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Highlights

•	 Canadian physical activity organi­
zations continue to report having 
good capacity to adopt, imple­
ment, and promote physical activ­
ity initiatives.

•	 There was no discernible change 
in key dimensions of capacity over 
five years since ParticipACTION’s 
relaunch.

•	 The majority of respondents agreed 
or strongly agreed that Partic­
ipACTION had contributed to not 
only creating a more active Canada 
but contributed positively to the 
physical activity and sport sector.

Abstract 

Introduction: ParticipACTION is a Canadian physical activity communications and social 
marketing organization relaunched in 2007. This study assesses the capacity of 
Canadian organizations to adopt, implement, and promote physical activity initiatives. 
The four objectives were to compare findings from baseline (2008) and follow-up (2013) 
with respect to: (1) awareness of ParticipACTION; (2) organizational capacity to adopt, 
implement and promote physical activity initiatives; (3) potential differences in capacity 
based on organizational size, sector, and mandate; and (4) assess perceptions of 
ParticipACTION five years after relaunch.

Methods: In this cross-sectional study, representatives from local, provincial/territorial, 
and national organizations completed an online survey assessing capacity to adopt, 
implement, and promote physical activity. Descriptive statistics and one-way analyses 
of variance were conducted to examine the objectives.

Results: Response rate for opening an email survey invitation and consenting to partici­
pate was 40.6% (685/1688) and 540 surveys were completed. Awareness of ParticipACTION 
increased from 54.6% at baseline to 93.9% at follow-up (Objective 1). Findings at both 
baseline and follow-up reflected good organizational capacity to adopt, implement and 
promote physical activity (Objective 2) although some varied by organizational sector 
and mandate (Objective 3). Most respondents reported that ParticipACTION provided 
positive leadership (65.3%), but there was less agreement regarding ParticipACTION’s 
facilitation of infrastructure (44.0%) or organizational will/motivation (47.1%)(Objective 4).

Conclusion: Canadian organizations continue to report having good capacity to adopt, 
implement, and promote physical activity. There was no discernible change in capacity 
indicators five years after ParticipACTION’s relaunch although its broader contribution 
to the physical activity sector was endorsed.
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leadership to enable effective health 
promotion.”1,p.341 Capacity building is, 
therefore, a vital “upstream” component 
for promoting health and includes equip­
ping individuals with the knowledge and 
skills to promote physical activity, thereby 
ensuring organizations are resourced and 
have the necessary infrastructure to sup­
port initiatives, form and sustain partner­
ships, and provide leadership and direction 
to work towards shared goals. It is not 
immediately clear how the high preva­
lence of physical inactivity in Canada2,3 
can be effectively addressed without suffi­
cient organizational capacity.4 Yet, evalua­
tion of population-level initiatives tends to 
focus on individual-level behaviour change 
(e.g., physical activity behaviour) and not 

Introduction 

The development of organizational capac­
ity to advocate for and implement physi­
cal activity initiatives remains crucial in 

addressing physical inactivity at a popula­
tion level. The World Health Organization 
(WHO) has defined capacity building as 
“the development of knowledge, skills, 
commitment, structures, systems and 
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more distal, systemic factors (e.g., organ­
izational capacity) underpinning that 
behaviour change.5 

The mission of ParticipACTION when it 
was relaunched in 2007 was to move 
beyond physical activity program delivery, 
and contribute to social marketing, com­
munications, and partnership synergy in 
Canada.6 A particular emphasis was on 
encouraging and supporting the coordi­
nated actions of other organizations, and 
contributing to capacity building within 
communities. Enhancing Canadian organi­
zational capacity to mobilize and advo­
cate for physical activity was thus identified 
as a key objective of ParticipACTION. 
Accordingly, we collected baseline data in 
2007 assessing awareness of organizations 
regarding ParticipACTION, and percep­
tions of organizational capacity to mobi­
lize and advocate for physical activity.7 
This has provided the unique opportunity 
for on-going tracking and evaluation of 
the impact of ParticipACTION on organi­
zational capacity, and capacity among 
organizations to implement ParticipACTION 
initiatives. Evidence suggests that key 
components of organizational capacity 
include coalition building, networking, 
planning, management, delivery and eval­
uation of programs, and acquisition and 
availability of resources for physical activ­
ity promotion. However, knowledge about 
organizational capacity and its develop­
ment is limited.8

