it was during this phase that the experts 

began to withdraw therefore initiating the  sustainability of the program with the 

volunteers and relied on the community to maintain a degree of priority for heart health. 

Coalfïelds' planners utilized the Protection Motivation Theory to  develop their 

interventions (Higginbotham et al, 1999). They used the uiformation found in the 

assessment phase to create interventions which were not only culturally sensitive, but 

also served to increase the level of importance attnbuted to heart health by the targeted 

community. 

Cornparison with Respondents' Pers~ective 

The sidarities between the respondents perspectives and the three programs 

reviewed in the literature were rernarkable. Ln keeping with the respondents' suggestions, 

North Karelia had utilized a participatory type of process in the identification of goals 

and objectives. Key cornmunity members were involved f?om the beginning of the 

program development and utilized throughout as integral team members. Pawtucket 

differed dramatically because it was exp-ert driven and expert created. The planners had 

incorporated the use of volunteers to  assist with implementation, but the volunteers did 

not play a specifk role in the developrnent of the interventions. However, one of the 

primary goals of the program was to ultimately remove the role of the expert and to 
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transfer the program responsibility to the volunteers. CoaEelds, as well, was primarily 

expert driven. This was due to the nature of the community and the social issues. Once 

the interest for heart heaith was initiated fiom the comunity, the planning was left to the 

experts so that theory-based interventions could be developed dong with goah in keeping 

with the governmental priorities. 

A theoreticai bais was considered to be an important facet in the planning phase 

of a heart health program as per the respondents' answers. Pawtucket and Coaifields 

relied heavily upon theory to support and create their interventions. Pawtucket created 

multi-faceted behavior change interventions in keeping with the Social Learning Theory. 

Coalfields planners founded their interventions within the Protection Motivation Theory 

and created interventions that focussed on emphasizing the threat of the disease and the 

ease and ability of people to change their behaviors accordingly. North Karelia being a 

pioneer in community-based hedth program initiatives did not have the Iuxury of 

extensive theoretical foundation pnor to prograrn inception. Rather, a theory evolved and 

has served as a basis for analysis within other programs. 

In comparison to the thoughtful considerations that arose tiom the respondents, 

the past programs also included interesting insights that were program specific. The 

respondents suggested that this phase needed to be reliant on the information coliected in 

the assessment phase and secondly that the determinants of health needed to be 

recognized. 

In comparison, the North Karelia project relied heavily on the information 

collected in the assessment phase of the program. The planning phase was particularly 

extensive for a project during this tirne per-iod and involved survey information and 
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statisticai data. Many factors were taken ïnto account during the assessrnent phase and 

were addressed in the development of interventions puska  et al., 1985). Ail interventions 

developed were multi-faceted and attempted to influence the knowledge, behavior and 

attitudes of the target community. 

As well, the detemiriants of health were recognized albeit not specifically 

denoted until years Iater in subsequent evaluations (Varîiainen, 1994 and Salomaa, et al, 

1996). For instance, major changes were incurred in the way health care was delivered 

and included the creation of more centers with a particular focus on heart health. AU 

initiatives taken were strongly supported fiom al1 Ievels of governent and community. 

This played an important role in the fùture success of this program and the influence it 

would have in the development of subsequent heart health promotion prograrns. 

Pawtucket was founded to m o d e  the risk factors within the stated population. 

Their planning was done based on the information collected through national statistics as 

well as risk factor surveys of the target population. Specific determinants of health were 

addressed, but on a much more reduced level as cornpared to North Karelia. For instance, 

the planners considered the influence of the environment and utilized already-established 

fonns of support and icons of community cohesiveness (i-e. churches, organizations, 

workplaces). 

The CoaEelds project assessed the importance that the cornmunity placed on 

heart hedth and molded their interventions to incorporate a strong focus on increasing the 

public's awareness of heart health risk factors. This project was predicated on the 

sigdkant influence of the government's past (and continuing) pnonty on health. This 

played an important role in the public's perception of the health promotion program. In 
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relation to the fosterkg an understanding of the determinants of health, no specific 

changes were made to the environment to reduce the levels of concern vis-à-vis the other 

issues. Rather, the emphasis was placed on increasing the relative perceived importance 

of heart health issues within the community. 

Another point that the respondents suggested was crucial to incorporate in the 

planning phase was that of evaluation methods. AU three progrvns placed a high degree 

of importance on both formative and surnrnative evaluations as an integral part of the 

program design. North Karelia continues to generate fascinating consequences that have 

occumed over the extremely long term (Vartiainen, 1994 and Salomaa, et al, 1996). 

Pawtucket utiiized phases for the introduction and continuation of their interventions. 

Aithough, in the long-term not enough funding has been available for evaluation, 

important information was obtained for the project's duration (Le. success of the use of 

volunteers and the beginning of changes to risk factor profiles). Coalfields, as well, found 

evaluation to be an important critena in a health promotion program. Their successes 

have been founded within specific statistical data of rnorbidity and mortality changes as 

well as increased awareness of heart health which can be attributed to the impact of their 

prograrn (Higginbotham et al., 1 999). 

Summary 

Overall, severd components were found to be critical in the successful planing of 

the health promotion prograrn. These were: the participatory relationship between all key 

stakeholders; the specifk delineation of goals and objectives; inclusion of a theoretical 

basis to provide a foundation for developing interventions and program strategies; 

identification of a strong and knowledgeable leader; utilizing the information collected 
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within the assessrnent phase to ascertain accuracy in planning the program; inclusion of 

the determinants of health; and devising evaluation mechanisms. 

Having these components to consider in the planning phase, would allow for the 

precise organization and direction of the program This organization would lead to the 

development of appropnate interventions (and evaluation schemas) thereby ensuring the 

achievement of the program's goals. 

Implemen tation 

The phase constitutes the enactment of the previously planned interventions 

within their respective target population. It also includes a regular system of evaluation at 

each stage of implementation. 

Respondents' Perspective 

There were several points that were thought to be important in this phase that 

were brought forth by the respondents. They can be categorized into the following 

components: strong leadership, finding and support, capacity building, other key points 

i-e- flexible structures and a process evaluation plan. 

Five of the seven respondents felt that a strong lead group and structure was 

important heading into the implementation phase. Having strong leadership with 

competent organization skills would allow for the establishment of protocols that would 

be used in the decision-making process (Le. in terms of implementing the interventions 

and creating the evaiuation process). A strong action plan would ensure that those 

involved shared a comrnon vision and goals, help delineate clear roles and 

responsibilities, guide the allocation of resources, assist in the development of uniform 



188 

data collection rnethods for all demonstration sites, and create weli-developed strategies 

which are sensitive to the population and environment. Together these factors would lay 

the foundation necessary for a successfùl heart health promotion program. 

Another factor that was deemed important during this phase was securïng 

adequate support for the program. This can be discussed corn two perspectives. First, aU 

the respondents felt that the program planners need to ensure adequate fùnding for the 

implementation of all planned strategies including evaluation requirements. Secondly, 

two of the respondents sated that support in the form of professional and moral support 

fiom superïors and facilitators was essential to ensure sustainability and soundness of the 

program interventions. 

As well, d u ~ g  the intervention irnplementation itself, many of the respondents 

eluded to the idiom "capacity building". This tenn involves several factors, but the 

respondents considered it fiom three perspectives. First, those who are involved within 

the implementation of specific interventions i-e. volunteers and staff, need to be trained in 

the skills required to perforrn these interventions. Secondly, using existing organizations 

and cornrnunity structures would make initiatives more sustainable. Lastly, the rnajority 

of respondents had stated the importance of including an evaluation process throughout 

the phases of a heart health promotion program. 

