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Matrix of 
Stroke Prevention Programs Overlapping with Other Channels 

Best Practices 
 

Program Aboriginal African 
American

Communit
y 

School Women Worksites

Coeur en Sante St.-Henri   9  9  

Community Hypertension Intervention 
Project (CHIP) 

 9 9    

Multiple Risk Factor Intervention Trial 
(M.R.F.I.T) 

      

Risk Factor Intervention Study       

Trials of Hypertension, Phase II (TOHP II)       

Promising Practices 
 

Program Aboriginal African 
American

Communit
y 

School Women Worksites

Action Heart   9    

Blood Pressure Assessment Program   9    

Cardiovascular Health in Children Study, 
The (CHIC)    9   

Cross Cultural Festival of Hearts Family 
Event   9    

Diet, Exercise and Weight Loss Intervention 
Trial, DEW-IT       

Fly Higher   9 9   

Health Promotion Programme for Oil 
Refinery Employees, A      9 

Healthy Heart Program       

Heart Health for Life Cable TV Series   9    

Oslo Diet and Exercise Study (ODES)   9    

Ottawa Heart Beat   9  9 9 

PREMIER Clinical Trial   9    

Routine Monitoring System for First Episode 
of Cardiovascular Disease       

Seattle Hypertension Intervention Project  9 9    

StayWell NextSteps      9 

Stroke Prevention in China   9    
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Stroke Screening Program       

Well-Integrated Screening and Evaluation 
for Women in Massachusetts, Arizona 
and North Carolina (WISEWOMAN) 

  9  9  

Women's Healthy Lifestyle Project     9  
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Coeur en Santé St-Henri
Date of Intervention: 1992-97

Originally Reviewed: April 2005
Last Updated: July 2007

Best Practice
 

Source 
Direction de la santé publique de Montréal-Centre – Montréal, PQ. 

Overview 
Coeur en santé St-Henri was a community-based cardiovascular disease (CVD) prevention 
program conducted in a predominately Francophone, socio-economically disadvantaged urban 
community from 1992 to 1997.  The program was initiated by the Department of Public Health 
at the Montreal General Hospital because of the high rate of CVD risk factors and mortality in 
the area.  Its long-term goal is to decrease CV morbidity and mortality through reduction in the 
prevalence of major CVD risk factors including smoking, hypercholesterolemia, hypertension, 
physical inactivity and obesity. 
 
The target group was male and female adults aged 18 to 65 years, of low education and low 
socio-economic status.  In many of the interventions, women were the focus, with the intention 
that their familial roles would elicit positive health behaviour changes in men and children.  
Coeur en santé St-Henri is one of the poorest urban communities in Canada and was seen as 
an ideal setting to conduct research into the feasibility and impact of a health promotion 
program. 
 
The program evaluated the impact of the interventions in St-Henri with a nearby matched 
comparison community (Centre-Sud). 

Results/Outcomes 
The objectives of the program were: 
 

• To reduce the prevalence of smoking 
• To reduce the prevalence of dietary fat consumption  
• To increase the level of physical activity 

 
Program impact was evaluated in two study designs:  a 3-year repeat independent sample 
survey and a 5-year longitudinal cohort sample survey, both of which compared levels of 
modifiable behavioural risk factors among the intervention and the matched comparison 
community.  Data were obtained in simple random samples drawn from the telephone 
directory. 
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Data were collected on self-reported behavioural risk factor outcomes obtained form 35-minute 
telephone interviews in both the intervention and comparison communities.  Not all of the data 
collection methods were validated and relied entirely on self-reports from telephone surveys. 
 
Few significant program effects were reported with the exception that in the longitudinal (5-
year) cohort sample there were increases in the proportion of individuals who reported 
cholesterol checkups.  Although few overall program effects were reported, several individual 
interventions were successful with respect to their objectives.  However, low recruitment and 
problems with sustainability limited their effectiveness. 
 
One of the most important contributions of the project was the demonstration of the feasibility 
and utility of a simple, low-cost evaluation, which despite its limitations could yield important 
information for public health departments. 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Type 2 Diabetes 

• Hypertension 

Audiences  
• Adults (19-64 years) 

• Adults Female (19-64 years) 

Risk Factors and Other Issues 
• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Audiences Characteristics 
• Individuals Living in Low Income 

Situations 

Setting 
• Community at Large  

• Grocery Stores 

• Hospital-based 

• In home 

• Restaurants 

Approach 
• Awareness 

• Education 

• Environmental Support 

Program Description 
Key activities included: 
 

• Smoking cessation workshops – six 2-hour sessions delivered by trained lay facilitators 
at three local community groups 

• Smoking cessation contest – mediated through the local newspaper 
• 20-week Hearth Health recipe contest – through the local newspaper 
• Heart Health nutrition education workshops – 6 2-hour sessions developed by a 

nutritionist from the local health and social services centre and delivered by training lay 
facilitator at three local community groups 
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• Health weight regulation workshop – eight 1-hour sessions aimed at promoting 
development of a positive body image and delivered by trained lay facilitators at three 
local community groups 

• Menu-labeling in two local restaurants – heart healthy food choices labeled on menus 
and offered at discounted prices 

• Point-of-choice nutrition education campaign – in five local grocery stores consisting of 
taste-testing, CVD risk factor screening, guided grocery store tours, lotteries, distribution 
of educational materials and recipes 

• Walking club – met 2-3 times/week to walk 40-50 minutes 
• Screening for CVD risk factors – screening clinics held in local health clinics and during 

community events with participants visiting 7 stations sequentially to assess risk, 
followed by consultation with a nurse or physician 

• Direct mail print educational materials – monthly newsletter mailed to all households in 
St-Henri (over 12,000) and 17 healthy weight regulation pamphlets mailed twice/week to 
participants’ homes 

• Heart Health videocassettes – six videos on CVD risk factors broadcast on local cable 
television and distributed by local video clubs and community groups 

• Weekly doctor’s column – appearing in a local newspaper 

Resources 
Several print education materials (available in French and English) were produced for the 
project including: 
 

• Workshop and course materials 
• Self-help materials 
• Information newsletters  
• Mailings 
• Films, videos 

Other Information 
The cost for the community-wide intervention (5-year) program was approximately $775,000 
Canadian dollars, plus $725,000 for the evaluation component.  The program cost included 
three full time staff.   
 
The channels/settings for the interventions were varied and included: 
 

• Homes 
• Health care settings 
• Restaurants/grocery stores 
• Community at large 
• Electronic and print media 
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Risk factors addressed by the program included: 
 

• High blood pressure 
• Sedentary lifestyle  
• Unhealthy eating 
• Smoking 
• High cholesterol 
• Obesity 
• General heart health 

 
Many of the interventions used a collaborative approach.  In-depth consultations were 
conducted with community leaders and organizations contributing to increase 
partnering/networking/coalition-building between organizations.  It was difficult to sustain the 
intervention due to lack of funds, lack of interest and competing priorities. 
 
Although the interventions were geared to low education, low-income individuals in urban 
communities, many activities are generalizable and could be integrated into other community 
heart health-stroke prevention programs.  Given the lack of significant program effects, future 
projects should focus on approaches that emphasize wide-scale community participation and 
emphasize long-term sustainability. 
 
Some of the explanations provided for lack of program effects include: 
 

• Consistently low levels of participation in program activities 
• The possibility that interventions might not have been sufficiently intense or effective in 

achieving behaviour change 
• Methodological problems that may have limited the ability to detect a community-level 

impact (for example, data collection and contamination of comparison community) 

References 
O’Loughhlin, J. et al. (1995). Coeur-en-sante. St-Henri – a heart health promotion programme 
in low income, low education neighborhood in Montreal, Canada: design and methods for 
evaluation. Journal of Epidemiology and Community Health. 49, 495-502. 
 
O’Loughhlin, J., Ledoux, J., Barnett, T., Paradis, G. (1996). La Commande due Coeur (“Shop 
for your Heart”): A point-of-choice nutrition education campaign in a low-income urban 
neighborhood. American Journal of Health Promotion, 10, 175-178. 
 
O’Loughhlin, J., Renaud, L., Paradis, G &, Meshefedjian, G. (1996). Screening school 
personnel for cardiovascular disease risk factors: short-term impact on behaviour and 
perceived role as promoters of heart health. Preventive Medicine, 25, 660-667. 
 
O’Loughhlin, J., Paradis, G., & Meshefedjian, G. (1997). Evaluation of two strategies for heart 
health promotion by direct mail in low-income urban community. Preventive Medicine, 26, 745-
753. 
 
O’Loughhlin, J., et al. (1997). The “Yes, I quit” smoking cessation course: Does it help women 
in low income community quit? Journal of Community Health, 22, 451-467. 
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Community Hypertension 
Intervention Project (CHIP)  

Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Best Practice
 

Source 
King Drew Medical Center and UCLA Schools of Medicine, Los Angeles, California and the 
National Heart, Lung and Blood Institute. 

Overview 
This study involves a combined clinical and community-based hypertension intervention 
program focused on high-risk minority populations (Blacks, Hispanics and those of lower 
socioeconomic status).  Blacks and individuals of lower socioeconomic status are over-
represented among those at risk from high blood pressure in the U.S. and reduced levels of 
treatment compliance are one of the major contributors to poor blood pressure control. 
 
The purpose of the program is to study the effect of three interventions designed to: 
 

• Improve appointment attendance 
• Increase treatment adherence 
• Encourage and maintain lifestyle changes to improve blood pressure outcomes for 

hypertensive minority populations 
 
The program took place over a 4-year period and is considered a randomized clinical trial. 

Results/Outcomes 
At the beginning of the study, about 65% of the participants’ blood pressure was not under 
control.  In addition, 85% of participants were receiving treatment for hypertension and 
participants had high rates of co-morbidities and health risk behaviours. 
 
Only 6 and 12-month outcomes have been reported to date and include the following results: 
 

• Appointment keeping was better in the Hispanic than Black participants 
 

• There was a significantly better percentage of the group in blood pressure control with 
appointment tracking and individual counseling. 
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Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

Audiences  
• Adults (19-64 years) 

Risk Factors and Other Issues 
• Physical Inactivity 

• Unhealthy Eating/ Nutrition 

Audiences Characteristics 
• African American 

• Individuals Living in Low Income Situation 

Setting 
• Community at Large  

• Hospital-based 

• In home 

Approach 
• Education 

• Environmental Support 

Program Description 
The program included 1,367 clients of whom 41% were male, with a mean age of 54 years.  
The group was predominantly Black (77%).  
 
All participants completed a self-report baseline interview during which the following 
information was recorded: 
 

• Demographic information 
• Medical history 
• Health behaviours and psychosocial factors related to treatment adherence 

 
The Intervention group activities included: 
 
Individual counseling – Clients met with a community health worker after each clinic visit for 5-
10 minutes to reinforce treatment regimen (for example, medication/diet) 
 
Tracking – This component focused on appointment keeping.  Participants were mailed 
appointment reminder cards 10 days before scheduled appointments and given a telephone 
reminder 3 days before the appointment.  They were phoned after missed appointments to 
reschedule. 
 
Home Visit – This component focused on providing continuity of care between clinic and the 
patients’ home lives.  Participants received home visits from a community health worker to 
encourage family members to provide support for home management of lifestyle and 
medication compliance.  The Visit was an opportunity to participate in discussion groups 
around addressing lifestyle cardiovascular risk factors. 
 
The Usual Care group received no study-related adherence intervention. 
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With the exception of the home visits, the program took place in the Community medical centre 
and a private clinic. 

Resources 
No resources were described. 

Other Information 
This program has yet to realize its full potential since further evaluation results are expected 
based on years 2-4 of the project. 
 
It is unlikely that the results will be generalizable to other population groups. 

References 
Ward, H.J., Morisky, D.E., & Lees, N.B. (2000). A clinic and community-based approach to 
hypertension control for an underserved minority population: Design and methods. American 
Journal of Hypertension, 13, 177-183. 
 
Morisky, D.E., Lees, N.B., Sharifi, B.A, et al. (2002). Reducing disparities in hypertension 
control: A community-based hypertension control project (CHIP) for an ethnically diverse 
population. Heath Promotion Practice, 3, 264-275. 
 



 

 
Multiple Risk Factor 

Intervention Trial (M.R.F.I.T.)
Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Best Practice
 

Source 
Multiple Risk Factor Intervention Trial Research Group located at the MRFIT Coordinating 
Center, Biometry Division, University of Minnesota. 
The Multiple Risk Factor Intervention Trial (M.R.F.I.T.) was a randomized primary prevention 
program targeting males at high risk for developing coronary heart disease (CHD). The 
program ran from 1974 to 1982 and addressed many modifiable risk factors of coronary heart 
disease, including: cigarette smoking, high cholesterol and high blood pressure. 12,866 men at 
risk for CHD, ages 35 to 57 were recruited for the study. Men were randomly assigned to one 
of two groups: the Special Intervention Program or Usual Care. In the Special Intervention 
Program men were exposed to a stepped-care program to address the multiple risk factors of 
CHD including treatment for hypertension, smoking cessation counseling, and dietary 
counseling. In the Usual Care group men were utilized the usual sources of health care in the 
community. M.R.F.I.T. has made important contributions to understanding the risk factors of 
CHD as well as the development of successful nutrition, smoking cessation, and CHD 
programs. 

Results/Outcomes 
 The goal of M.R.F.I.T. was to reduce the incidence of CHD among adult makes by addressing 
multiple risk factors.  There were several sets of objectives for the program including: 
 
M.R.F.I.T. objectives: 

• Increase awareness among participants  
• Induce behaviour change 
• Alter the risk factor levels for C.H.D. 

 
Hypertension Intervention (of the Intensive Program) objectives: 

• Lower blood pressure and weight control 
 

Nutrition Intervention (of the Intensive Program) objectives: 
• Reduce the serum cholesterol by on average 10% and reduce hypertension 

 
Smoking Cessation Intervention (of the Intensive Program) objectives: 

• Provide resources to participants 
• Provide cognitive, educational and behavioural modification techniques to quit smoking 
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Process Evaluation 
Reports are available on the development of the protocol, the Intensive Intervention 
procedures and methods for each of the program delivery arms. 
 
Impact evaluations were conducted on the hypertension, nutrition and smoking cessation 
intervention. 
 