At baseline, we were interested in how 
ParticipACTION may become a stimulus 
and resource for developing capacity in 
terms of leadership (e.g. the process of 
developing partnerships, collaborations, 
and linkages within the community 
[see9]), policy making or “will” (e.g. the 
process of developing vision, mission, and 
political will of the target community to 
implement and sustain a health initiative), 
and infrastructure (e.g. the process of 
developing a supportive system and organ­
ization in the health sector, the skills, 
knowledge, and resources for health pro­
motion).10 It was expected that an organi­
zation’s capacity in terms of its leadership, 
will and infrastructure should influence 
the extent to which the initiatives of 
ParticipACTION could be adopted and 
implemented within those organizations.11 

Baseline data collection took place before 
ParticipACTION began disseminating infor­
mation. Using an online survey, key 

Canadian informants (n=268; response 
rate 29.7%) representing provincial and 
national organizations from a range of 
sectors (e.g., sport, recreation, public 
health, education) reported on organiza­
tional awareness of ParticipACTION and 
their capacity for physical activity promo­
tion.11 Findings indicated good organiza­
tional capacity in Canada to promote 
physical activity based on reported means 
of approximately 4.0 (on 5-point scales 
ranging from 1 = “not at all” to 5 = “very”) 
for capacity to adopt, implement, and pro­
mote physical activity campaigns.11 Although 
no specific patterns were observed, some 
differences were found by sector and 
mandate. For instance, organizations in 
the government sector reported greater 
capacity to adopt new campaigns com­
pared to not-for-profit organizations. Addi­
tionally, organizations with an educational 
mandate reported greater capacity for 
adoption than public health/health care 
organizations. Finally, organizations with 
an educational mandate also reported 
greater capacity to implement physical 
activity initiatives compared to those with 
a sport and recreation mandate. Overall, 
this baseline study concluded that irre­
spective of size, sector or mandate, the 
majority of the surveyed Canadian organi­
zations reported having the capacity to 
work with initiatives that would emerge 
from ParticipACTION.

Previous studies in Canadian health pro­
motion initiatives have used a five-year 
time frame to assess changes in capacity 
development.10,12,13 Although it is possible 
that capacity changes within organiza­
tions may take longer than five years after 
the relaunch of ParticipACTION, we repli­
cated the same methods in terms of sam­
pling frame, procedures and measures as 
our baseline study.11 The objectives of this 
study were to compare baseline (2008) 
and follow-up (2013) findings with respect 
to: (1) awareness of ParticipACTION among 
physical activity organizations; (2) organi­
zational capacity to adopt, implement, 
and promote physical activity initiatives; 
(3) potential differences in capacity based 
on organizational size, sector and primary 
mandate; and also to: (4) assess percep­
tions of ParticipACTION five years after 
relaunch.

Methods

Invitations requesting participation in the 
study were sent via email with up to three 
additional reminder emails based on a 

modified Dillman technique.14 An email 
marketing service called Mail Chimp15 was 
used to send emails and track the number 
of emails opened, and the undeliverable 
emails (bounces), and also provide an 
option to unsubscribe from future emails.16 
This email service ensured that reminder 
emails were only sent to individuals who 
had not clicked on the survey link. 
Contacts for the 2008 baseline study 
(respondents and non-respondents), pro­
vincial lead organizations on an active 
school travel intervention, and members 
of the ParticipACTION Partner Network (a 
virtual network of Canadian organiza­
tions) were invited. Independent, cross-
sectional samples were used at baseline 
and follow-up as it was not possible to 
track organizations across the two studies. 
As a modification of our baseline proto­
col, we also emailed invitees prior to 
sending the survey invitation with a brief 
overview of the survey goals and a time­
line for when it will be sent.17 Additionally, 
broader announcements of the survey 
were made (November to December 2012) 
via ParticipACTION and the ParticipACTION 
Partner Network to alert the physical 
activity sector that the survey was occur­
ring from January to February 2013. 
Specific invitations were sent to individu­
als identified as a key contact having 
knowledge of their organization (e.g. 
directors, program coordinators) that 
specified “the survey should be completed 
by a representative from your organiza­
tion who has a good knowledge of your 
organization to provide us with the most 
accurate feedback possible.” Upon access­
ing the survey, invitees had the option to 
consent to participate, choose whether or 
not to continue with the survey, or to exit. 
A final question invited respondents to 
participate in a follow-up qualitative 
study. In total, 1688 unique respondents 
opened an email with a survey link. More 
information about outcome rate calcula­
tions is available elsewhere.16 The study 
received ethics approval from the Research 
Ethics Board at the University of Toronto.