During the implementation phase several factors were found to be important. It 

was felt that having a contingency plan with check points and indicators wouId aiiow for 

appropriate changes and modifications to take place to ensure interventions were 

achieving their short term goals. The most important consideration with process 

evaluation is that it needs to be performed in a timely fashion. The respondents felt that a 
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rapid feedback loop dong with open sharing of information is necessary to perform an 

adequate process evaluation. M e r  collecting the information, the changes that are 

deemed necessary need to be incorporated also in a tirnely manner. This suggested that 

the structures where the interventions were being implemented need to be flexible in 

nature and have the ability to respond to the changing needs of the program participants- 

Additionally, one respondent suggested that an alternate aspect that may contribute to 

intervention success is conducting the implementation plans in stages at a Pace acceptable 

to community. Here the intewentions can be modified according to prior utilization in the 

community in a "new generation" intervention as well as being sensitive to the needs of 

the target group. 

Practical Com~onents of the Historical Programs 

North Karelia consisted of seven program objectives that led to the development 

of interventions. These interventions were also systematically delineated from the overail 

goals of the program and founded within a combination of several theories - comunity 

organization, behavior-change, communication-behavior change, and diffusion of 

innovation fiamework. 

As per the respondents' suggestions, North Karelia began with a solid action plan. 

The program was action-oriented Eom the beginning and included a strong evaluation 

component and various opportunities for continued research. The original project was set 

for five years. They were led by a common vision and goal and the gi-~up that was 

created led the decision-making process confidently. It also included various perspectives 

tiom community representatives and experts. Once launched, the lead group worked 

closely with the participating agencies within the community. The roles and 
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responsibilities were clearly deiineated and the allocation of resources were defuied. A 

priority 6om the beginning was to ensure complete, uniform, and on-going data 

collection. Additionally, the strategies that were developed, dthough expert oriented, 

addressed the needs of the target community* This project was ideaily organized fiom 

prograrn initiation and the cohesiveness that ensued played a major factor in the firture 

success within North Karelia. 

As well, the necessary supports were established early within program 

organization. North Karelia had obtained strong support pnor to prograrn initiation. This 

included the Finnish Parliament, experts from WorId Health Organization, and 

comrnunity representatives and organizations. The planners included ali aspects of 

support that ranged 6om monetary support (fùnding), to professional and expert support 

(moral and influential) and included a strong element of community support. This set the 

stage for a sustainable, long-term project with persistent opportunities for evaluation, 

fùture learning, and program development. 

In terms of capacity building, North Karelia Planners were also pioneers in the 

use of volunteers and lay people to difise information throughout the population. In 

doing so, these opinion leaders helped to establish a normalcy of heart health behaviors 

and attitudes. The use of existing structures was also a pnority. The prograrn planner's 

understanding of the demographics of the peoples led them to use the existing structures 

more effectively. It was felt that this would provide an encouraging atmosphere rather 

than trying to convince the people to access other structures for support. The structural 

changes, reorganization of health services, and responsibilities of health workers would 



not have been as successfùl if the people implementing the interventions were not 

flexible to some degree. 

Since evaluation was considered an integral part of the entire planning process, 

complete formative evaluations were done and changes done in a timely manner. This is 

in keeping with the suggestions of the respondents. It is interesting to note that the North 

Karelia program consisted of so many of the same factors as suggested to by the 

respondents. One may venture to say that it was really the experience and success of 

North Karelia that a c t u a l .  influenced the development of fùture heart health programs. 

Pawtucket program planners involved a very different approach. This approach 

was embodied within the concept that the consistent use of volunteers to implement the 

program would lead to population-wide changes and eventual sustainability of the 

program. The lead group consisted of experts who uniformly agreed that the use of a 

volunteer system was the most effective and feasible way to implement a heart health 

prograrn. A community-activation orientation was maintained throughout the 

implernentation. A f5I.l year was allocated to the assessrnent and planning phases. The 

strategies were well developed and strongly theory driven. An extensive tracking system 

was established to assist with process and sumrnative evaluation. This allowed for 

consistent and uniform collection of data- 

Pawtucket heart health prograrn was founded with the concept of capacity 

building, as it is now known. The interventions were introduced in stages in keeping with 

the concepts within the theory. Phase one consisted of utszing existing structures Le. 

schools, workplaces, churches. The early adopters helped spread the word and spark 

interest in heart heaith. Through a feedback loop, the interventions were planned and 
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coordinated accorduigly. The difEculty with this approach is that this process was very 

slow and labonous. It utilized more resources than originally planned and as a result, a 

difEerent intervention evolved - program recognition carnpaigns. Phase two was initiated 

to complement the changes within the organlations while other interventions were being 

introduced within the community. In phase three, additional activities were implemented. 

This phase was most notable for the increase in individual and organizational 

participation. 

Similarly, the heart health program in Coalfïelds was commencing after a long- 

standing appeal for support of health promoting activities and policies. It evolved out of 

initial health prornoting efforts in the region and gathered support fiom cornmunity 

members, health workers, and a research group. Like the other programs, Coalfields 

project had included a community-based action group, but was primarily driven by 

"experts". They had clear goals and an organized approach. The added challenge arose 

out of the strong ethnic sensitivities that needed to be considered to ensure intervention 

success and appropriateness. 

Capacity building was not a primary strategy chosen for this target group. The 

demographics and assessrnent dictated the type of interventions that would be better 

received. Therefore, the interventions implemented were founded within a protection 

motivation theory. Interventions centered on increasing awareness and knowledge to 

modify risk factors. The local community businesses and organizations were canvassed to 

support the actions of the program. This was thought to help in creating an atmosphere 

conducive to heart health behavior adoption and sustainability. Particular note was made 

to high rîsk individuals and those in socially disadvantaged groups. 
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The evaluation process consisted of determinhg the change within the risk 

behaviors and equity arnong intervention implementation and adoption. Other goals were 

directed to macro level changes. They had hoped to intluence the incorporation of health 

promotion as a pnority within al1 Society sectors ive. govement, businesses, and 

organizations and recent 10-year evaluations suggest some movement in this direction. 

Com~arison with Remondents' Perspective 

Overall, the respondents' suggestions correlated with the programs' (North 

Karelia, Pawtucket, and Coaelds) application. Despite marginal success in some areas 

and great success in other areas, the respondents' practical elements for a health 

promotion prograrn were appropriate. A strong lead group was an integral part of that 

will determine fûture success of the heart heaith program. A cohesive, organized group 

with a comrnon vision would ultimately lead to greater success of the program. 

In terrns of the interventions themselves, it seems that the manner in which the 

interventions were portrayed in the target community and the way the community 

responds would be the deciding factor in the success of the interventions. Therefore, it 

was of utmost importance to include an extensive feedback type process evaluation to 

ensure the interventions are working- 

Utilinng existing structures served to eliminate the need to convince the people to 

use these resources as opposed to the ones that were already established. Additionally, it 

was cost effective. The structures though, must be able to change with the needs of the 

comrnunity and be involved to some degree within the prograrn planning. This would 

ascertain sustainability and support for the program. 



Overall, there were several practicai components thought to be vital in the 

implementation phase that would influence program success. Derked fiom the 

respondents' answers and the cornparison with the past programs utilkation, the 

following were found to central to the success of the implementation phase. These were: 

> Continued support Eom a strong leadership - the establishment of protocols 
relies on effective program management which would lead to organized and 
appropriate decision-making processes in terms of intervention 
implementation, resource allocation, and evaluation methodologies. 

Comrnon vision - emphasis on this component is again reiterated in the 
implernentation phase to ensure that those involved shared a cornmon vision 
and goals. This augments program CO hesiveness. 

3 Funding and support systems - likely ascertained in prior phases, finding and 
support structures are critical in defining the implementation and continuation 
of the prograrn- 

> capacity building - this term mainly referred to the necessity of adequate 
training and ski11 building of prograrn implementers. As well, reference to 
capacity building is made regarding the use of existing organizations and 
comrnunity structures would make initiatives more sustainable. 

9 Process evduation plan - a contingency plan with check points and indicators 
would dlow for appropriate changes and modificâtions to take place to ensure 
interventions were achieving their short term goals. h tegrd  within this 
evaluation consideration is the abiIity to institute the required changes in a 
tirnely fashion to meet changing needs of participants.. Flexibility and 
adaptability of interventions and programmers are crucial. 