Outcome Evaluation 
There was a significant reduction in the risk factors for CHD in both the Intensive Intervention 
and control group, although the decline was greater in the former.  There were not changes in 
CHD mortality.  Three possible explanations are: 

• The overall intervention program does not specifically affect CHD mortality 
• The overall intervention does affect CHD mortality, but the effects were not seen in the 

seven year program duration 
• Subgroups of the population studies may have a seen a reduced CHD mortality 

Audiences  
• Adults Male 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

Setting 
• Hospital-based  

Risk Factors and Other Issues 
• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Approach 
• Education 

Program Description 
The Intensive Program involved the following activities: 
Introduction to the Intensive Program 

o Obtaining participant consent to involve his partner in the participation of the 
program, or at minimum attend the orientation session 

o Collection of participant’s baseline information 
o Educating the participant in the broad goals of the program and resources available 

to them 
o Assigning a style of intervention mutually agreeable to the participant and the staff 

 
• Intensive Intervention Groups 

o All participants and their social support attended a 2-hour orientation session. 
Participants chose to either attend a stepped-care hypertension group, nutrition 
group or a smoking cessation program, or were placed in the intensive individual 
intervention. Each program was nine sessions in length but was extended on an 
individual need basis. 
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• Maintenance Program and the Extended Intervention Program 
o A four month follow-up visit was scheduled for the Intensive Program and Extended 

Program was offered if goals had not been met. 
 
Group Sessions 
The Intensive Intervention Program was a 10-week intervention for three different groups: 
hypertension, nutrition, and smoking cessation: 

• Hypertension Intervention: Stepped-care anti-hypertension drug therapy along with 
nutrition counseling. 

• Nutrition Intervention: Recommendations were to reduce total energy from saturated fat, 
reducing dietary cholesterol intake, increasing energy from polyunsaturated fat. 

• Smoking Cessation Intervention: Using cognitive, educational and behavioural 
modification techniques.  

 
These sessions provided the opportunity to educate the participants about the risk factors of 
coronary heart disease and the strategies for behaviour change.  Some topic areas of 
discussion included: decision making, goal setting, learning process, and irrational beliefs. 
 
Behavioural Diagnosis 
The participants participated in case conferences with physicians, nutritionists, and 
behavioural scientists throughout the 10-week intervention. The purpose of the conference 
was to determine the risk factor at the highest priority in comparison with the other risk factors, 
the degree of anticipated adherence to the intervention objectives, and the degree of 
anticipated capacity for risk factor change. An individual strategy was proposed based on this 
diagnosis. 
 
Behavioural Techniques 
Each participant had a unique program using specific behavioural techniques outlined by their 
individual behavioural diagnosis, such as: 

• Self-monitoring – participant records when the desired behaviour is performed. 
• Analysis of behavioural sequence - includes evaluating social and environmental chains 

in undesirable behaviour to reveal weak links where the behaviour can be broken. 
• Goal setting and contracting – create realistic goals for changes in behaviour. 
• Provision of basic information – instructions on self-directed behaviour and development 

of long-term healthy behaviours. 
• Frequent feedback – includes weigh-ins, blood pressure measurement, anti-

hypertension treatment. Adherence to participant’s goals were monitored and 
reinforced. 

• Support and positive reinforcement provided by health care worker or partners (see 
social support systems). 

• A self-reward system – include tangible, intangible or verbal rewards. 
• Stimulus control of the environment – e.g. asking family member and friends not to 

smoke in the presence of the participant seeking to quit smoking. 
• Modeling – observing others performing the desired health goal. 
• Guided participation – practice new behaviours within a controlled environment, such as 

a weekend retreat. 



 

A Compendium of Best and Promising Practices for Heart Health and the Prevention of Cardiovascular Disease, 
Stroke and Diabetes – Stroke Channel  

12 

• Self-presented consequences and cognitive strategies – imagine positive 
consequences of successful adherence to goals and the negative consequences of 
failure to adhere to goals.  

• Systematic desensitization and relaxation taught by behavioural scientists.  
 

Social Support Systems 
Partners were strongly encouraged to participate in the intervention with the male participants. 
They were allowed to fully participate in the sessions with the participants. If the partners were 
unwilling or unable to attend the sessions they were encouraged to attend the orientation 
session. They were involved in helping to modify specific behaviours, such as smoking, and to 
assist the participant in meeting his behavioural goals. 
 
Maintenance Program and the Extended Intervention Program 
All participants attended the Maintenance Program, which consisted of a follow-up visit 
occurring four months after the completion of the Intensive Program. In some cases the 
participants were unable to meet their goals within the time allotted for the Intensive Program 
and thus were admitted into the Extended Program where an attempt to modify risk factors 
continued until the desired goals were attained. 

Resources 
A variety of resources were used in the group sessions, including films, cassettes, brochures 
and pamphlets. 

Other Information 
M.R.F.I.T. was a program that utilized a strong collaborative approach that helped to ensure 
continual development of the program.  A network of 22 clinics across the U.S. worked to plan 
and problem solve throughout the implementation.  This approach filtered down to the local 
level and the multidisciplinary teams that participated in the program.  A key factor in the 
collaborative working model is to maximize communication at all levels to solve problems and 
ensure difficulties are addressed. 

References 
Benfari, R.C. (1981). The Multiple Risk Factor Intervention Trial (MRFIT). III. The Model of 
Intervention. Preventive Medicine. 10, 426-442. 
 
Benfari. R.C. & Sherwin, R. (1981). The Multiple Risk Factor Intervention Trial (MRFIT) after 4 
years: A summing up. Preventive Medicine, 10, 544-546. 
 
Dolecek, T.A. et al. (1997). Methods of dietary and nutritional assessment and intervention and 
other methods in the multiple Risk Factor Intervention Trial. American Journal of Clinical 
Nutrition, 65 (Suppl 1), 196S-210S. 
 
Gotto, A.M.J. (1997). The Multiple Risk Factor Intervention Trial (MRFIT). A return to a 
landmark trial. Journal of the American Medical Association. 277(7), 595-597. 
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Risk Factor Intervention 

Study
Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Best Practice
 

Source 
Sweden 

Overview 
The coexistence of hypercholesterolemia, diabetes and smoking considerably increase the risk 
for cardiovascular disease in hypertensive individuals.  Multifactorial risk factor intervention has 
been advocated in the management of high blood pressure and concomitant risk factors.  
However, past trial results have not shown convincingly that concomitant risk factors can be 
reduced and prognosis improved in individuals with hypertension. 
 
The program was designed to test a multifactorial risk factor intervention for changing eating 
habits and smoking cessation in hypertensive, older men with high cardiovascular risk.  The 
program included 6 years of follow-up. 
 
The target group for this intervention was hypertensive men (mean age 66 years) at high 
cardiovascular risk.  The purpose of the study was to examine the efficacy on cardiovascular 
morbidity and mortality of a multi-factorial risk factor intervention program directed towards 
hypercholesterolemia, tobacco smoking and diabetes.  The goals for participants were: 

1. To obtain serum total cholesterol <6.0 mml/L 
2. To help current smokers quit 
3. To discourage nonsmoking patients from starting to smoke 
4. To reduce HbA1C to <6.0% in diabetic patients and reduce Diastolic Blood Pressure 

(DBP) <90mm Hg. 

Results/Outcomes 
The primary outcome for this intervention was reduction of fatal and nonfatal cardiovascular 
events, including fatal and nonfatal stroke.  Other expected outcomes included reductions in 
blood pressure, serum lipids and HbA1C. 
 
The Intervention program was associated with a significant reduction in risk of cardiovascular 
death:  16% died in the Intervention group versus 25% in the Usual Care group.  There was a 
44% reduction in the risk of cardiovascular death in the Intervention group. 
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Fatal and nonfatal stroked occurred less often in the Intervention group than the Usual Care 
group (16% vs. 29%). 
 
No significant difference was found between the occurrence of fatal and nonfatal coronary 
events in the Intervention group.  The overall risk for fatal and nonfatal cardiovascular events 
(time to first event) was 29% lower in the Intervention group. 
 
The Intervention program was associated with net reductions in serum lipids.  The mean 
values and changes in serum HbA1C did not differ between groups.  Reductions in blood 
glucose and body weight were greater in the Intervention group.  

Setting 
• Hospital-based 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Type 2 Disease 

• Hypertension 

Audiences  
• Adults Male (19-64 years) 

• Seniors (65+ years) 

Risk Factors and Other Issues 
• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Approach 
• Awareness 

• Education 

Program Description 
A total of 508 males with hypertension were recruited from the Gothenburg Primary Preventive 
Trial.  They ranged in age from 50-72 years, with a mean age of 66.  Hypertension levels were 
(at minimum):  Diastolic Blood Pressure (DBP) – 91 and Systolic Blood Pressure (SBP) – 155.  
Blood entry-level criteria were one or more of:  serum cholesterol >=6.5 mmol/L; fasting blood 
glucose >7.0 mmol/L. 
 
The activities for the Intervention group included motivation and education by a team that 
included a physician, dietitian and nurse.  Participants attended 6 weekly sessions that 
focused on behavioural treatment and education to change eating habits (weight loss if 
overweight and blood glucose control if diabetic).  Follow-up occurred at 4 months and 
thereafter biannually for 6 years. 
 
The Usual Care group received no lifestyle intervention and a physician treated their 
hypercholesterolemia, diabetes and smoking according to normal clinical practice. 

Resources 
No resources described. 
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Other Information 
These study results suggest that a comprehensive intervention program that improved lipid 
levels, glucose metabolism and smoking cessation rates can improve the prognosis in 
hypertensive, older men.  The incidence of fatal and nonfatal stroke and risk of cardiovascular 
death were significantly decreased in the Intervention group. 
 
The study design did not allow an analysis that would clarify the relative importance of each 
separate treatment aspect in the Intervention program.  Patients in this study were at much 
higher cardiovascular risk than those in previous multifactorial trials.  They were on 
medications for hypertension.  Individuals with pre-existing cardiovascular disease and 
diabetes were accepted and all were hypertensive.  The results are therefore only applicable to 
high-risk populations 

References 
Fagerberg, B., Wistrand, J, Berglund, G. Samuelsson, O., Agewall, S. (1998). Mortality rates in 
treated hypertensive men with additional risk factors are high but can be reduced. American 
Journal of Hypertension, 11, 14-22. 



 

 
Trials of Hypertension, Phase 

II (TOHP II) 
Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Best Practice
 

Source 
 

Overview 
TOHP II is a follow-up trial to TOHP Phase I.  Both were designed to provide experimental 
evidence regarding the value of non-pharmacologic interventions in the treatment of 
hypertension.  The purpose of Phase II was to provide a longer-term test of the efficacy of the 
interventions (lifestyle factors such as weight loss, sodium reductions, stress management, 
and dietary supplements such as calcium and magnesium) that proved successful among 
adults with high to normal blood pressure during Phase I.  
 
TOHP II is a multi-centre randomized clinical trial, sponsored by the National Heart, Lung and 
Blood Institute.  It includes multiple lifestyle interventions that incorporate small, frequent group 
meetings providing knowledge and developing behaviour skills necessary to lose weight and 
decrease sodium intake in overweight adults over a 3-year period.  The study results indicate 
positive effects on blood pressure control in overweight men and women. 
 
The target group included 1191 overweight adults ranging in age from 30-54, with a mean age 
of 43 years.  Males comprised 66% of the sample.  The weight entry criterion was BMI 26.1 to 
37.4 kg/m2 for men and 24.4 to 37.4 kg/m2 for women.  The mean weight on entry was 91 kg.  
The blood pressure entry criterion was:  Systolic Blood Pressure (SBP) <140 mm Hg and 
Diastolic Blood Pressure (DBP) 83-89 mm Hg. 

Results/Outcomes 
Several positive results occurred during this study: 
The mean weight change from baseline in the Intervention group was –4.4 kg at six months, -
2.0 kg at 18 months and –0.2 kg at 36 months.  In contrast, the mean weight change in the 
Usual Care group at the same time points was 0.1, 0.7, and 1.8 kg. 
 
At all follow-up points, DBP and SBP were significantly lower in the weight loss and combined 
Intervention groups than in the Usual Care group.  At 36 months, BP differences between the 
group (Intervention vs. Usual Care) means were –0.9 mm hg for DBP and –1.3 mm Hg for 
SBP. 
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Participants who lost the most weight had the largest reductions in BP.  The quintile of 
participants with the greatest weight loss had a mean reduction from baseline of 7.0 mm Hg in 
DBP and 5.0 mm Hg in SBP. 
 
Weight loss participants were significantly less likely to develop hypertension than those in the 
Usual Care group; the risk ratio for hypertension in the Intervention group was 0.81 at 36 
months. 

Setting 
• Hospital-based 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

• Overweight/Obesity 

Audiences  
• Adults (19-64 years) 

Risk Factors and Other Issues 
• Physical Inactivity 

• Unhealthy Eating/ Nutrition 

Approach 
• Education 

Program Description 
In the Intervention (or Active Treatment) group, small groups and individual meetings were 
convened with dietitians or health educators.  The weekly meetings during the initial 12-week 
“intensive stage” focused on providing participants with core knowledge and behaviour skills 
necessary to achieve trial goals.  During the next 3-month “transitional stage”, biweekly 
meetings focused on problem solving and prevention of relapse.  The “extended stage” 
consisted of 3 to 6 short refresher sessions and enrichment courses that were supplemented 
by participant-initiated biweekly contacts aimed at maintaining their interest. 
 
The Weight Loss group activities included dietary energy and fat restriction and increased 
physical activity in order to achieve the weight loss goals of: 

• Losing at least 4.5 kg during the first 6 months, and 
• Maintaining weight loss for the remainder of the trial 

 
The Combined Weight Loss and Sodium Restriction Group activities were similar to the Weight 
Loss Group with an added goal of: 

• 80 mmol (1800 mg) or less dietary sodium intake per day 
 
The intervention took place in a health care setting. 

Resources 
No resources were described. 
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Other Information 
The study involves adults at risk for, but not yet, hypertensive.  The weight loss intervention 
(alone or combined with sodium restriction) produced significant weight loss over 36 months 
compared with the Usual Care group.  This also resulted in significant reductions in DBP and 
SBP and in a lower incidence of hypertension. 
 