Measures

The online instrument was modified from 
the baseline questionnaire in both official 
languages (French and English) using 
Survey Monkey. The baseline question­
naire was originally developed by mem­
bers of the research team and evaluated 
by external reviewers who assessed the 
design of the instrument for ease of 
access, navigation, and completion. The 
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same measures were used with the addi­
tion of items regarding perceptions of 
ParticipACTION’s impact. Organizational 
characteristics assessed organizational size 
(<10, 10 to 39, 40+ employees), years 
involved in physical activity or health care 
promotion, scope of activity (i.e., local, 
provincial, national), organizational sec­
tor (i.e. government, not-for-profit, pri­
vate), and primary mandate (i.e., public 
health/health care, sport and/or recre­
ation, education). For every question in 
the survey, an additional “skip” response 
was made available for respondents 
choosing not to answer.

Awareness of ParticipACTION

Single-item questions assessed organiza­
tional knowledge about ParticipACTION: 
“Have you heard anything about 
ParticipACTION in the last 12 months?” 
(with a “Yes/No” response option); “Are 
you aware of any ParticipACTION resources?” 
(with a “Yes/No” response option); and 
“How did you hear about the “new” 
ParticipACTION?” (with the following 
response options: media [newspapers, 
television, radio, internet], government, 
from other organizations, word of mouth, 
and other).

Organizational capacity scales

Three organizational capacity scales with 
response options ranging from (1) “not at 
all” to (5) “very” assessed organizational 
capacity to: (a) adopt a new physical 
activity initiative (7-items; α = .92); 
(b) implement a new physical activity ini­
tiative (11-items; α = .92); and, (c) exter­
nally promote a new physical activity 
initiative (9-items; α = .87). Cronbach’s 
alpha (α) provides an estimate of how 
well items in a scale are measuring the 
same concept (i.e., internal consistency).18 
Values lie between 0 and 1 where values 
greater than 0.70 are generally interpreted 
as having good internal consistency.18 
These scales were modified from validated 
scales developed for the Alberta Heart 
Health Project (AHHP)10,19 that specifically 
assessed organizational leadership,20 infra­
structure7, and will,21 and demonstrated 
good reliability at baseline11.

Perceptions of ParticipACTION

Perceptions of the impact of ParticipACTION 
on organizational capacity were also 
asked using the five-point Likert Scales 
ranging from (1) “strongly disagree” to 

(5)  “strongly agree”. These new items 
addressed leadership, infrastructure, and 
will, as well as perceptions of the broader 
impact of ParticipACTION. Responses of 
disagreement (“strongly disagree” and 
“disagree”) were combined, and responses 
of agreement (“strongly agree” and 
“agree”) were combined. Items were 
examined individually.

Statistical analysis 

Descriptive statistics were estimated to 
address Objectives 1, 2 and 4  (i.e. to 
assess awareness of ParticipACTION, both 
original and new, and to report baseline 
levels of the three organizational capacity 
domains). To address Objective 3 (to 
explore potential differences of the three 
capacity domains), univariate, one-way 
analyses of variance (ANOVA), and inde­
pendent samples t-tests were conducted to 
examine capacity score differences on 
each of the three capacity domains (i.e., 
to adopt, implement, and promote a new 
physical activity initiative) by each of the 
three organizational characteristics (i.e., 
size, sector, mandate). Pairwise compari­
sons were then conducted with statistical 
significance set at p < 0.05. As survey 
responses were missing at random, list­
wise deletion was used to handle missing 
data for each analysis.

Results 

Response rate

Figure 1 illustrates the study flow and the 
response rate for the survey. The response 
rate for those opening an email with a sur­
vey link and consenting to participate was 
40.6% (685 consenting/1688 unique recip­
ients who opened an email with a survey 
link). 

Respondent and organizational 
characteristics

Respondents from organizations working 
at provincial, territorial or local levels 
were relatively well distributed reflecting 
the Canadian population (see Table 1). 
One exception was Quebec, where the 
proportion of responses was roughly half 
of what would be expected based on the 
population distribution. The majority of 
respondents were between the ages of 35 
to 50 years (238/532 = 44.7%), followed 
by 50 years and older (183/532 = 34.4%), 
and under 35 years of age (111/532 = 
20.9%). Though a large proportion of 

respondents had been working as employ­
ees in a field related to physical activity 
and/or health promotion for 11 or more 
years (295/488 = 60.5%), most had been 
with their current organization for a 
decade or less (316/516 = 61.2%) (see 
Table 2). 