Therefore, givhg heeded consideration to the above components would attest to 

the successfiil implementation of program strategies and interventions. 



Evaluation 

This phase entails a process and s * m a t i v e  focus. The process evduation was 

done at various intervals of the implementation phase to ensure appropriateness and to 

determine, to a degree, intervention effectiveness. Summative evduations included the 

impact and outcorne effects. Impact evaluations were done at program completion to 

rneasure the level or degree of achievement of goals and objectives. Outcome evaluation 

consisted of longitudinal effects and may include variables such as quality of me, cost, 

and other out of scope changes. 

The respondents were uniform in their suggestions that evaluation be made an 

integral part of the heaIth promotion prograrn, but that unless very long-term resources 

were obtained, the Long-term mortality and morbidity statistics were difiïcult to discover. 

The specific components thought necessary within this phase were as follows: evaluation 

strategy considerations, reporting back to the community, relevant data collection, and 

indicators of goal and objective achievement. 

Al1 of the respondent's contributed advice on the important components of the 

evaluation phase. The first category of components centered on general planning of 

evaluation strategies. Although only explicitly stated by one respondent, the assumption 

was clear that strategies should be planned to this phase, likely in the assessrnent 

and planning phases. In accordance with this, it was felt that the evaluation rigor shodd 

be suited to the intervention rigor. For instance, this suggests that with each program, it is 

appropriate to spend a relative amount. Additiondy, the respondents felt that in 
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perforrning the evaluation it was important to have access to the use of multiple methods 

of analysis (Le. qualitative and quantitative). This would help to ensure that the data 

deemed important to coIlect couId be analyses fiom different perspectives to allow for a 

more comprehensive evaluation. Other considerations included creating an easy-to- 

complete tool and understandable reports. As weil, it was important to consider the 

response burden on the program people. This needed to be accornmodated for in the 

planning of strategies. 

Following tfiis, two respondents felt strongly that when planning the evaluation 

strategies, it was important to involve a participatory approach among ail those involved. 

This included all the team members (Le. funders, community, investigators. etc). As well, 

it was important to have access to expertise in the planning, implementation, and 

analysis. This would ensure the appropnateness of the planned strategy, accurate 

implementation of the strategies, and precise analysis. 

In keeping with the participatory approach, the next important component to 

consider was the reporting of information to the comrnunity. This specifically involved a 

feedback loop to team members and the community in a rapid, fiequent, and consistent 

manner. The purpose of this process was to provide validation of the interpreted data. In 

terms of the process evduation this would allow for the appropnate modifications to be 

incorporated. In terms of outcome evaluation this would serve to corroborate the 

conclusions. 

During the implementation of the evaluation, the respondents feit that the 

information coiiected and the type of analysis done needed to be practical and usefil to 

the program ptanners and irnplementers. The information and suggestions made by these 
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groups were integral to successfiil intervention implementation. One respondent stated 

that in considering the relevance of the information collected, the program planners 

encouraged each of the demonstration sites to identG what was leamed £Yom their 

individual projects. This would allow for a sense of ownership and value towards the 

goals and fùture sustainability of the program. 

Lastly, the expectations of an evduation needed to be understood by each tearn 

member and the target group. This means that there needed to be clear indicators and 

timelines for goals and objectives to be achieved. For instance, it was important to ensure 

that everyone understood that an outcome evaluation would be very long-term and may 

take longer to manifest itself than the original operation of the program. Those factors 

that would take many years before noting any significant outcornes were factors such as 

social change and mortalityhorbidity statistics. Whereas, risk factors change could be 

discovered in short-term and in the long tem. Another consideration was that funding for 

evaluation and ongoing feedback and monitoring needed to be established early within 

program planning. 

Overall, the respondents suggested many interesting components and factors 

necessary to include in the evaluation phase. Practicd considerations included points 

such as evaiuation ngor respective of program ngor which contain evaiuation tools which 

are easy to understand, collect necessary information, and allow for rapid feedback. As 

well, it was deemed very important to ensure open communication and participation 

between evaiuators, implernenters, and the community. This consisted of the collection of 

relevant information and a clear understanding of the objectives, goals, and tirnelines. 

Together these factors would contribute to the success of the evaluation phase. 



Practical Comoonents of the Historical Propram 

North Karelia was initially designed with the goal of decreasing risk factor 

behaviors- However, a strong component of the program was to ensure continued 

research opportunities. Therefore, prograrn planners designed an extensive evaluation 

plan into the project components. This included process and impact evaluation. Therefore 

comprehensive assessment and basehe measurements were collected. 

The tools used were prïmarily in survey formats. The participation rates were 

statistically acceptable as the peoples in the community had indicated a priority on health 

and were involved in initiating the heart health program. Additionally, the governrnent 

maintained an interest in various elements of healtfi (Le. socioeconomic groups, disability 

costs, healthcare costs, etc.) and so the prograrn could utilize data that was collected fTom 

these organizations as well for statisticd analysis. 

Dunng process evaluation, the feedback was done promptly and changes were 

made accordingly. The evaluation information coilected was not specifically discussed 

with the community except to indicate the success of the program at various intervals. 

However, program implementers were actively involved. 

The goals and objectives were consistent and clear throughout the program and 

the evaluation was done to determine their achievement, feasibility, and effects. 

Additional information was collected for different groups of stakeholders. For instance 

information on cost benefit analysis and program sustainability was important for hnders 

and goverriment members while uiformation on participation and risk factor change was 

important for program implernenters. Community members were primarily interested in 

their own perceptions of enhanced health and wellbeing and enjoyed the cornparison in 
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statistical rates with the reference area- The most intriguing component was the fact that 

10- and 20- year evaluations were done to determine Iong tenn effects including program 

sustainability, mortality and morbidity factors, proIonged risk factor changes, and cost 

analysis. This program was a colossal success in numerous ways and continues to be an 

area of research O ppo rtunities into expanded practice. 

The Pawtucket program was established to decrease the incidence of CVD by 

modifyuig risk factors and utilizing a volunteer system to ascertain sustainability of the 

program. Both process and surnmative evaluations were done. The information was 

primarily coIlected through the participants' use of a "contact card" that recorded the 

participation rates and demographic Somat ion  of the people. Additiondy, interviews 

were done with selected participants. 

These methods of evaluation were chosen to ensure intervention suitability and 

timely response to suggestions for change. There was extensive planning that went into 

the evaluation tools and these were established from program initiation. The information 

that was collected was not openly discussed with participants, but program planners and 

implernenters were involved. 

The objectives and goals were clearly maintained throughout the program. The 

program operated for several years and this contributed to the interventions being 

modified according to participants' stage of change. Process evaluations were key to  this 

proceeding. As well, due to the long period of time that the program was funded for and 

that the interventions were introduced in phases, the longer-term outcomes could be 

discovered. For instance, there was enough information and time to determine M a g e s  



between community organizations, sustainability, and impact of the concept of hem 

health and wellbeing into the community. 

The Coalfïelds project was also created out o fa  concem for the increasing 

incidence oECVD. The objectives were both risk factor onented and broad in spectrum 

and included various policy and governmental changes. The entire project was very much 

expertise oriented and this was in keeping with the culturaily sensitive information found 

in the assessrnent phase. 

Despite the relative short term funding cornmitment, notable successes were 

achieved especiaily in risk factor behavior changes. The data was prirnarily coliected in a 

survey format, but the evaluators also capitaiized on statistical information the 

government was collecting as well. There was also attainment to a certain degree of the 

broader goals delineated in the beginning deterrnined through the development of the 

National Better Health Program. Interestingly, the program planners found that more 

benefit was noted in areas where health promoting activities were already established, 

therefore, funding was reallocated to these areas. There was only minimal 

communication to the target community in terms of the results of anaiysis. 