The next changes in weight gradually diminished over 36 months such that the overall effect of 
the intervention was to prevent a mean weight gain that was observed in the Usual Care group 
over 36 months.  Thus the problem of only modest long-term success rates of weight loss 
remains.   
 
In this study about 13% of the Intervention participants were able to lose 4.5 kg or more and 
maintain this weight loss over 3 years.  However, even participants who lost weight for a 
relatively short time and then relapsed experienced a reduced risk for hypertension over the 
course of the study compared with those who did not lose weight.  This suggests that some 
degree of weight loss (even if not sustained beyond 6 months), confers benefit.  However, a 
direct-dose response was observed between weight loss and blood pressure reduction, 
indicating that the challenge is still to develop weight loss programs that achieve a long-term 
success rate to maximize effects. 
 
The program would be most applicable to mild hypertensive adults motivated to lose weight. 
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intervention in adults with high-normal blood pressure levels: Trials of Hypertension Prevention 
(Phase II). Ann Epidemiol, 5, 130-139. 
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Action Heart
Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
Rotherham Health Authority (Rotherham, England); Rotherham Priority Health Services NHS 
Trust, Doncaster Gate Hospital (Sheffield, England); Sheffield School of Health and Related 
Research, university of Sheffield (Sheffield, England). 

Overview 
Action Heart is a community, heart health, and health promotion project delivered in England.  
It uses a population approach to produce lifestyle changes with goals of reducing the incidence 
and risk factors of CHD. Activities included behaviour change, educational, and empowerment 
activities, medical services and social/political action. 
The target audience for Action Heart is adults aged 18-64. 
Researchers found the programs to be effective in reducing the prevalence of smoking as well 
as increasing low fat milk consumption.  It was deemed cost effective. 

Results/Outcomes 
The primary goal of Action Heart was to reduce the risk factors associated with CHD by 
facilitating lifestyle changes.  Program objectives included: 

• To affect attitude and behaviour change and adoption of healthier lifestyle practices 
• To educate community members about the cause and effects of the factors influencing 

C.H.D. 
• To develop skills for healthy living 
• To help clients identify choices and actions to reduce the risk factors of C.H.D. 
• To prevent or delay the risk factors of C.H.D through medical interventions 
• To facilitate political and social action to change physical and/or social environments 

 
Process Evaluation 
Researchers conducted cost-effective evaluations by comparing the costs of Action Heart to 
traditional investments of heart health and health promotion activities made by the Rotherham 
Health Authority.  The evaluation determined that communities gained £31 of cost per life from 
Action Heart. 
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Outcome Evaluation 
The effects of Action Hear on CHD were evaluated through a prospective, comparative study.  
Self-completed questionnaires collected data on changes in CHD risk factors.  Participants 
from an area where Action Heart was active and a control area of similar incidence of CHD 
and socioeconomic composition completed questionnaires.  Results showed that 6.7% fewer 
people smoked and 8.7% more drank low fat milk in the Intervention area compared to the 
control area. 

Audiences  
• Adults (19-64 years) 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

Setting 
• Community at Large  

Risk Factors and Other Issues 
• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Approach 
• Education 

• Environmental Support 

• Policy 

Program Description 
Action Heart delivered a variety of activities to the community that were aligned with the five 
program areas.  The activities included: 
Behaviour Change:  stop smoking support groups, weight control clinics and healthier eating 
activities 
Educational:  My Body Project, Look After Yourself courses, Information leaflets, and library 
resources 
Empowerment:  Action Heart Club 
Medical Services:  Blood pressure screening, Action Heart body check ups, Nicotine patch 
scheme 
Social/Political Action :  Institutional Action Heart Charter 

Resources 
None discussed. 

Other Information 
Heart health and health promotions programs such as Action Heart appear to be effective in 
reducing the risk factors of CHD.  Future research is necessary to determine whether changes 
in the risk factors for CHD are sustainable after the termination of Action Heart.  Additional 
research is also necessary to determine which aspects of Action Heart caused the risk factor 
changes. 
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Blood Pressure Assessment 

Program 
Date of Intervention: 1995-2001

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
Calgary Fire Department, Canada 

Overview 
This is a program that began in 1995 in the Calgary Fire Department.  The purpose of the 
program was to increase awareness and provide Blood Pressure (BP) screening.  The 
program serves as a resource to people with high BP who do not self-measure.  It 
supplements busy community physicians and uses existing infrastructure and resources 
available in most Canadian cities. 
Over a 6-year period, 10,883 BP measurements have been taken from 3477 people: 48% of 
them male with a mean age of 54 years. 
This program describes more of a process than an intervention and has the potential to be 
supportable in other parts of Canada. 

Results/Outcomes 
There were no outcome measurements for this program. 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Type 2 Disease 

• Hypertension 

Audiences  
• Adults (19-64 years) 

Setting 
• Community at Large  

• Hospital-based 

Approach 
• Awareness 

• Screening 
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 Program Description 
This program was initiated by a steering committee that included 2 hypertension specialists 
and 2 nurse educators.  A member of the fire department who underwent the “Train-the-
Trainer” Blood Pressure (BP) measurement program of the American Heart Association (AHA) 
ran the program.  This individual became the master trainer and supervised quality assurance.  
Pharmaceutical companies provided funding to purchase high quality equipment and patient 
information pamphlets. 
Two BP measurements are taken and participants receive a card indicating their BP.  They 
also receive instruction regarding follow-up measurement of BP by their physician. 
The program is operated in all 30 fire stations throughout Calgary (a city of 900,000 people) 8 
hours every day. 

Resources 
Specific materials were not identified. 

Other Information 
The data from the program are biased because participants are self-selected and not likely to 
be representative of all individuals in the community.  The data have limited use in assessing 
Blood Pressure levels or hypertension control in the community.  An expansion of the activities 
is planned by integrating them into other community resources and in 2002 the program will 
also offer screening for dyslipidemia.   
This is an excellent Canadian example of community capacity building, use of community 
resources, high visibility and broad reach. 

References 
Campbell, N.R.C., Jeffrey, P., Kiss, K. et al. (2001). Building capacity for awareness and risk 
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Fire Department.  Canadian Journal of Cardiology. 17(12), 1275-79. 
 



 

 
The Cardiovascular Health in 

Children Study (CHIC)
Date of Intervention: 1990-1991

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
University of North Carolina at Chapel Hill. 

Overview 
The Cardiovascular Health in Children Study (CHIC) was a randomized, controlled field trial 
that took place in eighteen elementary schools in North Carolina.  The study examined the 
effects of two different approaches to reducing cardiovascular disease risk in children.  The 
target group for the study was children in grades 3 and 4.  Participants were randomized by 
school to three groups:  classroom-based intervention, risk-based intervention or control.  A 
total of 2109 students from 18 schools participated in the study. 
The intervention lasted eight weeks and consisted of a knowledge and attitude program along 
with an adaptation of physical education.  Each intervention proved effective, however, the 
classroom-based intervention was easier to implement and used fewer resources. 

Results/Outcomes 
The goal of CHIC was to compare two types of school-based interventions and the effect each 
had on a population.  The objectives were to evaluate the effects of the interventions on: 
Total serum cholesterol 
Blood pressure  
Measures of obesity 
Exercise tolerance 
Self-reported physical activity 
Smoking habits and 
Heart health knowledge 
The primary outcome variables were:  health behaviours, knowledge and health status.  Health 
behaviours included smoking habits and physical activity.  Children were deemed at risk for 
smoking if at least one parent smoked or had stopped smoking within the previous two years.  
Health knowledge was assessed at post-test only.  The questionnaire tested knowledge about 
smoking, heart healthy eating habits, and exercise.  The health status outcome variables 
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tested were:  blood pressure, total serum cholesterol, submaximal predicted aerobic power, 
skinfolds and BMI. 
Results  
The main effects in the Intervention schools were greater heart health knowledge in the 
classroom-based group and greater physical activity in the risk-based group. 
For the classroom-based intervention, children: 
Had more knowledge about heart health (as compared to the other two groups) 
Showed a reduction in cholesterol and in skinfolds 
Exhibited an increase in predicted aerobic power 
Did not display as great an increase in diastolic blood pressure compared to the Control group 
(blood pressure normally increases as children grow) 
 
For the risk-based Intervention (compared to the Control group), children: 
Had a greater increase in physical activity (as compared to both classroom-based and control 
groups) 
Showed a smaller increase in diastolic blood pressure 
Had a decreased sum of skinfolds 
Achieved an increase in BMI (activity tends to reduce body fat but add muscle mass, which is 
heavier than fat) 

Audiences  
• Children (<13 years) 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

Setting 
• Elementary School 

Risk Factors and Other Issues 
• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Approach 
• Education 

Program Description 
Schools that were randomized into the Classroom-based approach used the American Heart 
Association Lower and Upper Elementary School Site Program Kits.  They were used twice 
weekly by regular classroom teachers.  The kits focused on how to select heart health foods, 
the dangers of smoking and ways to combat pressure to smoke, and the importance of 
engaging in physical activity.  Three times per week, children engaged in a brief warm-up 
followed by 20 minutes of aerobic activities, and a cool-down period. 
Schools that were part of the Risk-based approach implemented three interventions:  nutrition, 
physical activity and classes to discourage smoking.  Children with multiple risk factors 
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received more than one intervention.  Classes contained 5-8 students during school hours.  
Physical educators taught physical activity classes while registered nurses conducted nutrition 
and smoking classes.  The physical education classes were the same as the classroom-based 
intervention group. 

Resources 
CHIC used the American Heart Association’s Lower and Upper Elementary School Site 
Program Kits. 

Other Information 
The results of the intervention support a public health approach to improving health in children 
by preventing the development of risk factors.  In order to produce long-term population 
effects, school-based interventions should be conducted at least annually throughout the 
elementary, middle and high school years. 
CHIC suggests that both the classroom-based approach and the risk-based approach can 
demonstrate positive effects.  However the classroom-based approach showed stronger trends 
and was much easier to implement. 
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cardiovascular disease risk factors. Pediatrics, 102(2), 371-380. 
Harrell, J.S., McMurray, R.G., Gansky, S.A., Bangdiwala, S.I. and Bradley, C.B. (1999). A 
public health vs. a risk-based intervention to improve cardiovascular health in elementary 
school children: The Cardiovascular Health in Children Study. American Journal of Public 
Health, 89, 1529-1535. 
 



 

 
Cross Cultural Festival of 

Hearts Family Event 
Date of Intervention: 2002

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
Social and Public Health Services – Hamilton, Ontario 

Overview 
Festival of Hearts is a half-day event held for first in May 2002.  The goal of the event is to 
strengthen community action within a culturally diverse community on healthy living initiatives 
through community mobilization, increase awareness, knowledge and involvement.   
The target group for the event is the multicultural community, recent immigrants and refugees 
– emphasis is placed on the family for these groups. 

Results/Outcomes 
The objectives of the event were: 

• To increase awareness and knowledge of heart health risk factors by providing 
information and experiential learning for all age groups through culturally appropriate 
activities 

• To provide healthy living information in 5 different languages in a participative, fun, 
family-focused environment 

• To develop skills by providing a minimum of 10 participative events and to monitor 
involvement 

Only process evaluation was carried out for this event.  Anyone who attended could fill out an 
evaluation sheet and volunteers approached people at the event to record their comments.  
Volunteers also filled out a separate evaluation sheet. 
The evaluation asked what the individual liked and what they would change.  Partner agencies 
were asked to obtain feedback from their contacts and report at a debriefing meeting to 
discuss what worked, what did not and future events. 
Fifty-five evaluations were completed and were generally positive.  The fact that the food and 
activities were free was a positive aspect. 
The community partners endorsed this type of event to link with the diverse community and a 
decision was made to continue with the event for the following year. 
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Audiences  
• Families/Parents/Couples 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Overweight/Obesity 

Audiences Characteristics 
• Individuals Living in Low Income Situation 

Risk Factors and Other Issues 
• Physical Inactivity 

• Unhealthy Eating/ Nutrition 

Approach 
• Awareness 

• Education 

Setting 
• Community at Large  

•  

 Program Description 
The event was designed to address a variety of risk factors including:  sedentary lifestyle, 
unhealthy eating, high cholesterol and obesity.  The channel/setting for the event included:  
schools, community organizations, community at large and community recreation centers. 
Activities focused on healthy living, including physical activities and health eating.  Physical 
activities included: 
Gym activities such as family fitness, family pool aerobics, Tai Chi, Line Dancing 
Outdoor activities such as:  tennis, basketball challenge, and an obstacle course 
Healthy eating was promoted through fee samplings of healthy multicultural foods.   
Recreational activities for children included:  colouring contests of health foods, designing a 
healthy food plate and face painting. 
Cultural music and dance were included and several cultural dance groups participated 
(Spanish, Aboriginal, Hip Hop/Break Dancing, Portuguese dance groups). 

Resources 
Programs materials include: 

• Festival of Hearts Invitation/Card, bookmark, magnet and poster 
• Posters advertising the event 
• Agenda and Activity Guide 
• Media Advisory and Media Release 
• Invitation to planning the Festival of Hearts Event 
• Final Report describing the planning and evaluation of the event 
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Other Information 
More than 600 individuals attended the event.  The event used 41 volunteers helped to plan 
and implement various aspects of the event.  In addition, four Social Services and Public 
Health staff were involved with the event in biweekly meetings for several months leading up to 
the event.  Approximately 24 hours of staff from 8 partner agencies were involved in the 
organization of the event 
The total cost for the event was $6300, plus $1200 of in-kind donations.  Funding support was 
received from the Hamilton Community Foundation, heart & Stroke Foundation of Ontario and 
the Heart Health Hamilton Coalition. 
The event requires the expertise of multi-lingual personnel.  It could be adapted to 
accommodate other communities with differing cultural environments.  Many of the activities 
were not language-based to accommodate the number of ethnic groups participating.   
Additional funding would be required to focus on measurable impacts and outcomes. 

References 
McDonough, B. (2002).Cross cultural festival of hearts family event: Final report. Public Health 
Services: Hamilton. 



 

 
Diet, Exercise and Weight 

Loss Intervention Trial, 
DEW-IT

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
John Hopkins Medical Institutions (Maryland, United States). 