The goals and objectives were specifically delineated from the beginning. The 

objectives were very clear in wanting to determine the impact of initiatives in terms of 

CVD statistics, the number and range of activities available and utiiiied, and integration 

into existing community structures. Both process and surnmative evaluations indicated a 

considerable success in the achievement of these objectives. The heart health messages 

had Mtrated all societal sectors and subsequent increases in participation rates were 

depicted. Additionally, the CHHB found that local initiatives were successfùlly being 
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ùitegrated into the entire community (i. e. school heart health programs involving multi- 

sectors). Fortunately, the CHHB has the sustained support £?om the upper levels of 

governrnent and the eventual determination of long-terrn outcomes such as program 

sustainability, structural changes, and nsk factor reduction will be addressed. 

Cornparison with Res~ondents' Pers~ective 

It is interesting to note that of al1 the program phases, the past health promotion 

prograrns and the respondent ' s perception were remarkably similar within the evaluation 

phase. The strategies that were undertaken may have been geared for different types of 

information to be collected, but the underlying strategy was similar throughout. The 

privilege of time has aliowed respondents to specifically delineate strategies and describe 

necessary components within their prograrns. Additionally, in times o f  fiscal constraints 

the focus on moneys and the allocation of it became more critical. Therefore, better 

methods and specifically stated indicators were needed to ascertain the fùnders would 

obtain the information they desired. It seems, though, that North Karelia was ahead of 

their time in establishing strong goals. The intention of the designers was to establish and 

maintain evaluation and research opportunities at every stage and this was definitely 

achieved. Meanwhile, Pawtucket and Coalfields were able to capitalize on the past 

performances of projects and perform relevant and significant evaluations. Following the 

advice of those currently in the field of health promotion and learning fiom the 

experience of past successfid heart health prograrns, fiture prograrns should be created in 

such a way that a carefhl evaluation of the impact of the program can be determined with 

respect to broad changes against CVD. 



In all, the respondents and the past programs noted several key points to consider 

when implementing an evaluation strategy. These consisted of: 

3 Specinc planning of evaluation strategies - The most successful evaluations 
are built on the types of baseline idormation collected in the assessrnent 
phase. As weil, the use of multiple methods of analysis will d o w  for a 
comprehensive evaluation. It is at this time that the practicality and logistics 
of the tool rnust be considered, 

3 Access to expertise in the planning, implementation, and analysis will ensure 
the appropriateness of the planned strategies, accurate implementation of the 
strategies, and precise analysis. 

3 Reporting of results - Many respondents also suggested that the evaluation 
reports must be comprehendible to the various stakeholders so that the 
interpreted data can be validated and relevant. 

i Clear indicators of goal and objective achievement - Clear indicators and 
tirnelines for goals and objectives need to be established (including financial 
support). As well, an understanding of the long-term cornmitment necessary 
is critical. 

Overall, the evaluation phase has a plethora of issues and considerations. What 

determines a successtiil evaluation strategy are the above stated points, however, it is 

vital that this strategy is fully planned early in the prograrn. 



Chapter Nine: Discussion 

Introduction 

Cardiovascular disease (CVD) remains a leadmg cause of death and disability in 

North Amerka. The rising costs in t ems  of life lost, disability, and health care are 

immense as chronic diseases such as atheroscferosis take a cornrnanding lead over acute 

foms of death and illness. The serious burden of these diseases spurred action to ident@ 

the factors that contribute to them and to determine rnethods of preventing these factors 

fiorn generating an even greater health impact. Research indicated the multi-factoral 

nature of CVD in terms of individual behaviors, physical and sociai environment. These 

factors dong with government policies and structures, econornic circurnstances, and 

organizational structures, al1 contribute to the rise in numbers of people afnicted. As a 

consequence of this research, a new method of battling against this disease evolved. It 

began with prevention strategies wfiich centered around individual behavior, but as time 

progressed, a renewed focus on disease prevention developed - this was cailed health 

promotion the scope of which encompassed community action, changes in the individual 

behaviors, reorienting health services, establishing new public policies, and creating 

supportive environments. Interventions were directed at instituting widespread changes in 

personal behaviors and the cornrnunity life which had a link to the growth of CVD.. 

The purpose of this thesis was to ident@ the principles that form the basis of 

health promotion; to ascertain the nature of the organization and emphasis of the health 

promotion principles within a general community-based heart health promotion program 

design; and to suggest the practical components deemed necessary to establish a viable, 

functioning heart health promotion program. To accomplish this, three deliberate actions 
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were taken. The first step was a delineation of the health promotion principles. Second, 

these principles were used as a basis in the analysis of three past heart health programs. 

Next, a questionnaire was devised to obtain current heart heaith expert opinion as to the 

accuracy of the identifled p ~ c i p l e s  and the emphasis that should be placed on these in 

establishing a heart health promotion program. The opportunity was also given for the 

respondents to offer specific practical considerations for the application of these 

principles. The information collected was analyzed by comparing it to the historical 

expenence of the three weli recognized programs of North Karelia, Pawtucket, and 

Coalfïelds. Together, this information was used to suggest a general mode1 for fùture 

health professionals to follow when designing a comprehensive heart health promotion 

program. 

Health Promotion Principles 

Health promotion, as a concept, has evolved over the years and incorporated 

many perspectives ranging from behavioral changes to the creation of healthy public 

policy. Since the early 1970's much work has been done in solidiQing the fundamental 

elements of the definition of health promotion. However, the applicability of the concept 

of health promotion remains sornewhat of an uncertainty. 

The foundation of this thesis relied upon the accurate delineation and description 

of the health promotion principles. In doing so, a comprehensive analysis of several key 

documents was required and the outcome was the identification of nine health promotion 

principles. These principles served as the basis for the description and analysis of three 

past programs, the creation of a questionnaire on heart heaith promotion, and outline for 

use in heart health promotion program design. These p ~ c i p l e s  were initiaily stated as: 



1.  Health Promotion recognizes individual, social, and environmental factors 
interacting to influence health. 

2. Heaith Promotion supports a "holistic" approach in which the physical, 
mental, social, ecological, cultural, and spirituai aspects of health are 
recognized. 

3.  Health Promotion requires a long-term perspective. Tirne and support are 
necessary to create awareness and build understandig of the health 
determinants within individuals, cornmunities, and organizations. 

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, 

5.  Health Promotion depends on a degree of multi-sectoral involvement 
ïncluding support of the community, organizations, businesses, and policy 
sectors. It bases its practice in the need to have sirnilar values and vision of a 
preferred fùture. 

6- Health Promotion must draw on knowledge from social, economic, political, 
medical, and environmental sciences as well as on experiential knowledge. 

7. Heaith Promotion utilizes the concept of empowerment as an important 
strategy in achieving long-tenn changes and sustainability of programs. 

8. Health Promotion emphasizes public accountability for costs, activities, and 
effects 

9. Health Promotion advocates healthy public policy. 

A pilot study of the questionnaire was conducted, changes suggested were 

incorporated, and a List of ten potential Canadian experts in the area of her health 

programming were identified. These experts were contacted to determine if they would 

assist in the study by completing the questionnaire. Seven agreed to participate. 

Following an analysis of responses of these experts, some modifications were necessary 

in order to place added emphasis or to enhance the clarity of the principle. 



Principle One - No change 

Principle Two - added the phrase and flected in the pursuit of health. This 
wodd allow for elaboration and inclusion of the definitions of  health and health 
promotion. 

Health Promotion supports a holistic approach in which the physical, mental, 
social, ecological, cultural, and spiritual aspects of health are recognized and 
affected in the pursuit of heaïth. 

Principle Thrëe - the changes that were suggested led to clarification of the 
principle in terms of emphasizing the concepts of timing and support. 

Health Promotion represents a long-term perspective that requires support 
and time to create awareness and build understanding of the health determinants 
within individu&, communities, and organizations. 

Principle Four - The change made was to clan@ the intent of the word balance. 

Health Promotion necessitates a collaboration and participation between 
central and decentralized decision-making on policies that affect people's lives 
where they reside, in leisure and work". 

Principle Five - No change 

Principle Six - No change 

Principle Seven - No change 

Principle Eight - No change 

Principle Nine - No change 

Six of the nine principles required no changes as a result of the survey of the heart 

health promotion experts. Of the remaining three, the revisions did not alter the 

fundamental meaning of the principle. Rather, the comments served to exempl* the 

underlying intention and allowed for enhanced claxification of the principles. Overall, the 

comments helped to add insight into the further development and usage of these health 

promotion principles. 



The next step was to compare the respondents7 perceptions regarding the 

incorporation of the principles into health promotion programs with the information 

gaihered fiom the analysis of three past heart health promotion programs. In conjunction 

with this, the practical considerations were identified to solidm the usage of the principle 

when designing a heart heaIth promotion prograrn. The outcome was a juxtaposition of 

these components - respondents' opinions as compared to the operationalkation of these 

principles in the three past programs including the practical considerations. 

Organization of Principles into Phases and the Practical Considerations 

In generai, any program design involves four phases - Assessment, Planning, 

Imp lementation, and Evaluation. 

The next section will provide a summary of results found in the analysis of the 

emphasis of the health promotion principles as well as the their organization into the 

phases (See Tabie 16). 

Table 16: Principle Organization - A Summation of Results 

Most 2,5, 7'9 
Important 

Somewbat 
Important 
Not Used 

2,4,9  

3,8 

7 , 8 , 9  

2 

1,3, 4,6,8 

-- 

132y4,5y  7,9 
(*marginal) 

-- 



Assessrnent Phase 

The assessment phase comrnonly involves components such as a community 

analyses which entails collecting pertinent idormation regarding the target group, 

statistics, and recruiting participation fiorn community leaders. This phase ultimately sets 

the stage for prograrn planning. The principles most closely associated with this process 

were principles one, five, six, and seven. 

Principle one served as a general basis into which many social theories have been 

incorporated to assist programmers to focus on the interaction of the identified elements 

(individual, social, and environment). Recognition of these relationships help to ensure 

the identification of cornmunity deficits and resources and thus promoted the planning of 

an effective and appropnate health promotion program. Amongst the respondents there 

was a strong assertion that a theoretical basis to guide the assessrnent phase needed to be 

determined. Elements of a number of overlapping theories provide the Eramework within 

which effective prograrns are executed (Fincharn, 1992 and Hyndrnan et al., 1993). 

Exarnples of these included Social LeanÜng Theory, Protection Motivation Theory, and 

Community Activation Theory . 

The factors that were oRen included in a comprehensive needs assessment were: 

mortality and morbidity statistics, epidemiological information; risk factor prevalence; 

resource availability (space, levels of cornmitment, funding, etc); and the community 

profile (i.e. diversity, socio-dernographics, decision-making capabilities, local politics, 

history of past health promotion initiatives, etc.) (Proceedings, 1988 and Green & 

Kreuter, 1997). Furthermore, several of the respondents as well as key designers of the 

North Karelia project felt that it could be at this level where the hvolvement fiom the 
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community itseif would shed light on additional variables that might need to be 

considered. The signi£icance of such consultative efforts is that these community leaders 

would assist in the identification of relevant needs withui the community and serve as 

advocates for program integration into the community (Glanz, Lewis, and Rimer, 1997 

and Bracht, 1999). 

Principle five incorporates the assumption that including various sectors of the 

community will enhance the impact of the program. By assessing the need and potentiai 

for the establishment of coIlaborations and partnerships early on in a health promotion 

program, it was possible to create more effective intervention strategies (Paper on 

Population Health, 1994 and Canadian Public Health Association, 1996). The 

respondents and the authors of the past programs al1 suggested that for pragmatic 

purposes, it was necessary to elicit active participation in identeng the type of data to 

be collected. The fùture validity and reliability of the program would depend on accurate 

md credible information collected within this phase. Cornmunity input, support, 

participation, advice, and commitment was seen as an integral part of the assessrnent 

process. active recruitment. 

Principle six suggests that to combat the effects of a diverse and multi-faceted 

disease, a broad knowledge base must be utilized. This broad base would aliow for the 

assessrnent and identification of the numerous and compounding variables. The 

respondents and the authors of the past programs noted the importance of establishing a 

strong knowledge base fiom program inception. 

Empowennent (principle seven) was seen as critical during this phase in order to 

facilitate the growth and development of the program in order to maxùnize the 



220 

involvement of the target cornmunity and to enhance the iikelihood of goal achievement- 

The respondents did not identa any pragmatic considerations with respect to the concept 

of empowerment- This concept has been largely identifled in the iiterature as significant 

in health promotion program design. The majonty of Canadian experts agreed that the 

principle of empowerment shodd be incorporated into the assessment phase. It was 

considered to be important in program sustaïnability and long-term maintenance of the 

heart healt h initiatives. 

To a Iesser extent principles two, four, and nine couId be considered in this phase 

of design. These principles contnbute a broader perspective and emphasis on the shared 

participation and decision-making capacity of the cornmunity. Principles three and eight 

were not emphasized at this juncture. 

Planning Phase 

The planning phase usudy incorporates such aspects as organizing the program, 

soliciting support, delineating goals and objectives, setting pnorities, and developing 

strategies and interventions. The data suggested that principles one, three, four, five, and 

six were of particular importance in the designing of a prograrn. 

Principle one builds primarily on the information collected in the assessment 

phase. The practical insight that was suggested was the importance of adopting a 

theoretical basis to provide a foundation for developing interventions and program 

strategies. Theory helps to provide direction and clarity to goals as well as aids in the 

developrnent of structure. Moreover, a combination of theones are fundamental in the 

development of effective interventions, particularly those that not only combine the 
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strategies to effect change on the individual level, but those that permit a focus on a wide 

spectrum of levels - individuai, organizational, community, societal, etc. 

Principle three ensures that an expanded definition of health is considered and 

the subsequent detenninants of health are recognized and incorporated in the planning of 

strategies. There was not a specific practical consideration suggested, however, the 

respondents confhned the value of including this perspectives in the planning of program 

strategies and interventions. Recognizing the multiple factors that influence health and 

instilling these realizations as a basis for the interventions will promote the far-reaching 

effects of heart health promotion. Five of the seven respondents supported the 

incorporation of this principle within the planning phase. 

Principle four accentuates the need for participation arnongst the experts and the 

community to ensure the program is meaningful. The practicalities were not specifically 

addressed, but there was general consensus that the participatory relationship between all 

key stakeholders was critical during the planning phase. 

Principles Five and six conjoined suggest that using multi-sectors dong with 

multi-disciplines would ensure comprehensive planning and that collaboration would 

foster new program initiatives. 

There was also moderate support indicated for principles seven, eight, and nine. 

Principle seven asserts that the utilkation of an empowerment approach would 

ultimately contribute to long-term maintenance and institutionalization of the program. 

Comparatively, incorporating principle eight suggested that accountability would be 

maintained at the forefiont when establishing evaluation variables. The inclusion of 

principle nine as important in this phase suggested that a global perspective would be 
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maintained for fùture initiatives. No support was indicated for principle two. This rnight 

be attributed to the arnbiguous meaning regarding concepts such as holistic. 

Other considerations found to be important to include in this phase and that were 

not addressed by the assumptions of the pnnciples were: specifically delineating goals 

and objectives; early identincation of a strong and knowledgeable core planning group or 

Ieader; developing an organizational structure of the program; clari@ing roles and 

responsibilities; utilizing the urformation collected within the assessrnent phase to 

ascertain accuracy in planning the program; training of intervention implernenters; and 

devising evaluation mechanisms. These design aspects are key elements t hat the 

respondents stated would contribute to prograrn success. 

Irnplemen tation 

The implementation phase consists of the actual performance of planned 

interventions and prograrn strategies. The analysis found that principles two, five, seven, 

and nine were most instrumentai during this phase. 

Principle two denotes the importance of devoting attention to the interaction 

effect of the components which form the spheres of health. A sound implementation 

phase m u t  account for such interactions. Five of the seven respondents noted that it was 

important to stress this principle. Principles five asserts that to implement the 

comprehensive strategies developed in the planning phase, utilizing the daerent sectors 

was crucial. Six of the seven experts agreed on the importance of this principle. Principle 

seven was supported by six of the seven Canadian experts and was emphasized to 

indicate the importance of strengthening of skiils and capacity building within the 

community itself. Taken together, these two principles would provide the foundation for 
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a health promotion programs that would be supported within the cornmunïty- Moderate 

support for the remaining principles suggest that several components need to be 

recognized in the implernenting of interventions. As well, the experts stressed that the 

decision-making capacity within the prograrn must be maintained and understood. 