Overview 
The Diet, Exercise and Weight Loss Intervention Trial (DEW-IT) was a randomized control trial 
targeting overweight, hypertensive adults on a single blood pressure medication. These 
individuals were at risk for cardiovascular disease and other related diseases. The participants 
were randomly selected to participate in a comprehensive Lifestyle Intervention group or a 
control group. The Lifestyle Intervention lasted for a total of 9 weeks. The Lifestyle Intervention 
group participated in lifestyle recommendations including the D.A.S.H. diet, sodium reduction, 
weight loss, and regular aerobic exercise. The participants in the Control group received no 
active lifestyle intervention. The Lifestyle Intervention found significant reductions in body 
mass, blood pressure, and cholesterol. In conclusion, the researchers found that a lifestyle 
intervention can drastically reduce blood pressure and increase blood pressure control among 
adults at risk for cardiovascular disease.  

Results/Outcomes 
The goal of DEW-IT was to reduce blood pressure and other cardiovascular disease risk 
factors using a Lifestyle Intervention.  
DEW-IT Lifestyle Intervention nutritional and exercise objectives included: 

• To reduce sodium intake, lose10 pounds, and adhere to the DASH diet 
• To achieve 50-75% of heart rate goals during supervised exercise sessions.   

 
The Research objective of this randomized trial was to determine the efficacy of using a 
lifestyle intervention to reduce hypertension in the prevention of cardiovascular disease. 
 
Formative Evaluation 
The intervention was based on the lifestyle recommendations of the 6th Report of the Joint 
National Committee on the Prevention, Detection, Evaluation and Treatment of High Blood 
Pressure.  
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Process Evaluation 
Several measures were taken to evaluate process, including: 

• Attendance at supervised exercise sessions 
• Patient’s consumption of food 
• Medication compliance 

The evaluation showed that 91% of the participant sin the Lifestyle Intervention and 100% of 
the Control participants completed the program.  Participants in the Lifestyle Intervention ate 
only study foods 97% of the time.  They also attended 86% of the assigned exercise sessions.  
The average medication compliance was 98.6% in the Lifestyle group and 97.5% in the 
Control group. 
 
Outcome Evaluation 
Several positive results occurred in this study: 

• Average weigh loss of 5.5 kg in the Intervention group (.6 kg in Control) 
• Reduction in systolic and diastolic blood pressures (-10.5/-5.9 mm Hg) in the 

Intervention group (-1.1/10.6 mm Hg in the Control group) 
• Greater decrease in total serum cholesterol, low-density lipoprotein cholesterol and 

high-density lipoprotein cholesterol in the Intervention group 

Audiences  
• Adults (19-64 years) 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

• Overweight/Obesity 

Setting 
• Hospital-based 

Risk Factors and Other Issues 
• Physical Inactivity 

• Unhealthy Eating/ Nutrition 

Approach 
• Education 

Program Description 
DEW-IT occurred over a 9-week period.  The first 8 weeks involved daily diet records, weight 
measurement, and adjustment of calorie intake.  Participants followed an isocaloric diet for 9 
weeks and then provided follow-up measurements. 
For the nutrition component, participants received food for every meal that aligned with the 
DASH diet.  Five energy levels were used depending on the participants’ needs.  On 
weekdays, participants ate one meal each day at the clinic.  Weekend meals were provided on 
Fridays.  Alcohol consumption was limited to 2 drinks/day. 
For the exercise component, participants completed 30-45 minutes of exercise either before 
weekday evening meals or on Saturday mornings.  Sessions occurred three times each week 
and consisted of moderately intense aerobic activity.  Participants who were sedentary before 
the intervention began with 20 minutes of walking per session and increased the duration each 
week. 
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Resources 
DEW-IT used resources that were adapted from the DASH and DASH-sodium trials for the 
Lifestyle Intervention group’s menus, food production, food distribution and quality control.  No 
new products or resources were developed specifically for DEW-IT. 

Other Information 
Adequate exercise facilities are required to carry out the exercise component of the program. 
It would be very costly to provide all the meals for the nutrition component to all overweight, 
hypertensive adults.  However, since the DASH diet is efficacious, it could be used in a self-
administration manner. 

References 
Miller, R. (2002). Results of the Diet Exercise, and Weight Loss Intervention Trial (DEW-IT). 
Hypertension (November). 612-618. 
 



 

 
Fly Higher 

Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
Heart and Stroke Foundation of Saskatchewan – Regina, Saskatchewan 

Overview 
Fly Higher is an initiative designed to empower young women to champion health initiatives in 
their schools and communities.  It provides the tools, skills and motivation for adolescent 
women to become peer health promoters. 
The peer-to-peer approach used in this program may be a more effective way of transmitting 
health messages to adolescents.  By providing healthy lifestyle information to peer leaders, it is 
intended that there will be diffusion to the wider community. 
The target group for this intervention is young women aged 10 to 18 years (grades 4 to 12). 
The programs address the following risk factors: 

• High blood pressure 
• Sedentary lifestyle 
• Unhealthy eating 
• Smoking  
• Excessive alcohol consumption 
• High cholesterol 
• Stress 
• Obesity 
• Issues that youth rate as the top three concerns in their community (bullying, sexual 

assault, drugs or teen pregnancy) 

Results/Outcomes 
The objectives for the program include: 

• Providing skills and support needed for young women to feel confident and motivated to 
be leaders modeling and promoting healthy choices for their peers 

• Having Fly High Leaders facilitate their peers at a workshop where they can learn about 
the importance of healthy choices in their schools and communities 

• Creating healthier schools and communities that will support young women in making 
positive, health choices 
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• Establishing healthier futures for young women in Saskatchewan, reducing their 
chances later in life for developing heart disease and stroke as well as other diseases 
and illnesses 

• Educating young women and others that heart disease and stroke are the #1 cause of 
death for men and women in Canada 

 
An evaluation of the program has not been provided.  The reported key impact of the program 
has been young women hosting health promotion activities for their peers.  The reported 
success of the program include: 

• The partnerships that have been formed with health districts in the delivery of an easily 
administered youth health promotion program for health districts to reach youth 

• Raised awareness about health issues among the youth participating at the leadership 
level 

• A network of motivated young people who will influence change toward healthier 
communities 

Audiences  
• Children (<13 years) 

• Youth (13 – 18 years) 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

• Overweight/Obesity 

Audiences Characteristics 
• Peer Support/Educator 

Risk Factors and Other Issues 
• Alcohol and Other Drug Abuse 

• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

• Stress 

Approach 
• Awareness 

• Education 

• Environmental Support 

Setting 
• Elementary School 

• Secondary Schools 

• Community at Large  

•  
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Program Description 
A three-day residential leadership camp trains leaders for the program.  Young women who 
have been involved in Fly Higher for at least one year lead the camps.  The Health Promotion 
Coordinator – Children and Youth, and a Fly Higher summer student who has been a Leader, 
coordinate the camps.  Young women attend the leadership camps along with a female 
advisor from the community or health district. 
The leaders return to the community and, with the help of a female advisor, host a one-day 
school team workshop.  They invite young women and an adult advisor form schools in the 
area to attend.  During the workshop, the schools develop action plans of health promotion 
activities they would like to implement in their schools.  The Fly Higher Teams continue to 
meet in their schools to host activities for the students and surrounding community. 
The teams choose the activities and may include educational activities, advocacy activities 
and/or behaviour change activities on whatever health issues they feel are of concern.  The 
Health Promotion Coordinator continues to support the teams throughout the school year. 
Some Fly High Teams have planned the following activities: 

• Self-defense and Fitness Classes 
• CPR & First Aid Course 
• Girls Night Out for Fun and Fitness 
• Food Fairs & Nutrition Days 
• Gym Riot and Gym Blast 
• Teen Women’s Support Groups 

Resources 
The Fly Higher Toolbox is available at a cost of $5 each. The School Team Binders are $2 
each.  Other resources that have been created include: 
 

• Fly Higher sticker, bookmarks, psychedelic handout 
• Posters 
• Calendar 
• Various resources from Health Canada, Heart & Stroke Foundation, Kellogg’s and Dairy 

Farmers of Ontario 

Other Information 
The Health Promotion Coordinator manages the program.  One Full Time Equivalent (FTE) 
runs the program in 75 schools.  In addition, 1 FTE Volunteer is required per community.   
The total cost for materials, personnel, services and supplies if $50,000 for one ear. 
A large number of organizations contribute to the program.  They are listed in the Fly Higher 
Team Binder. 
While many partnerships have been formed with health districts, communities and schools, a 
key difficulty that has been encountered in developing the partnerships relates to staff change 
over.  This can result in programs being dropped.  Another important contributor to success is 
to identify the right adult advisor at the school and community level.  They must be committed 
to the implementation of the program. 
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Volunteers and youth are used extensively in program delivery.  Community buy-in is achieved 
by allowing the school community to decide what activities it would like to implement 
While the program is geared to a young, female target group, the resources are readily 
adaptable to meet the needs of user groups.  It would be easily applicable to the Ontario 
context. 

References 
No references available 
 



 

 
A Health Promotion 

Programme for Oil Refinery 
Employees

Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
Neste Oyi, Finland; Social Insurance Institution, Research and Development Centre, Finland. 

Overview 
The purpose of the study was to assess the long-term effects of a workplace health promotion 
intervention program carried out by occupational health care.  The target audience was 
employees of two oil refineries located in southern Finland. 
The program targets 7 risk factors for chronic disease (exercise, eating habits, obesity, blood 
pressure, serum lipids and smoking) and three health concerns (quality of sleep, mental well-
being and musculoskeletal problems.  Employees’ needs in each of these areas were 
assessed at baseline and at follow-up three years later. 
The most extensive changes were seen in the areas of musculoskeletal symptoms, dietary 
habits, blood pressure and well-being. 

Results/Outcomes 
The goal of the study was to report on the long-term effects of a workplace health promotion 
intervention program conducted by occupational health care.  The objective was to study which 
factors are associated with changes in needs for health promotion. 
Outcome evaluation was based on questionnaires and health examinations.  Results included: 

• Effects of special health promotion counseling were observed in physical activity only 
• Elimination of certain health promotion needs was seen in both groups in all of the 

target areas 
• The most extensive changes were seen in the target areas of musculoskeletal 

symptoms, dietary habits, blood pressure and mental well-being. 
 
Several changes in chemical and physiological parameters were reported: 

• A significant decrease in cholesterol levels for men in the control group 
• A significant decrease in HDL cholesterol levels was found in men for both the study 

and the control group and in women in the control group 
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• A significant increase in BMI was found in both the men and women in the control 
group 

• The mean estimated oxygen uptake significantly increased in the men participating in 
the study group and decreased in the control group 

• Astrand Index significantly increased among men in the study group and decreased in 
the control group 

 
The changes in health promotion needs in different target areas included: 

• 24% in the study group and 18% in the control group who at the first examination were 
in need of increased physical activity had increased their physical activity to an 
appropriate level at re-examination 

• 55% in the study group and 56% in the control group no longer demonstrated 
musculoskeletal symptoms at the final examination 

• 44% in the study group and 40% in the control group who previously had improper diets 
at the first examination were shown to improve their eating habits at re-examination 

• 14% in the study group and 9% in the control group who were obese at the initial 
examination no longer fit the criteria for obesity at re-examination 

• 31% in the study group and 34% in the control group who had high blood pressure at 
baseline were no longer hypertensive at the follow-up examination 

• 12% in the study group and 14% in the control group who showed high serum lipids at 
the first examination no longer fit the criteria at re-examination 

• 20% in the study group and 24% in the control group who were smokers at baseline 
were non-smokers at follow-up 

• 24% in the study group and 33% in the control group who had sleeping problems and 
50% in the study group and 54% in the control group who had mental well-being related 
problems at baseline no longer showed these problems at follow-up  

Setting 
• Worksites 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

• Overweight/Obesity 

Audiences  
• Adults (19-64 years) 

Risk Factors and Other Issues 
• Alcohol and Other Drug Abuse 

• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

• Stress 

Approach 
• Awareness 

• Education 
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Program Description 
This cohort study began with an invitation to employees requesting their participation in a 
questionnaire.  The questionnaire asked about education, perceived health, previous and 
present illnesses, sleep, problems lately and presently, work, smoking habits, physical 
condition and exercise habits, diet and alcohol consumption. 
At the first appointment the completed questionnaire was checked by an occupational health 
nurse and additional questionnaire were filled in.  Subject’s blood pressure, height and weight 
were measured and clinical laboratory tests were made.  Results of measurements for 
cholesterol, triglycerides and HDL-cholesterol in serum were presented. 
A second visit occurred within 4-6 weeks during which a medical examination was performed.  
Blood pressure measurement was repeated and physical fitness was assessed.  If the initial 
screen revealed any problems related to mental health, subjects in the treatment group also 
met with a psychologist. 

o For the treatment group, an occupational health physician and an occupational 
health nurse evaluated the relative importance of the results for each participant 
and prioritized their health promotion needs.  

o Participants met with the occupational health physician to discuss and agree on 
health promotion action(s) the participant would be willing to undertake 
(maximum of two).  

o For the treatment group, the health service unit organized special counseling. 
o For the control group, the occupational health physician gave feedback about 

results and instructions for health promotion in writing and no guided 
interventions were arranged. 

 
• Physical activity – this intervention began with a personal interview with a physical 

education instructor. The type of physical exercise appropriate for improvements was 
selected according to the participants’ preferences. 

• Musculoskeletal problems – main aim was to improve muscular fitness and functional 
capacity. Intervention was carried out as individual back or neck muscle training for 30 
min. three times a week, under the instruction of a physiotherapist. 

• Dietary habits, obesity, blood pressure and/or serum lipids – participants with these 
needs were invited to attend a two-hour lecture given by an occupational health nurse 
covering information about energy intake and consumption, BMI, metabolism and 
different methods of healthy cooking. Those with health promotion needs related to 
obesity or blood pressure also had a personal discussion with the occupational health 
nurse. 

• Smoking – intervention occurred through individual discussions and a lecture including 
different aspects of how smoking affects health. 

• Sleep quality and/or mental well being – individual discussions and follow-up were 
arranged. 

Resources 
None mentioned. 
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Other Information 
The Intervention requires implementation by an occupational health physician and an 
occupational health nurse.  A physical education instructor provided the physical activity 
intervention.  A physiotherapist oversaw musculoskeletal problems. 
The study was very well received in the company as evidenced by high participation and low 
dropout rates.  While attitudes toward health promotion and health education were very 
positive, the results in term of changed behaviour were modest.   
This study suggests that health promotion should be established as a continuous process 
rather than a single project. 