Overall, there were several other practical components thought to be vital in the 

implementation phase that would infiuence program success, but were not encompassed 

in the principles. For instance, the analysis yielded five logistics of program 

implementation. These included the need for on-going guidance from the strong 

leadership group, continuous reaffirmation of the common vision, securing o f  adequate 

funding and support for program initiatives, and a fully fùnded, inclusive evaluation 

process of both formative and surnmative in nature. 

Continued support from a strong leadership would have culminated in the 

establishment of protocols in earlier phases of the heart health promotion prograrn. These 

protocols would serve as a basis for effective program management. It was strongly 

contended that an organized and appropriate decision-making process regarding several 

program issues such as intervention implementation strategies, resource allocation, and 

evaluation methodologies would be a critical component to ensuring the successful 

irnplementation and operation of the health promotion program. Revisiting the mission 

statement of the program would help to reaffirm the direction towards goal achievement 

and as well as to enhance program cohesiveness. Reference to capacity building was 

made regarding the use of existing organizations and community structures to make 

initiatives more sustainable. Additionally, the necessity of providing adequate training 

and skill building o f  program irnplementers was emphasized. Lastly, the methods of 



214 

process evaluation must be thoughtfUy established. There must be a procedures set in 

place to ensure that interventions are achieved with respect to both short- and long-term 

goals. Integral within this point is the ability of the program irnplementers to institute the 

required changes in a timely fashion to meet changing needs of participants. FlexibiIity 

and adaptability of the designers and the interventions are crucial to program success- 

Evaluation 

The evaluation phase was associated with determining the efficacy of the 

interventions. Such evaluation procedures should be identified prior to or during the 

program implementation phase. This would permit the programmers to make any 

necessary adjustments as well as at the termination of the program to enable the 

determination of the success and failures of the interventions and achievement of goals at 

program completion. Supplementary to the determination of intervention success, are 

issues of program durability in terms of sustainability, and long-term institutionalization 

(Bracht, 1999). This phase is extremely complex as the pnorities and variables that are 

important are determined £iom program outset. Principles three, six, and eight were 

found to be most significant to consider. 

The combination of the principles suggest that a long-term perspective is ideal in 

order to implement and maintain the many changes that may not be recognized until well 

after the program's initial tirnelines. As well, for meaningful and relevant evaluation 

reports it is critical to incorporate a wide knowledge base. Pnnciple eight stated that the 

outcomes of the evaluation would serve as the evidence for accountability to the 

numerous stakeholders. Al1 seven of Canadian experts concurred with the significance of 

this principle. 



In d l ,  the respondents and the past programs depicted several key points to 

consider when implementing an evaluation strategy. These consisted of specific and 

direct planning of evduation strategies, the importance of an expert knowledge base to 

help ensure the evaluation phase was accurate and relevant, and that clear indicators of 

goal and objective achievement were set in place at program outset. 

There were strong proponents regarding the evaluation phase cornponents. The 

majority of respondents and all past programs included very deliberate preparation of 

evaluation strategies. It was emphasized that the most successful evaluations were built 

on the baseline information collected in the assessment phase. In keeping with the 

perspective of an organized and purposehl evduation phase, expert leadership was 

considered to be crucial in the planning, implementing, and analyzing of data. This 

would ensure the appropnateness of the planned strategies, accurate implementation of 

the strategies, and precise analysis. As well, the use of multiple methods of analysis 

would ailow for a comprehensive evaluation. Once evaluated, the reporting of results 

was indicated as a concem amongst the respondents. The suggestion was made that the 

evduation reports must be comprehendible, applicable, and relevant to the recipients of 

the information (Le. funders, comrnunity, politicians, businesses, etc.). In order to do this, 

clear indicators of goal and objective achievement must be established. In regards to this, 

there must also be a distinct and built in understanding that certain relationships and 

changes are not recognized until several years d e r  termination of the program. Even 

seemingly insigrSicant early changes can be indicators of funire success. Therefore, a 

Iong-term cornmitment to programs is critical. 
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Issues of durability refer to the continuation of program activities after initial 

researchers have left the community (Brown 1991, Glanz & Lewis, 1997, and Bracht, 

1999). The crux of these is the creation of an ~ a s t r u c t u r e  or cornrnunity capacity to 

designed to maint ain ongoing program operation. 

Ov?rail, the evaluation phase encompasses a plethora of issues and 

considerations. What determines a successful evduation is a concentrated effort designed 

to address the above stated points as well as those outlined in eariier sections dealing with 

the development of strategies in program design. 

Summary 

In all, it would seem that for the creation of a successful comprehensive hem 

health promotion program, several health promotion principles and pragmatic 

considerations are integral to ensuring program effectiveness. The assessrnent phase is a 

comprehensive process of analysis and understanding of the target comrnunity. Pertinent 

information includes risk factor components, identification of needs, community history, 

resources, cultural noms, collaboration potential between difEerent sectors, and 

theoretical basis determination. It was suggested that results would reveal an enormous 

amount of data which would serve not only to guide the planning of the program, but also 

to provide a baseline for future evaluation efforts. The planning phase consists of varying 

emphasis on almost al1 the principles directed at organizing the program and in the 

development of strategies. The irnplementation phase emerges fiom the planning phase 

and performs the necessary actions required to attain the goals of the program while 

recogninng broad based assumptions regarding the eventual sustainability and 

institutionalkation of the program. The evaluation phase has the potential to provide 
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extensive information- This phase is most advantageous in d e t e m g  the ultimate 

success of the program as the effects of the program are explicitly defined (Le. short- and 

long-term, narrow and broad effects). It is during this phase that the solid foundation of 

the program is established, intenrentions are assirnilated, and where community 

ownership prevails and expert withdrawal fiom the program transpires. 

In reference to heart heaith, there are no step-by-step processes in designing a 

comprehensive health promotion program. Rather, foilowing the generai prernise of the 

program phases, and the associated elements, as well as supporting the perspectives of 

the health promotion principles wilI advance the efforts in reducing the detrimental 

effects of CVD, 

Conclusions 

Several conclusions were derived fiom this study. In terms of the legitùnacy of 

the nine heaith promotion principles, it could be concluded that the principles were 

substantiated by the literature and the expert responses. It was found that these principles 

were important in securing and maintaining a common vision, together with building an 

understanding of the perspective of health promotion in program design. The utilization 

of these elements was detemiined to be integral in the development of a successful heart 

health promotion program and to serve as a guide for fûture program design. 

In terms of the organization of the pnnciples within the program phases, several 

conclusions could be drawn. For instance, varying degrees of emphasis were placed on 

the principles within the difEerent phases. Ideaily, the principles would be carefully 

addressed throughout the phases, but due to the practicd reality, feasibility, and for utility 

purposes pnoritization was considered to be a necessity. The utilization of the principles 
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would alIow for the maintenance of a health promotion perspective throughout the 

program and would b ~ g  to the forefiont a continual focus on the broad-based health 

promotion perspective. 

The determination of the practical components within the phases provided 

invaluable information that added to the operationalization of the principles witfiin a 

program design. It is crucial to carefûlly consider the priorities of the prograrn designers, 

stakeholders, and target group when deteminhg the implementation stages of the 

program. One implication of the conclusions within this study is that the health 

promotion principles should be formally addressed in order to maintain the health 

promotion perspective. This would allow for the achievement of a successful heart health 

promotion program that addresses the issue of CVD and thus, enhances heart health. 

Recommendations 

The recommendations for follow-up ffom this thesis are twofold. First, it would 

be valuable to  fùrther the development of the health promotion principles and to ascertain 

their integration and placement into program design. A second recommendation would be 

to test the application and effectiveness of the identified principles within the design and 

operation of a heart health promotion program. What is critically required is the actual 

operationalization of the principles in order to ascertain the value of their inclusion in 

program design. 
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Appendix A 

Unified Model 

The Unified Model 
(North Karelia Pro j ect) 
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"Adapted from Hyndman, B., Libstug, A., Giesbrecht, N., Hershfield, L., & 
Rootman, 1. The use of Social Science Theory to Develop Health Promotion 
Programs (1993). Ontario Ministry of Health: Hedth Promotion Branch. 



Appendix B 

Health Promotion Principles 

1. Health Promotion recognizes individual, social, and environmental factors 
interacting to influence health. 

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

3. Health Promotion requires a long-term perspective. Time and support are necessary 
to create awareness and build understanding of the health determinants withùi 
individuals, communities, and organizations- 

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. 

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 sirnilar values and vision of a preferred future. 

6 .  Health Promotion must draw on knowledge £kom social, econornic, political, 
medical, and environmental sciences as well as on experiential knowledge. 

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

8. Health Promotion emphasizes public accountability for costs, activities, and effects 

9. Health Promotion advocates healthy public policy. 



Appendix C 

Sequence of Factors Leading to CVD 

(-----------a - E p i d e m i o l o g y  + 
+S~iology Anthropdogy - - - - - - ____- -__- - -_  Ciinical Medicine =c 
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Environment - social 
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Note: The major disciplines needed for effective community-based research in cardiovascuIar disease (CVD) are Iisted 
above. The traditional scope of each discipline is given in the solid poflion of the line. The dortedportion of the fine de- 
pics the l e s  cornmon extension of the  particular discipline to broader aspects of the related components. 

* * Adapted from Puska, P., Nissinen, A., Tuomüehto, J., Salonen, J.Tq Koskela, K., 
McAlister, A., Kottke, T.E., Maccoby, N., & Farquhar, J.W. (1985). The 
community-based strategy to prevent coronary heart disease: Conclusions from the 
10 years of the North Karelia project. Annual Review of Public Heulth,voi. 6, 89-125. 



Appendix D 

Heart Health Promotion Program 

Dear (Insert name here), 

Thank-you for agreeing to participate in this study. 1 beiieve that many insights 

into the concepts of healih promotion and heart health can be gained fkom the 

perception of those working directly in these fields. 

The background to the topic 1 have chosen as my area of study Lies in my 

profound interest in promoting the health of people. 1 chose heart health because of the 

potential of this field to influence a vast number of individu& in numerous aspects with 

the underlying goal of enhancing people's health and weil-being. As well, 1 have found 

health promotion to be one of the most promising strategies available to us in our quest to 

achieve this goal. 

1 have phrased my research question as foilows: 

What are the necessary health promotion principles of a successful 

cornmunity-based heart health promotion program which, if applied, could begin to 

affect changes in a community so as to decrease cardiovascular disease in Canada? 

To start, 1 explicitly deiineated the health promotion principles through an 

examination of the Ottawa Chuter (1 986), the Framework (1 986), and the Action 

Statement for Health (1996). 

Subsequently, I anaiyzed three past successfd heart health programs (North 

Karelia in Finland, Pawtucket in the USA, and Coalfields in Australia). This analysis Ied 

to a description of each program. Their achievements and challenges were outlined 

within the health promotion principles. From here, a health promotion mode1 was 
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developed. This model has four phases: assessment, planning, implementation, and 

evaluation. Each phase has within it a specinc emphasis on the applicable health 

promotion principIes which were derived fiom the prior analysis. The amalgamation of 

the four phases within the principles has produced a model which I hope d l  be of value 

to planners of heart health programs in the füture. 

This questionnaire will heIp me to clariQ any ambiguities in the wording of the 

principles as well as obtain your perspective of the organization of the principles within a 

program development scheme (assessment, planning, implementation, and evaluation). I 

have included an executive summary of the description of the health promotion 

principles. 1 will contact you in a 3 to 5 days and this will provide you with the 

opportunity to expand on your comrnents. 

If you have any fiirther questions or concerns, 1 can be reached at 434-1643. 

Please accept my utmost appreciation for your interest and participation. 

Jennifer Haienar 
Candidate for MSc 
Centre for Health Promotion Studies 



Appendix E 

EXECUTIVE SUMMARY 

PROGRAM PHASES 

ASSESSMENT 

This phase sets the stage for program planning. It consists of coilecting information, 

identifjmg the target group, and learning about the "community". 

PLANNING 

This phase identifies specific goals and objectives based on the uiformation coilected 

in the assessrnent phase. From here, the strategy and organization of interventions are 

planned for implementation in the next phase. 

IMPLEMENTATION 

The previously planned interventions are enacted within their respective target 

population. 

EVALUATION 

This phase entails aprocess and outcorne focus. The process evduation is done at 

various intervals of the implementation phase to ensure appropriateness and 

determine, to a degree, intervention effectiveness. The outcorne evaluation is done at 

program completion to measure the leveI of achievement of goals and objectives- 



PRINCIPLES OF HEALTH PROMOTION 

1. HEALTH PROMOTION recognizes individual, social, and 
environmental factors interacting to influence health. 

Three mechanisms intrinsic to health promotion (The Frarnework, 1986): 
> self-care - decisions and practices taken for the preservation and improvement of 

health. 
P mutual aid - the actions people take to help each other cope 
P creating healthy environments - to shape the conditions conducive to health. 

Based on other health promotion documents (i-e. LaLonde Report, 1974, Ottawa 
Charter, 1986, and Action Statement for Health, 1996), the intertwining of these 
elements must be utilized as an integral part of the heart health promotion program. 

It must be acknowledged that CVD nsk factgrs are determined by a combination of 
interpersonal and extemal environmental forces, continually interacting. 

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

HEALTH can be defined as a state of complete physical, mental, and social wellbeing 
(WHO, 1986). 

The determinants of health have been outlined: education, social support networks, 
income, employrnent and working conditions, physical environment, biology, 
persona1 health practices and coping skills, healthy child development, and health 
services. 

HEALTH PROMOTION is the process of enabling people to increase control over, 
and improve their health. 

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

Community development entails working the expanded definition of health and health 
detenninants into individuais, the community, organizations, institutions, and political 
arena to foster the awareness about the deterrninants of health. 

This promotes the acquisition of skills locaily and the use of local resources which 
foster the long-term maintenance of health promotion programs (Paradis et al., 1995). 



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 

2 This principle is firmly grounded within the perspective that there should be a strong 
emphasis on comrnunity benefits and public participation in problem posuig and 
p oiicy decision-making . 

3 It particularly focuses on using the expertise and resources available fkom 
professionals, but also involves people at the community level in a fùller and more 
participatory manner (Bracht, 1992). 

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. 

3 Heaith becomes the concem not only of the individual, but also becomes the 
responsibility of the community sectors of which they are a part. 

> Inter-sectoral cooperation - al1 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). 

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

> Professionals and academics in various disciplines, are cailed upon to build bridges 
both within their own community and outwards towards the private, public, and 
voluntary sectors. 

2 HeaIth promotion advocates the combination of educational, organizational, 
economic, and environmental support for actions conducive to health (Bracht, 1992). 
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7. HEALTH PROMOTION utilizes the concept of empowerment as an 
important strategy in achieving long-term changes and sustainability of 
programs. 

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). 

Health professionals and experts take the role of an enabler in the process rather than 
the leader by assisting individuals and cornmunities to articulate their health problems 
and ident* the solutions. 

This can be actively achieved through the participation in alliances. 

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 hnding. 

The importance of developing comprehensive evaluation methods (using various 
variables) is emphasized as an integral component of health promotion program 
planning. 

9. HEALTE PROMOTION advocates healthy public policy. 

The rationale behind the strategy of coordinating hedthy public policy is the belief 
îhat 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 
ecologicd in perspective, multi-sectoral in scope, and participatory in strategy 
(Health and Welfàre Canada, 1988). 