References 
Talvi, A.I., Järvisalo, J.O. and Knuts, L-R. (1999). A health promotion programme for oil 
refinery employees: changes of health promotion needs observed at three years. Occup Med, 
49, 93-101. 
 



 

 

Healthy Heart Program 

Originally Reviewed: April 2005
Last Updated:July 2007

Promising Practice
 

Source 
Hôtel Dieu Health Sciences Hospital – St. Catharines, ON 

Overview 
The Healthy Heart Program is a structured patient education and counseling program 
delivered in a community hospital in St. Catharines, Ontario.  The three goals of the program 
are: 
To provide current information regarding cardiovascular risk factors with the emphasis on 
dyslipidemia for participants at risk of developing cardiovascular disease (CVD) or those 
diagnosed with cardiovascular disease 
To assist participants in identifying their own level of cardiovascular risk and target lipid values 
To provide participants with specific and individualized dietary strategies as well as other 
lifestyle strategies to improve dyslipidemia and other identified cardiovascular risk factors. 
The target group for the intervention is the general community – adults with dyslipidemia 
diagnosed with or at risk of CVD 

Results/Outcomes 
The objectives for the program are: 
To offer a community-based health education program to participants (and family members) 
with dyslipidemia who are at risk of developing cardiovascular disease or those diagnosed with 
cardiovascular disease 
To educate participants on lipid levels and other cardiovascular risk factors and strategies to 
reduce their own individual risk 
To assist in motivating participants to make healthy lifestyle choices to improve lipids and other 
cardiovascular risk factors 
To provide feedback to physicians, on the participant’s behalf, regarding strategies chosen to 
improve lipid levels and specific cardiovascular risk factors identified during the program 
The Stages of Change model according to Prochaska’s model underlies the program. 
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An evaluation of the program has been conducted.  The study results are based on 354 
subjects who were referred to the program by their general practitioner or by a specialist in the 
community hospital in which the program was being delivered.  A cohort study design (one 
group pre + post) was used to evaluate the effect of the intervention on blood lipids and self-
reported stage of change.  A moderate number of subjects (78%) completed the 3-month 
follow-up evaluation. 
At 3 months, significant reductions in blood lipid levels and BMI were demonstrated in addition 
to a forward progression through the stage of change continuum. 
Some study limitations should be noted: 
The study was not a randomized controlled trial – participants were referred into the program 
after meeting specific criteria and were evaluated using non-probability consecutive sampling, 
thereby demonstrating selection bias and limiting the generalizability of the findings 
The study lacked a control group for comparison of the intervention effects 
The study relied on self-reports of stage of change and other CVD risk factors – this limits the 
reliability of the data collection methods for blood lipids and BMI 
The short follow-up period (3 months) limits establishing a link between physiologic changes to 
any reductions in CVD occurences. 

Setting 
• Hospital-based 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Type 2 Disease 

• Hypertension 

• Overweight/Obesity 

Audiences  
• Adults (19-64 years) 

• Senior (64+ years) 

Risk Factors and Other Issues 
• Alcohol and Other Drug Abuse 

• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

• Stress 

Approach 
• Education 

 Program Description 
Upon referral into the program, physicians and CVD specialists explain the program and the 
participant completes a baseline questionnaire covering: 

• Demographics 
• Personal/familial medical history 
• Clinical information 
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Individuals are asked to assess their stage of change for nine different lifestyle behaviours.  
They also complete a three-day diet log outlining their nutritional habits.  A fasting blood profile 
is obtained from each individual’s referring physician. 
All individuals attend a group counseling session that provides information on identifying and 
reducing multiple CVD risk factors, such as: 

• High dietary fat/cholesterol intake 
• Smoking 
• Physical inactivity 
• High blood pressure 
• Excessive alcohol consumption 
• Stress 
• Obesity 

 
Those with higher CVD severity and deemed at higher risk for CVD and/or requiring specific 
intervention are recommended for additional individual counseling two weeks after the initial 
group counseling session.   This involves one-on-one counseling from a dietitian. 
At three months, reassessment occurs.  A nurse and dietitian review changes in lipids, lifestyle 
behaviour and CVD risk factor awareness with each individual.  They provide supplementary 
counseling during a 30-minute follow-up session. 

Resources 
The program provides a resource package that includes a brochure, referral forms, 
questionnaires, food record forms, progress report and follow-up forms.  The material is 
available free of charge. 

Other Information 
The estimated number of staff required to implement the program for one year is .3 Full Time 
Equivalent (FTE).  This includes all members of the multidisciplinary team.  No volunteers are 
used in this program.  Highly trained individuals are required to implement the program. 
No specific budget was identified. 
The program can be adapted to individual user requirements.  Even though it targeted 
individuals with dyslipidemia, it could be generalizable to a variety of CVD risk factors within a 
health care setting. 
The evaluation of the program had several limitations.  A more complete evaluation using 
randomized controlled trial design would be costly. 

References 
Simpson, D.R. Cixon, B.G., & Bolli, P. (2002). Effectiveness of multi-disciplinary patient 
counselling in reducing physiologic and lifestyle behaviour cardiovascular disease risk factors: 
Results from the Health Heart Program. Submitted to peer review journal. 
 



 

 
Heart Health for Life Cable TV 

Series 
Date of Intervention: 1997-1998

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 

 

Overview 
Heart Health for Life is a Cable TV series produced by the Heart Health Coalition of St. John’s 
Region (Newfoundland and Labrador Heart Health Program - NLHHP). It was produced in 
partnership with Cable Atlantic. The goal of the program was to increase consumer awareness 
of key heart health messages (healthy eating, active living, being smoke-free, and maintaining 
blood pressure) and to increase the profile of the local Heart Health Coalition. The program 
aired on the local Cable TV station during 1997-1998.  
The target group for the series was male and female adults aged 18-65.  

Results/Outcomes 
The two objectives for the TV series were:  

• To increase knowledge, awareness and interest in heart health  
• To build individual capacity.  

 
While no study was conducted, feedback received about the shows and the content was 
described as very positive. Besides airing in the St. John’s area, it was aired in two other major 
areas of the province for a total of 4 times during the fall of 1998.  
The 5-part series is no longer available as it is outdated.  
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Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension\ 

Audiences  
• Adults (19-64 years) 

Risk Factors and Other Issues 
• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Approach 
• Awareness 

• Education 

Setting 
• Community at Large  

• Media 

•  

Program Description 
A 6-member committee of the Heart Health Coalition in St. John’s region developed the 5 -part 
Cable TV series. A local TV personality hosted the series and used existing videos from 
NLHHP, Canadian Cancer Society, Active Living Canada and the Canadian Hypertension 
Society. Special guests such as local experts from the Heart Health Coalition, a nutritionist and 
a fitness leader provided information and increased the profile of the Heart Health Coalition.  
The 5-parts included:  

1. Introduction to Heart Health  
2. Healthy Eating  
3. Being Smoke-Free  
4. Active Living  
5. Maintaining a Healthy Blood Pressure  

 
Each 30-minute show followed a similar outline:  

• Introduction by the host of the series  
• Short video segment showing one of the key messages  
• Follow-up interview with an individual familiar with the content  
• Closing remarks  

Resources  
A report is available that contains the notes and outline for each topic in the series.  
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Other Information  
The program used a collaborative approach in planning and implementation. The community 
was very involved in delivering the program. While the reach of the program is not known, it 
has the potential to be aired provincially. Project longevity is good as long as information and 
images are current.  
Four volunteers participated in the 2 days of taping required to develop the series.  

References 
No references available 
 



 

 
Oslo Diet and Exercise Study 

(ODES)
Date of Intervention: 1990-91

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
ODES investigators from a number of universities in Norway, including University of Oslo and 
University of Trondheim. 

Overview 
The ODES consisted of three lifestyle interventions including:  diet-only, exercise-only; and 
combined diet and exercise.  The interventions were aimed at prevention the incidence of 
CHD.  The target audience for ODES was middle aged healthy adults who were overweight 
and had two or more of the following risk factors for CVD: 
A sedentary lifestyle 
A BMI greater than 24 
Slightly elevated blood pressure (86-89 mm Hg) 
Slightly elevated total cholesterol (5.20-7.74 mol/L) 
Low levels of HDL cholesterol (<1.20 mmol/L) 
High levels of triglycerides (>1.4 mmol/L) 
The program ran for one year with 219 participants who were randomized to participate in the 
three conditions (plus a control group).  Diet-only participants received individual treatment 
sessions that addressed participant’s specific nutritional needs.  Exercise-only participants 
attend supervised exercise sessions three times a week. 
Researchers found significant reductions in some hemostatic components.  There was also a 
significant decrease in insulin resistance in the diet-only and combined interventions. 

Results/Outcomes 
The primary goal of the lifestyle interventions was to prevent or at least delay C.H.D. and other 
related diseases, such as Type 2 diabetes.  
Primary research goals included: 

• To evaluate the effects of the lifestyle interventions on the hemostatic system 
• To evaluate the effects of the lifestyle interventions on insulin resistance and the 

development of insulin resistance syndrome 
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Secondary research goals included: 

• To evaluate the effects of the lifestyle interventions on C.H.D. risk factors, including 
weight, triglycerides, H.D.L. and total cholesterol, and blood pressure. 

 
Process Evaluation 
Attendance at the exercise sessions showed that 57% of the participants in the exercise-only 
intervention and 63% in the combination intervention showed average adherence to the 
exercise interventions. The average exercise intensity was 75% of the peak heart rate. 
Exercise adherence was the average of attendance of the weekly training sessions and 
outside the training sessions recorded in a diary. The rates in smoking were not significantly 
different in any of the treatment groups. The energy intake in the diet-only intervention and the 
combination intervention was significantly lower than for those in the exercise-only intervention 
and the control group.  
 
Impact Evaluation 
ODES used an unmasked randomized 2 by 2 factorial design to study the impact of the 
lifestyle interventions on the hemostatic system and insulin resistance. The trail was 
implemented for one year.  
The results of secondary outcome measurements indicated that triglycerides decreased in all 
lifestyle interventions with the greatest decrease found in the combined intervention. HDL 
cholesterol increased and blood pressure decreased significantly in the combined intervention. 
The conclusion made by the ODES investigators was that the diet and exercise interventions 
could significantly reduce the risk factors associated with high triglycerides and blood pressure.  
 
Outcome Evaluation 
The main outcome measurements were euglobulin clot lysis time, coagulation factor VII, 
fibrinogen and platelet volume. The researchers found a decrease in clot time in the 
intervention groups as compared to the control group. The greatest decrease was found in the 
combined intervention group. Coagulation factor VII decreased significantly in the combined 
intervention group but did not change significantly in the diet or exercise only groups. 
Fibrinogen and platelet volumes did not change significantly. In conclusion, hemostatic and 
fibrinolytic mechanisms can be altered moderately through diet and exercise interventions. 
Torjesen, et al. 1997 evaluated the effects of the lifestyle interventions on insulin resistance 
and the development of insulin resistance syndrome. The main outcome measures in this 
study were changes in insulin resistance, fasting serum insulin levels, C-peptide, pro-insulin, 
and glucose as well as body mass index (BMI). The results found a significant decrease in 
insulin resistance in the combination and diet-only intervention. There was a positive 
correlation between BMI and insulin resistance. There was no significant change in insulin 
resistance in the exercise-only intervention. The researchers conclude that there is an 
important relationship between BMI and insulin resistance. All three lifestyle interventions were 
able to decrease insulin resistance and reverse the development of insulin resistance 
syndrome. 
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Audiences  
• Adults (19-64 years) 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Type 2 Disease 

• Hypertension 

• Overweight/Obesity 

Approach 
• Education 

Risk Factors and Other Issues 
• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Setting 
• Community at Large  

• Hospital-based 

• Recreation Facilities/Community 
Organization 

Program Description 
All voluntary participants were warned about the risk factors of smoking before they were 
randomized to one of the four treatment groups (diet only, exercise only, combination, or 
control group). Detailed descriptions of the three interventions are as follows: 
 
Diet Only Intervention 
The diet-only intervention used dietary treatment in the form of individual counseling. Individual 
counseling sessions occurred several times over the course of the trial. The sessions covered 
a variety of nutrition topics as they applied to each individual’s diet history and risk profile. A 
detailed diet history was taken before the counseling sessions began. At the beginning of the 
intervention the participant and his/her spouse participated in the individual counseling 
sessions. After three to nine months the participant attended the sessions alone. The primary 
focus was energy restriction for overweight individuals.  All participants were recommended to 
consume fish and fish products, eat the heaviest meal later in the day, and reduce the intake of 
saturated fat and cholesterol. At the end of each session the participant was given a summary 
of the 5 to 10 most important pieces of dietary advice given that day. A target body weight 
change per month was discussed and agreed upon by both the participant and the 
professional. Dietary compliance was measured using a 180 item questionnaire and plasma 
free fatty acids were measured. Smoking habits were also monitored through a questionnaire 
and through serum thiocynate concentration measurements. Participants also recorded their 
weight once each week (on a weekday) to observe weight changes. 
 
Exercise Only Intervention  
Participants attended a supervised exercise program three days each week for one year. The 
1-hour sessions focused on endurance types of exercise, including aerobics, circuit training 
and fast walking/jogging. Approximately 60% of the sessions focused on aerobic activity, 25% 
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focused on circuit training, and 15% focused on the walking/jogging program. The following is 
a description of each activity used: 
The aerobic program: From the 2nd to the 5th month of the intervention there was a 10 minute 
warm-up, followed by 25 minute endurance training, 10 strength training, 10 minute flexibility 
exercise and finally a 5 minute cool-down. By the 5th month the endurance was increased to 30 
minutes, at 9 months it was increased to 45 minutes with strength, flexibility and cool down 
receiving less and less time.  
The circuit training: Consisted of 10 to 15 minutes of warm-up before interval training. The 
workout consisted of 45 seconds of large muscle group activity followed by a 15 second rest 
period. The first three months consisted of a sequence repeating 20 times. Later the intervals 
were increased to 60 seconds of large muscle group activity followed by 15 seconds of rest. 
This sequence was repeated 30 times. 
The walking/jogging program: The program started with a warm-up followed by continuous or 
interval activity. A 5 minute flexibility activity was conducted at the end of the session. 
 
The groups were led by trained fitness instructors in groups of approximately 14 to 20 people. 
Each participant underwent a treadmill exercise test to allow the participant to become familiar 
with the exercise equipment and establish base rate measurements, such as maximum 
oxygen intake. The exercise training was aimed to meet 60-80% of each participant’s peak 
heart rate. Participants also kept a training log book where they recorded exercise performed 
in the community. Over the first 8 weeks each exercise session increased in intensity. After 8 
weeks the intensity was maintained at a peak level. The authors did not describe the location 
of the exercise sessions. The assumption is that they were performed at community recreation 
centers, such as the Y.M.C.A. 
 
Combination Intervention of Diet and Exercise 
The final intervention combined individual diet counseling sessions and the exercise program. 
Those participating in this group exercised with those in the exercise only intervention.  

Resources 
ODES developed several questionnaires to be administered to the participants through the 
interventions, such as a food frequency questionnaire to monitor compliance and establish 
individual problem areas. 
The participants used a training log book, however, it is uncertain whether this was developed 
specifically for the exercise intervention or if it was borrowed from another source.  

Other Information 
The lifestyle interventions used in ODES could be modified slightly to fit with public health 
interventions.  Modifications in availability and cost would make the interventions more feasible 
in Canada and other countries. 
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Ottawa Heart Beat

Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
People Services, Ottawa, Ontario 

Overview 
Ottawa Heart Beat is a coalition of community groups and organizations working together. 
Their goal is to improve the health of the people in the City of Ottawa and surrounding areas 
through adoption of a healthier lifestyle in a supportive, clean and safe environment. The 
underlying structure of the program is a Regional Heart Beat Committee (RHBC) that includes 
sub-committees, partner coalitions, individuals and partners from the community. A Logic 
Model guides the process and describes activities, target groups and short-and long-term 
outcomes for each of the components (Awareness/Education, Skill Building, Community 
Partnerships & Mobilization, and Policy Development and Advocacy).  
This program is targeted to a variety of audiences with a focus on populations that are under 
serviced. Priority groups include children, youth, cultural groups and women. 

Results/Outcomes 
The objectives of Heart Beat are:  
To increase the percentage of children and adults consuming nutritionally adequate diets as 
reflected in Canada’s Food Guide to Healthy Eating/Nutrition Recommendations for 
Canadians.  
To increase the percentage of adults and senior adults being physically active  
To increase the percentage of adults using healthy coping options to deal with change, stress 
and life transitions  
To decrease the percentage of adults with uncontrolled hypertension  
To increase the percentage of adults and senior adults who do not smoke to 85%.  
 
For each objective, specific targets are described. For example for the first objective above, 
one of the targets is to increase by 10% the percentage of children and adults who consume 4 
or more servings of fruits and vegetables per day.  
No study has been conducted on this program. Individuals of the Coalition have been 
interviewed to determine “what works well” and to address issues for a number of process 
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indicators and outcome indicators. Under process indicators, a strong sense of collaborative 
partnership and good interpersonal relationships among partners were mentioned. Other 
positive aspects of the Coalition included the establishment of four -year activity plans, the 
flexibility of the Coalition to respond to the community’s needs, effective communication and 
the champions within the Health Department and from the community.  
Outcome indicators included a win/win situation for the organizations involved and the Health 
Department, a number of spin-off activities due to the building of social networks in the 
community and an overall increase in the number of partners in the coalition. Evaluability of the 
overall program is difficult because so many facets overlap in dissemination.  

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

Audiences  
• Children (<13 years) 

• Youth (13 – 18 years) 

• Adults Female (19-64 years) 

• General Community (inc. children, youth, 
adults, seniors) 

Risk Factors and Other Issues 
• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

• Stress 

Audiences Characteristics 
• Community Volunteer 

• Individuals Living in Low Income Situation 

• Peer Support/Educator 

Setting 
• Community at Large  

• Grocery Stores 

• Restaurants 

• Worksites 

Approach 
• Awareness 

• Education 

• Environmental Support 

• Policy 

 Program Description 
The key activities of Heart Beat involved building the capacity of the community to deliver heart 
health messages and programs through partnering with stakeholders.  
There are 17 active projects listed on the website:  
(www.ottawaheartbeat.com/projects.htm).  
They include:  

• GOTTAWALK  
• Kanata Heart Beat  
• Multicultural Health Coalition  
• Nepean Heart Beat  
• Partenaires franco santé  
• Pathway Patrol  
• Pathways to Health  
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• Regional Heart Beat Executive  
• Regional Heart Saver Committee  
• Rural Heart Health Coalition  
• “Taking Charge”: Women and Heart Health  
• Tobacco Initiatives such as ACCESS  
• Vegetable and Fruit Campaign  
• Woman Alive: Women and Heart Health  
• Women and Heart Health Advisory Committee  
• Workplace Health Program  
• Youth Committee  

Resources  
Materials from various projects are available on a cost recovery basis. Some are available on 
the website: www.ottawaheartbeat.com.  
The Youth Committee provides the following materials:  

1. Happy Heart Leaders’ Manual  
2. Feel the Beat Leader’s Manual  
3. Outdoor Adventure for Girls Leader’s Manual  

 
The first two Manuals are available in French and English.  

Other Information  
This project requires on full time Heart Health Project officer. In addition, many volunteers 
contribute time and talent to planning and making the programs and activities happen. The 
inkind contributions from the health department amounted to 8.3 Full Time Equivalents (FTE) 
and 7.4 FTEs for the community.  
The Coalition is highly visible with an extensive reach as evidenced by the large number of 
ongoing projects.  
The program is sustainable as long as funding is maintained and it is organized through the 
Health Department. Sustainability is also dependent on significant time and money from in-kind 
contributions.  
The materials are useful and the program is well documented.  
The program targets the following risk factors: high blood pressure, sedentary lifestyle, 
unhealthy eating, smoking, high cholesterol, stress, obesity, and diabetes.  

References 
No references available 
 



 

 
PREMIER Clinical Trial

Date of Intervention: 1998-2000

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
PREMIER Collaborative Research Group; Center for Health Research, Portland, OR; Duke 
University Medical Center, Durham, NC; Johns Hopkins ProHealth, Woodlawn, MD and 
Pennington Biomedical Research Center Clinic, Baton Rouge, LA. 

Overview 
The PREMIER Clinical Trial was a randomized control trial designed to reduce the incidence of 
high blood pressure and hypertension. The target group for the intervention was adults with 
high blood pressure or stage 1 hypertension.  Participants were randomly assigned to one of 
three groups:  

a) the Established Intervention, a behavioural lifestyle intervention  
b) the Established Intervention Plus D.A.S.H. Diet, a behavioural lifestyle intervention with 

additional diet recommendations, or 
c) the Standard Care, the usual care, which acted as a control group.  

 
The two behavioural interventions included group and individual sessions with a nutritionist. 
Topics discussed included weight-loss, healthy diets, and physical activity. Participants in the 
standard care intervention received only the standard advice on healthy eating and physical 
activity.  
Outcome measures were taken at 6 months and at 18 months. The prevalence of optimal 
blood pressure was greatest in the behaviour lifestyle interventions. Also, the prevalence of 
hypertension was the lowest in the behaviour lifestyle intervention. In conclusion, individuals 
with high blood pressure and stage 1 hypertension can reduce their risk for cardiovascular 
disease by making many lifestyle changes.  

Results/Outcomes 
The primary goals of PREMIER were to decrease high blood pressure and to reduce the 
incidence of hypertension through lifestyle modification. 
The major research goal was to compare the efficacy of two lifestyle interventions to the 
standard care using many lifestyle changes. 
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PREMIER Objectives for the Established Intervention and Established Plus DASH Intervention 
were:  

• To lose at least 15 lb (6.8 kg) by 6 months 
• To participate in at least 2.5 hours of moderate-intensity physical activity each 

week 
• Limit daily sodium intake 
• Drink a moderate amount of alcohol each day 
• Increase physical activity  
• Reduce total energy intake  

 
The Established Plus D.A.S.H. Intervention had additional dietary objectives, which included: 

• Increased consumption of vegetables and fruit 
• Increased consumption of low-fat milk products 
• Reduced intake of saturated fat (10% of energy or less)  
• Consume less than 30% of energy from total fat intake 

 
Outcome Evaluation 
Follow-up measures occurred at 6 months into the intervention and at 18 months. The main 
outcomes were the greatest reduction of hypertension and the greatest increase in the number 
of those with optimal blood pressure in the lifestyle interventions. The greatest effect was seen 
in the Established Intervention Plus D.A.S.H. Diet. The study demonstrated that hypertension 
and high blood pressure can be improved with multiple lifestyle changes; thus, reducing the 
risk for CVD. 

Audiences  
• Adults (19-64 years) 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

Approach 
• Education 

Risk Factors and Other Issues 
• Alcohol and Other Drug Abuse 

• Physical Inactivity 

• Unhealthy Eating/ Nutrition 

Setting 
• Community at Large  

• Hospital-based 

Program Description 
Three lifestyle interventions were used in the PREMIER Clinical Trial. One third of the 
participants were randomly assigned to participate in the Standard Care (n=273), another third 
in the Established Intervention (n=268), and the final third in the Established Intervention Plus 
DASH Intervention (n=269).  
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Each program is described briefly below: 
Standard Care 
Participants in this intervention received healthy lifestyle advice and printed educational 
materials at two 30-minute visits. The advice was based on the current recommendations 
outlined by the National High Blood Pressure Education Program. The advice included topics 
of weight loss, sodium restriction, increasing physical activity, limiting alcohol, and eating the 
Dietary Approaches to Stop Hypertension (D.A.S.H.) diet. The D.A.S.H. diet consists of 
recommendations to increase fruits and vegetables, reduce saturated fat, total fat, and 
cholesterol. The participants did not receive any instruction in healthy lifestyle behaviour 
change. 
 
Established Intervention 
The participants in this program attended 14 group sessions every other week. They also 
participated in 4 individual sessions over the course of the trial. The group and individual 
sessions were most often facilitated by a Registered Dietitian. The sessions included 
behavioural counseling to reduce weight (if above a BMI of 25), to reduce sodium intake, to 
increase physical activity, limit alcohol and eat healthy diets.  
 
Established Intervention Plus D.A.S.H. Diet 
This intervention is virtually identical to the Established Intervention except that it also includes 
specific attention to the D.A.S.H. diet. The dietitians presented, in the group and individual 
sessions, specific D.A.S.H. goals for fruits & vegetables and low-fat dairy. The recommended 
dietary goals for fruits & vegetables were 9-12 servings per day and 2-3 servings per day for 
low-fat dairy. Daily servings were adjusted to meet individually determined caloric intake. 
Participants kept food records to evaluate the number of servings of fruits, vegetables and low-
fat dairy. The food records provide a tool for self-monitoring and individual feedback.   

Resources 
None mentioned. 

Other Information 
Researchers suggested that the cost of implementing lifestyle behaviour programs would be 
cost-effective because the prevention or reduction in the costly treatments of hypertension and 
CVD. Evaluations of the costs have not been reported to date.  
The lifestyle interventions did not allow for much community collaboration among 
professionals. The group sessions allowed some collaboration among the participants and 
between the participants and the facilitators. There was extensive collaboration among 
researchers and research groups across the United States in the development and evaluation 
of the PREMIERE Clinical Trial. 
The behavioural lifestyle interventions could be used with any group with high blood pressure 
or hypertension. The interventions are able to adapt to different cultural needs because the 
participants attend individual counseling sessions. The interventions could be incorporated into 
existing community center activities, such a community cooking class or a walking group. 
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Routine Monitoring System 

for First Episode of 
Cardiovascular Disease

Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
North Staffordshire Medical Institute, Stoke-on-Trent, England  

Overview 
The objectives of the study were:  
To produce a monthly record of all patients registered with the practice and suffering their first 
episode of cardiovascular disease (CVD)  
To ensure health visitor assessment of all such patients 
To provide appropriate health promotion advice  
To review specific clinical checks to guide primary prevention 
To ensure needs for health care were addressed  
A total of 62 patients were seen. Their ages ranged from 36-91 years and the median age was 
69. The majority of the patients were male (52%). The most frequent diagnoses were Transient 
Ischemic Attack (TIA) (29%), cerebrovascular accident (26%); acute Myocardial Infarction (MI).  
The study employed a routine monitoring system that was introduced into the general clinical 
practice that permitted effective follow-up for all individuals with first episode of cardiovascular 
disease.  
A nurse or health care visitor provided information on lifestyles, made referrals to relevant 
workers and audited health promotion checks to all such individuals in order to ensure 
optimum primary prevention and to meet health needs.  

Results/Outcomes 
Data are available for the first 12 months of the initiative and show the following:  
no problems were experienced with administrative aspects of the system and negligible effect 
on receptionist time  
62 patients were seen by the health visitor; 84% of the assessments were carried out in the 
patient’s home and lasted approximately one hour  

A Compendium of Best and Promising Practices for Heart Health and the Prevention of Cardiovascular Disease, 
Stroke and Diabetes – Stroke Channel  

60 



 

A Compendium of Best and Promising Practices for Heart Health and the Prevention of Cardiovascular Disease, 
Stroke and Diabetes – Stroke Channel  

61 

primary prevention issues and needs for services were addressed; 24% received one or more 
referrals  
only a minority of checks (for example, Blood Pressure, blood lipids, urine sample) had been 
recorded on the practice database  

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

Setting 
• Hospital-based 

• In home 

Audiences  
• Adults (19-64 years) 

• Seniors (64+ years) 

Risk Factors and Other Issues 
• Alcohol and Other Drug Abuse 

• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 
Approach 

• Education 

Program Description 
Using a monthly-automated search, the health visitor identified patients with a first episode of a 
relevant condition of cardiovascular disease. The patient is contacted within a week and visited 
within a month as necessary. During the visit, more information is gathered about the 
condition, information is conveyed to the patient about it, and primary prevention issues are 
addressed, such as lifestyle factors (exercise, diet, smoking and alcohol consumption). 
Referrals for other care is made as required.  

Resources  
No resources described.  