To develop policy, widespread public awareness and consultation are necessary. At 
the heart of this process is the empowerment of the cornmunity, their ownership and 
control of their own endeavors and destinies (Bracht, 1992). 



Appendix F 

QUESTIONNAIRE 

Based on your exp erience with community-based heart health promotion program 

development, please comment on the following statements. 

A. From your experience with heart health prarnotion programs, please List the important 
and necessary components of a community-based hem health promotion program in 
terms of the assessment, planning, implemextation, and evaluation phases (See 
executive summary for a brief description e f  the phases). This may include such 
concepts as needs assessment, theoretical basis, various strategies, funding, 
organization, etc. 

In the assessment phase 

In the planning phase 

In the implementation phase 

In the evaluation phase 



B. Please rank the following principles according to your perspective of their importance 
in the creation of cornrnunity-based heart health promotion programs. See the 
executive summary for a brief description of these principles. Rank each one 
individually and use #1 as indicating the most important. Tied ranks are acceptable, 
but ifyou could rank these principles fkom 1-9 it would be most helpful. 

0 HEALTH PROMOTION recognkes individual, social, and environmental factors 
interacting to influence health. 

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

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

O 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, 

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

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

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

O HEALTH PROMOTION emphasizes public accountability for costs, actinties, 
and effects 

O HEALTH PROMOTION advocates healthy public policy . 
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C. Based on your expenence in the area of heart health projects/prograrns, please answer 
the foliowing questions. 

1. HEALTH PROMOTION recognizes individual, social, and environmental factors 
interacting to influence health. 

a) Do you feel this principle is accurately stated? Yes No 

b) If not, what needs to be modified? 

c) To your knowledge, to what extent* has this principle been incorporated into 

heart health promotion programs/projects with which you are farniliar? 

d) How might this principle usefully be incorporated into the development of heart 

health programs in the future? 

* "EXTENT" is used here to mean to what degree or how compIetely the principle was applied. 



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

a) Do you feel this pnnciple is accurately stated? Yes No 

b) If not, what needs to be modified? 

c) To your knowledge, to what extent* has this principle been incorporated into heart 

health promotion programs/projects with which you are fafniliar? 

d) How might this principle usefully be incorporated 

heaIth programs in the fùture? 

into the developrnent of heart 

* "EXTENT" is used here to mean to what degree or how completely the principle was applied. 



3. HE ALTH PROMOTION requires a long-term perspective. Time and support are 
necessaiy to create awareness and build understanding of the health determinants 
within individuals, cornmunit ies, and organizations. 

a) Do you feel 

b) If not, what 

this principle is accurately stated? Yes 

needs to b e  rnodifïed? 

c) To your knowledge, to what extent* has this principle been incorporated into heart 

heaith promotion prograrns/projects with which you are familiar? 

d) How rnight this principle usefÙiIy be incorporated into the development of heart 

hedth programs in the fùture? 

* "EXTENT" is used here to mean ta what degree or how campletely the principle was applied. 



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, - 

Do you feel this principle is accurately stated? Yes 

If not, what needs to be modified? 

pp -- - 

To your knowledge, to what extent* has this principle been incorporated into heart 

health promotion programs/projects with which you are farniliar? 

d) How might this principle usefully be incorporated into the development of heart 

health programs in the fùture? 

* "EXTENT" is used here to mean to what degree or how completely the p ~ c i p l e  was applied. 



5 .  HEALTH PROMOTION necessitates a balance between 
decision-making on policies that affect people's lives where 
work. 

Do you feel this principle is accurately stated? Yes 

central and decentralized 
they reside, in leisure, and 

Ifnot, what needs to be modified? 

- - - - .  - 

c) To your knowledge, to what extent* has this principle been incorporated into heart 

heaith promotion programs/projects with which you are familiar? 

d) How might this principle usefully be incorporated into the development of heart 

health programs in the future? 

* ddEXTENT" is used here to mean to what degree or how completely the principle was applied. 



6 .  HEALTH PROMOTION must draw on knowledge fiorn social, economic, 
politicai, medical, and environmentai sciences as weli as on experiential knowledge. 

a) Do you feel this principle is accurately stated? Yes No 

b) If not, what needs to be modified? 

c) To your knowledge, to what extent* has this principle been incorporated Uito heart 

heaith promotion programdprojects with which you are f ~ l i a r ?  

d) How might this principle usefully be incorporated 

heaith progams in the hture? 

into the development o f  heart 

* "EXTENT" is used here to mean to what degree or how compIetely the prïnciple was applied. 



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

a) Do you feel this p ~ c i p l e  is accurately stated? Yes No 

b) If not, what needs to be modified? 

c) To your knowledge, to what extent* has this principle been incorporated into heart 

health promotion programs/projects with which you are farniliaf? 

d) How might this pnnciple usefùliy be incorporated into the development of heart 

health programs in the fùture? 

* "EXTENT" is used here to rnean to what degree or hou; completely the principle was applied. 



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

a) Do you feel this principle is accurately stated? Yes 

If not, what needs to be rnoeed? 

c)  To your knowledge, to what extent* has this principle been incorporated into heart 

health promotion programs/projects with which you are farniliar? 

- 

d) How might this principle usefully be incorporated into the development of heart 

health prograrns in the hture? 

* "EXTENT" is used here to mean to what degree or how completely the principle was applied. 



9. HEALTH PROMOTION advocates healthy public policy. 

a) Do you feel this p ~ c i p l e  is accurately stated? Yes No 

b) If not, what needs to be rnodified? 

pp - - 

c) To your knowledge, to what extent* has this p ~ c i p l e  been incorporated into heart 

healt h promotion programs/projects with which you are familiar? 

d) How might this principle usefùlly be incorporated into the development of heart 

health programs in the future? 

* "EXTENT" is used here to mean to what degree or how completely the principle was applied. 



D. I realize that you may view ad 9 principles as being essential elements of the phases 
of a community-based heart health promotion program. It would be of greatest value 
to me ifyou would identify selected principles which you believe to be the most 
important in each of the phases. 

ASSESMENT 

IMPLEMENTATION 

EVALUATION 



E. Are there other principles or concepts which relate directly or indirectly to the 
development of a successful community-b ased heart health prom~tion program that 
you feel should be included? 



Appendix G 

List of Pilot Study Participants 

P Dr- Rudy Dressendorfer 

> Phyilis Hodges 

3 Dr- Ron Plotnikoff 

F Dr. Kim Raine-Travers 

3 Dr. Art Quinney 

3 Dr- Ron Dyck. 



Appendix E 

List of Expert Respondents 

P Dr. Catherine Donovan - Medical Officer of Heaith, Newfoundland 

P Ms. Rosemary White - Department of Health and SeMces, Prince Edward Island 

> Dr. David MacLean - Department of Cornrnunity Health and Epidemiology, Nova 
Scotia 

3 Dr. Richard Schabas - Director, Public Heaith Branch and CEO, Ontario 

P Dr. Bruce Reeder - Associate Professor, Department of Cornrnunity Health and 
Epidemiology, Saskatchewan 

I Dr. Ruth Collins-Nakai - Co-Principal Investigator, AB Heart Health Project, Alberta 

> Ms. Lyrm Blair - Ministry of Health and Ministry Responsible for Seniors Preventive 
Health Branch, British Columbia 



Cornparison of North Karelia, Pawtucket, and Coalfields 
Principle Use Within Program Phases 

1 Principle 1 1 All I I All Al1 I 
Principle 2 

Principle 3 

CHHB 

Princîpie 4 

-- 

Principle 6 - 

Ali 

Principle 7 

Al1 
1 

CKE3B 

AU 

1 

Prhciple 8 -- 

CHHB 

Al1 

NK, C m  

Priuciple 9 

CHHB 

All 

Al1 

CHHB 

Al1 

Ali 

Al1 

NKyCHm 

PAW 

AI1 

PAW, CWHB 

-- 

Al1 

AI1 

CHHB 

All 

CHWB NK, CHHB 



Appendix J 

Summary of Results Comparing the Three Past Programs with the Experts' 
Res ponses 