Other Information  
This process took place in a Primary Care/Community setting and most of the patient contact 
was through a “health visitor” or nurse. It appears this monitoring system was useful since it 
ensured that all patients received a standard review of their needs and the workload generated 
from the referrals was reasonable and modest in cost.  
Early organized nurse/health visitor contact ensured systematic coverage and early referrals. 
The lack of detail on primary prevention checks in the patient records suggests that the 
recording of health promotion information is not a high priority. The effect of routine monitoring 
on clinical outcomes and on prevention targets remains to be assessed.  
This process could be incorporated into the expanded role of primary care nurses/nurse 
practitioners in Family Health Networks in Canada.  

References 
No references available 



 
 

Seattle Hypertension 
Intervention Project

Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
King Department of Public Health and University of Washington, Seattle  

Overview 
This study evaluates the effectiveness of a tracking program to obtain improved medical 
follow-up for persons identified with high blood pressure at community monitoring sites. It is a 
randomized controlled trial that demonstrates that outreach and tracking services can improve 
use of follow-up medical care among a predominantly low-income, minority group of clients 
with hypertension.  
The target group for this program was comprised primarily of young, black, poor males.  

Results/Outcomes 
The primary expected outcome for this study was completion of a follow-up appointment with a 
medical care provider within 90 days of referral.  
Through the outreach and tracking of the Intervention group, the rate of follow-up with medical 
care increased by 39.4% compared to that in the Usual Care group: 65% of the Intervention 
group completed a medical appointment versus 47% of the Usual Care group. Of those in the 
Intervention group who complete a follow-up appointment, 90% kept their first appointment.  
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Audiences  
• Adults Male (19-64 years) 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

Audiences Characteristics 
• African American 

• Individuals Living in Low Income Situation 

Setting 
• Community at Large  

• Hospital-based 

Approach 
• Screening 

Program Description 
Participants for the randomized control trial were accessed by community health workers in a 
variety of settings: social service agencies, food banks, shelters and missions, public libraries, 
grocery and other retail stores, shopping malls, community centers, motor vehicle licensing 
sites, employment security offices, post offices, the local jail and work-related sites. Blood 
pressure measurements were taken on 4,761 individuals at each of the venues and 759 of 
them (16%) were eligible for enrollment in the trial. Of those eligible, 421 (56%) enrolled and 
209 were assigned to the Intervention group while 212 became the Usual Care group. The 
blood pressure (BP) entry criteria was >=140/90 mmHg. 33% of the subjects have moderately 
or severely elevated BP.  
In addition to the BP measurement, all groups completed an enrollment questionnaire and 
completed a 3 -month exit interview.  
The Intervention group received enhanced tracking and outreach by the same community 
health worker who performed the BP measurements. This included:  

• Referral for medical care  
• Booking an appointment  
• Sending an appointment reminder letter  
• Following up after the appointment  
• Rebooking the appointment as necessary, and  
• Assisting in reducing barriers to care through referral to community services.  

 
The Usual Care group was advised to see a health care provider for follow-up but had no 
further study-related tracking.  
The trial took place in a community setting over a 3 -month period.  

Resources  
No specific resources were described.  
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Other Information  
Community health workers delivered the intervention, however no information was offered 
relating to the number of workers, time spent on the intervention, nor training required.  
The project demonstrated that community health workers who offer outreach and tracking 
services can improve use of follow-up medical care among clients with hypertension. The 
program reached predominantly male, low-income and Black people who had limited access to 
Blood Pressure (BP) measurement and have a relatively high prevalence of hypertension.  
The generalizability of the results and the application to the Canadian context is limited since a 
large proportion of the participants were young, uninsured Black men. The size of the 
intervention effect may be overestimated because of loss of participants to follow-up. No 
attempt was made to evaluate long-term control of BP or determine whether the program 
resulted in improved control of hypertension.  

References 
No references available 
 



 

 
StayWell NextSteps

Date of Intervention: 1990-1996 

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
StayWell Company (Minnesota). 

Overview 
The target group for the intervention was employees of public and private organizations who 
were clients of StayWell.  The purpose of the study was to evaluate the effectiveness of an 
individually targeted, multi-component health promotion intervention delivered by telephone.  
Employees in six organizations were invited to participate.  Interventions were designed for 
seven lifestyle risk factors (back care, cholesterol control, eating habits, exercise and activities, 
stress management, tobacco use and weight control) and intended to help participants acquire 
general behaviour-change skills.  Participants were also encouraged to apply these skills to 
other problem behaviours they wanted to change. 
Long-term improvements were made in health risk factors directly related to the intervention in 
which participants were involved. 

Results/Outcomes 
The goal of the study was to evaluate the long-term impact of an individually targeted, multi-
component health promotion intervention delivered by telephone to high risk, ready-to-change 
individuals.  The objectives were: 
To assist participants in making specific long-term improvements in lifestyle risks directly 
related to the intervention in which they participated 
To help participants acquire general behaviour-change skills 
To encourage participants to apply the skills to other problem behaviours they wanted to 
change 
 
Three sets of analyses were conducted to determine the effectiveness of the program.  The 
first set examined the overall effect on the number of health risks.  The second set examined 
specific effects, defined as changes to the targeted risk area made by participants in each of 
the seven intervention areas.  The third set of analyses examined general effects on health 
risks not specifically targeted by the intervention in which the individual participated. 
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Results are as follows: 
Participants in the Intervention group significantly decreased the number of health risks, while 
those in the Control group significantly increased the number of health risks 
Participants in six of the seven specific lifestyle risk factors (all but those in cholesterol control) 
were 1.8 to 3.5 more likely to reduce their risks than non-participants 
There were no significant differences in the cholesterol control area in the Intervention group 
Participants in the Intervention group were 1.7 to 3.5 times more likely to reduce their health 
risk factors in 9 of the 13 lifestyle areas not specifically targeted by the Intervention than those 
in the Control group. 
 
The study seems to suggest that targeted interventions using stage-based protocols delivered 
via the telephone can have a significant, long-term impact on health risks.  This supports the 
assertion that targeting individuals by risk and readiness is an effective health promotion 
strategy.  This program might be appealing to those who wish to effect permanent health risk 
reductions among receptive employees. 

Setting 
• In home 

• Worksites 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Type 2 Disease 

• Hypertension 

• Overweight/Obesity 

Audiences  
• Adults (19-64 years) 

Risk Factors and Other Issues 
• Alcohol and Other Drug Abuse 

• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

• Stress 

Approach 
• Screening 

• Education 

Program Description 
Employees of six clients of StayWell were invited to participate in NextSteps.  Those who 
declined served as the Control group.  Participants began by completing the StayWell 
HealthPath health risk assessment (HRA) for baseline data collection.  The HRA collects 
information on chronic conditions, health status, demographics and lifestyles. 
The scores on the HRA were used to categorize employees as low, moderate or high risk in 
each of 13 lifestyle areas:  alcohol consumption, back care, blood pressure control, cholesterol 
control, driving safety, eating habits, exercise and activity, mental health, preventive screening 
examinations, self-care, stress management, tobacco use and weight control. 
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Intervention programs were implemented in 7 of the 13 areas (back care, cholesterol control, 
eating habits, exercise and activity, stress management, tobacco use and weight control).  The 
intervention began with the mailing of educational materials and followed by a series of 
counseling contacts by a trained health educator.  The educator provided information, 
telephone counseling, and feedback to facilitate change in the risk behaviour selected by the 
participant. 
Participants were contacted three times during the education phase – one week after the 
mailing, at 6- and 12- month points of the program. 
During the initial contact, stage-of-change status was established along with short- and long-
term goals.  Barriers to moving to the next stage of change were also identified.  Subsequent 
contacts were used to monitor progress, address barriers, discuss social support and 
acknowledge success.  Participants had access to a toll-free telephone service on an as-
needed basis to talk to the health educator. 
A key element of the program was the facilitative role of the health educator who supports the 
participant’s decisions about how and when changes are made.  This approach is intended to 
increase commitment by moving decision-making responsibility to the participant and increase 
assimilation of general behaviour change skills to other areas. 

Resources 
The Health Risk Assessment (HRA) was used to collect self-reported health risk information.  
Additional materials included a welcome letter, educational booklet and videotape. 

Other Information 
The collaborative approach and encouragement for participants to determine their own goals, 
and how and when to make behaviour change was a positive element of the study. 
The time commitment of health educators is a minimum of 10 minutes per employee, every six 
months. 

References 
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Stroke Prevention in China

Date of Intervention: 1987-1990 

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
Beijing Neurosurgical Institute, China and University of Washington, USA  

Overview 
The purpose of this study was to evaluate the effectiveness of an intervention aimed at 
reducing multiple risk factors for stroke. The goal was to reduce the incidence of stroke by 25% 
after 3.5 years of intervention.  
This community-based intervention trial was conducted in 7 Chinese cities in 1987. It 
demonstrates the benefits to screening, selective intervention for high-risk individuals and 
mass distribution of educational leaflets - practices that are feasible in Canadian communities.  
The study used a cohort design and reports a reduction in stroke incidence in China over 3.5 
years using a multifactorial risk factor intervention program in a community health centre. The 
risk factor affected by the intervention was a reduction in the magnitude of blood pressure 
increase in the Intervention cohort.  
The target group for the program was residents who lived in proximity to the collaborating 
hospital for the intervention. The Cohort was enlisted by door-to-door recruitment until there 
was a sufficient sample size. A total of 37,662 subjects were recruited in the baseline survey. 
The Intervention and Control cohorts had equal numbers of participants - 18,786. Subjects’ 
mean age was 52 years and 47% were male.  

Results/Outcomes 
The study documented several outcomes including:  
A 3.5-year cumulative incidence of both nonfatal and fatal stroke that was lower in 
theIntervention cohort vs. the control cohort (0.93% vs. 1.34%). Compared with the Control 
cohort, the overall incidence of nonfatal stroke was 2% less and fatal stroke was 40% less in 
the Intervention cohort.  
The ratio of ischemic to hemorrhagic stroke was 1:1.1 in both cohorts  
The proportion of established hypertension was lower in the Intervention compared to the 
Control cohort and increase by 4.3% in the Intervention compared to 7.8% in the Control 
cohort.  
The prevalence of heart disease and diabetes increased significantly in both cohorts  
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The prevalence of smoking remained constant in both cohorts  
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Setting 
• Community at Large  

• Hospital-based 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Type 2 Disease 

• Hypertension 

Audiences  
• Adults (19-64 years) 

Risk Factors and Other Issues 
• Alcohol and Other Drug Abuse 

• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Approach 
• Awareness 

• Screening 

• Education 

Program Description 
The main activities of the study included visits to the study clinic, pharmacologic therapy and 
lifestyle modification.  
The study began with a survey to obtain baseline data and screen for intervention (medical 
history, smoking and drinking status). Physical and neurological examinations were also 
performed to measure and document Blood Pressure, height, and weight.  
Each of the study cohorts then received different treatment. The Control cohort received no 
study related lifestyle counseling or health education. The intent with the Intervention cohort 
was to manage the subjects who had hypertension, heart disease or diabetes by:  

• Attending the study clinic every 2 weeks (for hypertension or heart disease),  
• Attending the study clinic every 4 weeks (for hypertension), or  
• Attending the study clinic every 8 weeks (for borderline hypertension  

 
Treatment at the clinics included pharmacologic therapy and lifestyle modification including 
weight reduction, increased physical activity and moderation in dietary sodium and alcohol 
intake.  
The full intervention community received health education information related to stroke 
prevention. This was disseminated door-to-door through leaflets, posters and stickers that 
explained stroke risk factors.  

Resources  
A variety of resources were distributed for this program including leaflets, flyers and posters 
that explained stroke risk factors.  
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Other Information  
There was no information reported on staff or volunteer time required, nor costs of the study.  
This study demonstrates that community-based intervention over 3.5 years is effective for 
reducing the incidence of stroke in China. The strategy for assigning Intervention/non-
Intervention cohorts (on a whole community basis) was considered “noteworthy”.  
The mechanism for the reduction in stroke incidence is unclear, as the frequency of heart 
disease and diabetes increased and the prevalence of smoking and alcohol consumption 
remained unchanged in the Intervention cohort. The explanation offered for the reduction in 
stroke incidence is that fewer subjects in the Intervention cohort developed hypertension. 
Although the prevalence of hypertension increased in both cohorts, the size of increase was 
lower in the Intervention cohort. Thus, prevention of hypertension appears to be more readily 
accepted and implement in the community, compared to other risk factors.  
An advantage of this study is its large sample size and long duration. However, the 
nonrandomized cohort design limits the strength of the findings. In addition, some bias may 
have been introduced into the study as the dropouts in the Intervention group (19%) had more 
stroke risk factors than did those who completed the study. The intensity of the monitoring was 
greater in the Intervention that the Control cohort which may have diminished the effect.  

References 
Fang X-H, Kronmal, R.A., Li S-C et al. (1999). Prevention of stroke in urban China: A 
community-based intervention trial. Stroke, 30, 495-501. 
 



 

 
Stroke Screening Program

Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
Clemson University, Clemson, South Carolina  

Overview 
The purpose of this study was to determine the impact of a stroke screening and education 
program on participants’ knowledge of warning signs and risk factors for stroke and to 
determine self-reported behaviour changes as a result of the program.  
The “stroke belt” is an 8 -10 state region of the southeastern US with a high stroke mortality 
rate. In this high-risk area, a community health screening program was initiated. The effects of 
the program were an increase in participants’ knowledge of stroke, an awareness of personal 
stroke risk factors and an impact on self-reported lifestyle behaviour change over the 6 months 
of the study.  
The participants ranged in age from 32 to 83 years of age and the mean age was 57. Of the 
107 participants who completed the first screening session, 53% were female, 26% were from 
a minority group and 98% had at least one stroke risk factor.  

Results/Outcomes 
The study resulted in some promising outcomes including:  
Increased knowledge of stroke, warning signs and emergency action for stroke between the 
pre-test and 1, 3 and 6 months but no difference in responses comparing 1, 3, and 6 months  
Good awareness of personal stroke risk factors: personal risk factors identified with 86% 
accuracy  
Almost 50% of participants reported having made at least one lifestyle change to reduce stroke 
risk  
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Prevention of Chronic Disease   
and Conditions 

• Stroke 

• Hypertension 

Audiences  
• Adults (19-64 years) 

Setting 
• Hospital-based 

Approach 
• Awareness 

• Screening 

• Education 

Program Description 
The intervention began with a screening session where participants completed a National 
Stroke Association (NSA) stroke risk appraisal form. The form asked about personal history, 
stroke knowledge, and treatment history. Screening tests were performed for serum 
cholesterol, Blood Pressure, weight, body fat %, and blood glucose. Then, a Registered Nurse 
offered individualized counseling on ways to control risk factor for stroke and education of 
warning signs for stroke. A dietitian and pharmacist were available if required.  
The intervention ended with telephone surveys at 1, 3 and 6 months after the screening to ask 
again about stroke knowledge and personal risk factor awareness.  
The intervention was delivered in a community health setting.  

Resources  
Although no specific mention was made of staff or volunteer time, costs, or training required, 
the intervention required the services of a Registered Nurse to deliver individual counseling 
sessions on stroke education.  

Other Information  
The stroke prevention screening proved to be an effective way to educate a community group 
about personal risk factors for stroke. The knowledge gained at screening was retained up to 6 
months as assessed by telephone survey. However, the relatively small sample size (n=107) 
screened limits the generalizability of the findings. It has the potential to educate a wider 
audience. The pre-post-test study design and self-reported behaviour change limits the validity 
of the results.  

References 
Willoughby, D.F. & Sanders, L. (2001). The impact of a stroke screening program. Public 
Health Nursing, 18(6), 418-423. 
 



 

 
Well-Integrated Screening and Evaluation 

for Women in Massachusetts, Arizona and 
North Carolina (WISEWOMAN)

Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

 

Promising Practice
 

Source 

 

Overview 
The Well-Integrated Screening and Evaluation for Women in Massachusetts, Arizona and 
North Carolina (WISEWOMAN) Projects tested the feasibility and effectiveness of adding 
cardiovascular disease prevention to a nationwide breast and cervical cancer screening 
program. Women agreeing to participate at each selected site were assessed for level of CVD 
risk factors. Sites were assigned to minimum intervention (MI) or enhanced intervention (EI). 
Minimum intervention consisted mainly of brief counselling and referral. Enhanced  
interventions were tailored to each population, and consisted of skill-building and facilitating 
activities designed to improve nutrition and physical activity. Results are not available for 
Arizona, however results for Massachusetts and North Carolina show that blood pressure, total 
cholesterol, and HDL cholesterol profiles of both the EI and MI groups improved, body weight 
was maintained, and smoking declined. Although the10-year estimated CHD death rate  
declined more in the EI group, the difference between groups was not statistically significant.  
The target audience was women under 50 years of age who were financially disadvantaged or 
who were uninsured or underinsured.  

Results/Outcomes 
There were two types of goals for this project: research and intervention. The research goal  
was:  

• To determine whether a low-intensity minimum intervention or a higher-intensity 
enhanced intervention, when added to an existing cancer screening program for 
financially disadvantaged women, will improve cardiovascular disease risk factors and 
coronary heart disease death rate  

 
The Intervention goals were:  

• To improve CVD risk factors through increased physical activity and adequate nutrition  
• To lower dietary fat and cholesterol intake  
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• To increase physical activity to at least 30 minutes of moderate to vigorous exercise on 
most days of the week  

Objectives for the program were:  
 
Minimum Intervention (MI) Objectives:  

• To follow up with high-risk participants through the health department’s usual 
counselling systems, educational materials, and referral to a physician  

 
Enhanced Intervention (EI) Objectives for each site were:  
North Carolina:  

• To attend 3 individual counselling sessions with a public health nurse, health educator, 
or nutritionist  

• To select, with the help of health department staff, two or three behaviour change 
strategies to work on between each counselling session  

 
Massachusetts:  

• To attend two New Leaf counselling sessions  
• To attend group interventions including physical activity programs (e.g., mall-based and 

outdoor walking programs), and cultural festivals incorporating physical activity, 
nutrition, and stress management  

 
Arizona:  

• To work with promotoras to integrate physical activity into their lives  
 
The “New Leaf” intervention program used in WISEWOMAN was based on a previous 
intervention entitled “Food for Heart”.  
Results for both process and outcome evaluation were reported. The purpose of the process 
evaluation was to gather information on aspects of the program operation, including 
information regarding clinic flow, staff and client acceptance, as well as the financial costs of 
screening and intervention. In Massachusetts, 77% of women in the Enhanced Intervention 
(EI) received New Leaf counseling and 48% participated in classes and cultural festivals. In 
North Carolina, 85% of participants attended at least 1 of 3 Enhanced Intervention counseling 
session, while 60% attend all three sessions. Data from Arizona were not available.  
 
Outcome Evaluation  
The results from North Caroline and Massachusetts were combined and revealed that:  

• Blood pressure, total cholesterol, and high-density lipoprotein cholesterol profiles 
improved in both groups  

• Body weigh was maintained  
• Smoking declined  
• The 10-year estimated coronary heart disease death rate (per 1000 women) declined by 

(ip)3.5 deaths for the EI group, and .7 for the MI group  
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• Reductions in clinical outcomes were modest and not significant  
Some reasons for the absence of an Intervention effect include:  

• Inadequate implementation of the intervention due in part to difficulties with staff training 
and the complexity of the physical activity assessment (PAA) tool  

• Insufficient strength of the intervention  
• Higher than expected impact of usual care in the minimal intervention groups  

 
To improve the intervention for future use, the workgroup has simplified the PAA, streamlined 
the intervention process and increased its flexibility, and added assessment and counseling 
components designed for individuals with physical impairments. They stress that further work 
is needed to refine interventions applicable to this high-risk population of financially 
disadvantaged women with little or no health insurance.  
 
Results from Arizona were not available.  

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Hypertension 

Audiences  
• Adults Female (19-64 years) 

Risk Factors and Other Issues 
• Physical Inactivity 

• Tobacco Use 

• Unhealthy Eating/ Nutrition 

Audiences Characteristics 
• Community Volunteer 

• Individuals Living in Low Income Situation 

Setting 
• Community at Large  

• Hospital-based 

Approach 
• Awareness 

• Education 

Program Description 
In each state, the intervention was implemented slightly differently:  

• North Carolina used public health nurses, health educators and nutritionists  
• Arizona trained Hispanic women as lay health advisors, or promotoras  
• Massachusetts relied on paid and volunteer staff  

 
Each site implemented Minimal and Enhanced Interventions (MI and EI). Minimum 
interventions consisted of baseline screening for CVD risk factors, minimal on-site counseling, 
education, referral and follow-up using established protocols. Enhanced Interventions involved 
specially designed education and intervention programming tailored to the particular population 
served.  
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The counseling tool (New Leaf…Choices for Health Living) was used by North Carolina and 
Massachusetts. It was a structured diet and physical activity assessment and intervention 
program to guide counseling by clinic staff who were not specialists. It was designed to help 
counselors and patients deal with obstacles to lifestyle modification, such as complexity, cost, 
lack of time, cultural irrelevance and lack of practical implementation strategies. The physical 
activity component of “New Leaf” encouraged a daily accumulation of moderate activity rather 
than less frequent, more vigorous activity. 

Resources 
The main resource developed for the program was “New Leaf…Choices for Healthy Living”. It 
was a structured counseling and assessment tool that was adapted from the “Food for Heart” 
program. The materials are contained in a single loose-leaf notebook from which assessment 
and monitoring pages can be removed for filing at the health department.  

Other Information 
This program model (supplementing an existing program for low-income women) was shown 
to be feasible and may be an effective means for promoting healthy dietary practices.  

References 
Rosamund, W.D. et al. (2000). Cardiovascular disease risk factor intervention in low-income 
women: The North Carolina WISEWOMAN Project. Preventive Medicine, 31, 370-379. 
The WISEWOMAN Work Group. (1999). Cardiovascular disease prevention for women 
attending breast and cervical cancer screening programs: The WISEWOMAN Projects. 
Preventive Medicine, 28, 496-502. 
Will, J.C. et al. (2001). Reducing risk for cardiovascular disease in uninsured women: 
Combined results form two WISEWOMAN Projects. Journal of American Medical Women’s 
Association, 56, 161-165. 
 



 

 
Women’s Healthy Lifestyle 

Project
Date of Intervention: N/A

Originally Reviewed: April 2005
Last Updated: July 2007

Promising Practice
 

Source 
University of Pittsburgh (Pittsburgh, Pennsylvania) 

Overview 
The Women’s Healthy Lifestyle Project (WHLP) was a 5-year randomized clinical trial. 535 
healthy pre-menopausal women were randomized into either an intervention group or an 
assessment-only group. The mean age of participants was 47 years, and most of the women 
were white and had at least some college education. The participants in the intervention group 
were asked to lower their intake of total fat, saturated fat, and total cholesterol to achieve a 
modest weight loss, and to increase physical activity levels. The intervention included an 
intensive group program during the first 6 months and follow-up individual/group sessions from 
6 through 54 months. Results show that the intervention group had a significantly lower 
increase in LDL, triglycerides, and glucose, significantly greater weight loss, and a significantly 
greater decrease in waist circumference than did the assessment-only group.  
The target audience was healthy women between the ages of 44-50 who had experienced less 
than 3 months ammenorrhea in the six months prior to the study.  The sample was 
predominantly Caucasian, married, and highly educated, working women.  The mean BMI was 
25 kg/m2, and only 9% of the sample was smokers. 

Results/Outcomes 
There were two sets of goals for the project:  research goals and Lifestyle Intervention goals.  
The research goals were: 
To determine whether a diet and physical activity lifestyle intervention would prevent increases 
in LDL cholesterol and body weight observed in women during the transition from pre- to post-
menopausal states; and 
To assess the relationship between hormone replacement therapy and changes in LDL 
cholesterol, and determine whether the intervention has an impact of subjects’ blood pressure, 
glucose levels, HDL cholesterol, triglycerides, and apolipoproteins. 
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The Lifestyle Intervention goals were: 
• Lower total fat intake to 25% of daily calories 
• Lower saturated fat intake to 7% of daily calories 
• Lower dietary cholesterol intake to 100mg/day 
• Follow a 1300- or 1500-kcal meal plan for the first 4 weeks, gradually modifying the 

meal plan to include novel or favourite foods 
• Achieve a modest weight loss of 5, 10, or 15 pounds for baseline BMI of ≤ 24, 25-26, or 

≥ 27 kg/m2 respectively  
• Increase moderate-intensity physical activity in a stepwise fashion to a minimum 

expenditure of 1000 kcal per week, up to 1500 kcal/week or more depending on 
baseline activity level 

• Increase daily lifestyle physical activity (e.g. climbing stairs instead of using an elevator) 
 
The objectives of the Lifestyle Intervention were: 

• To attend a 15-session group program held over the first 20 weeks of the study 
• To self-monitor total fat, saturated fat, and energy intakes for the first 6 months 
• To attend group meetings monthly during months 6 to 8, and then bimonthly during 

months 9-14 
• To attend refresher programs on nutrition, weight control, and physical activity during 

months 14 and 54 
 
Process and outcome evaluations were conducted. 
For the process evaluation, researchers measured adherence to treatment by tracking 
attendance at group sessions.  Tracking showed that participants attended (on average) 76% 
of 15 sessions during the initial 20-week phase of intervention.  The number of treatment 
sessions attended was significantly correlated with change in risk factors such as weight, total 
cholesterol and glucose. 
 
Outcome results at the 54-month examination showed: 

• Significantly less of an increase in LDL cholesterol in the Intervention group than in the 
Assessment-only group 

• A slight but significant decrease in weight for the Intervention group 
• Increase in weight, triglycerides and glucose for the Assessment-only group 
• Significant decrease in waist circumference in the Intervention group 
• No differences in HDL cholesterol or blood pressure between the groups 
• Women taking hormone replacement therapy had a smaller increase in LDL cholesterol 

 
It was noted that community supports are necessary for impact or to enhance program impact.  
Two that were mentioned include: 

• Adequate opportunities for physical activity/recreation in the community that are easily 
accessible to all women 

• Recruitment efforts that provide for more varied ethnic and socioeconomic backgrounds 
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Setting 
• Hospital-based 

Prevention of Chronic Disease   
and Conditions 

• Cardiovascular Disease 

• Stroke 

• Type 2 Disease 

Audiences  
• Adults Female (19-64 years) 

Risk Factors and Other Issues 
• Physical Inactivity 

• Unhealthy Eating/ Nutrition 

Approach 
• Education 

 

Program Description 
Participants in the WHLP were randomly assigned to a Lifestyle Intervention group or to an 
Assessment-only control group. Both groups attended follow-up clinic assessments at 6, 18, 
30, 42, and 54 months after randomization.  
 
The lifestyle intervention was implemented in two Phases: 
Phase 1: The first 20 weeks included 10 weekly group meetings followed by 10 biweekly 
meetings. This phase consisted of participants following a reduced-calorie diet and limiting 
total fat, saturated fat, and cholesterol as per the aims of the study. Beginning at the third 
week, interventionists provided education to gradually increase participants’ physical activity. 
Phase 2: Following the initial 20-week intensive intervention, participants entered the 
maintenance phase of the program. This phase consisted of three monthly group meetings, 
followed by 3 bimonthly meetings. Thereafter, participants were provided group, mail, or 
telephone contact on average every 2 to 3 months. In addition, 6-week refresher programs 
were offered to all participants, as well as individual visits, group meetings, or telephone 
support for adherence difficulties.  

Resources 
None mentioned. 

Other Information 
This intervention is labour intensive and did not determine the efficacy of specific intervention 
components:  prevention of weight gain through caloric reduction, low fat diet, and increased 
physical activity, or change in fatty acid composition of the diet. 
Future research could make use of newer nutritional approaches which may further enhance 
the reduction of LDL cholesterol levels. 
While costs were not specified, there was only an 11.6% response rate to mailings for 
recruitment purposes, and the numerous baseline measures would have likely been fairly 
expensive. 
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The results have somewhat questionable generalizability given the homogeneity of the group.  
The program could fit reasonably well with other lifestyle interventions since the dietary and the 
physical activity recommendations can be achieved through a variety of methods. 

References 
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Simkin-Silverman, L.R. et al. (1995). Prevention of cardiovascular risk factor elevations in 
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Simkin-Silverman, L.R., Wing, R.R., Boraz, M.A., Meihahn, E.N. & Kuller, L.H. (1998). 
Maintenance of cardiovascular risk factors changes among middle-aged women in a lifestyle 
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