With respect to the target population(s) 
for each organization’s work related to 
physical activity, the majority focussed on 
school-aged youth (479/541 = 88.5%). 
Many also reported that they focussed on 
adults (277/541 = 51.2%), children ages 
0 to 4 years (158/541 = 29.2%), older 
adults 65 years and above (180/541 = 
33.3%), and staff within their organiza­
tion (74/541 = 13.7%).

The follow-up sample reported here was 
similar to the baseline sample reported by 
Plotnikoff and colleagues11 with several 
exceptions. There were fewer national and 
provincial organizations in the current 
sample (9.6% versus 29.6% national; 
19.3% versus 30.6% provincial), and less 
organizations with 40 or more full-time 
employees (25.0% versus 46.6%). In the 
follow-up sample, there was also a lower 
proportion of organizations with an edu­
cational mandate (32.5% versus 48.0%), 
and a greater proportion of organizations 
from urban planning/transportation (1.3% 
versus 0%) and the private sector (4.6% 
versus 1.6%).

A single question on a 5-point Likert scale 
ranging from 1 = “not at all” to 5 = “very” 
asked respondents how confident they 
were that their answers accurately 
reflected their organization as a whole. 
Overall, respondents appeared confident 
that they were knowledgeable about their 
organization’s physical activity promotion 
efforts, i.e. M (SD) = 4.24 (0.86). 

Awareness of ParticipACTION (Objective 1)

Out of 669 respondents, the vast majority 
(93.9%) indicated they had heard of 
ParticipACTION since it was relaunched in 
2007. Awareness was 54.6% in the base­
line sample. Most respondents (502/626 = 
80.2%) heard about ParticipACTION through 
media outlets (e.g. newspapers, television, 
social media). Several respondents were 
also members of the ParticipACTION 
Network (216/626 = 34.5%), involved in 
an Advisory Group or ParticipACTION ini­
tiative (131/626 = 20.9%), and/or heard 
of ParticipACTION through a presentation 
or webinar (86/626 = 13.7%), listserv 
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(71/626 = 11.3%), or through other mech­
anisms (e.g. partner organizations and 
colleagues) (63/626 = 10.1%). 

Levels of three organizational capacity 
domains (Objective 2)

Table 3 shows baseline and follow-up 
capacity levels (to adopt, implement, and 
promote a new physical activity initiative) 
by organizational size, sector, and organi­
zational mandate (Objective 2). Similar to 
baseline, organizations reported means of 
approximately 4.0 (on 5-point scales 
where 1 = “not at all” and 5 = “very”) 
across the three capacity domains by each 
of the three organizational characteristics. 
Capacity levels were consistent at both 
time points with little variability as mini­
mum and maximum differences between 
baseline and follow-up ranged from −.09 
to + .11.  

Differences in capacity based on 
organizational size, sector and mandate 
(Objective 3)

Effect sizes were small but there were two 
statistically significant differences by orga­
nizational size, sector or mandate 
(Objective 3; see Table 3). Organizations 
having no full time employees reported 
less capacity to implement a physical 
activity initiative in comparison to those 
organizations with full time employees. 
Also, public health organizations reported 
greater capacity to implement a physical 
activity initiative than sport and/or recre­
ation organizations. 

Perceptions of ParticipACTION (Objective 4)

The majority of respondents agreed or 
strongly agreed that ParticipACTION had 
contributed to creating a more active 
Canada (63.2%) and contributed posi­
tively to the physical activity and sport 
sector (72.9%) (see Table 4). In terms of 
specific capacity contributions, the major­
ity of respondents reported that Partic­
ipACTION had provided leadership (65.3%) 
but fewer ‘agreed’ or ‘strongly agreed’ 
that it had contributed to capacity and 
infrastructure (44%) or organizational 
will/motivation (47.1%).

Discussion 

This study examined the impact of a 
national social marketing organization on 
capacity building among other national, 
provincial, and local organizations over 

FIGURE 1 
Response tree

Invitations delivered 
3707

Invitations opened 
966

Invitees entering survey 
850

Invitees consenting to participate 
685

Completed surveys 
540

Invitations sent 
3834

Dropouts 
85

Declined 
69

Invitees answering consent question 
754

Undeliverable (bounced) invitations 
127

Partially completed surveys 
145

TABLE 1 
Survey responses by province/territory among respondents working  

at provincial, territorial or local levels 

Province/Territory
Response of total sample  

n (%)
% of Canadian populationa

British Columbia 73 (14.9) 13.3

Alberta 67 (13.6) 11.1

Saskatchewan 18 (3.7) 3.1

Manitoba 26 (5.3) 3.6

Ontario 163 (33.2) 38.7

Quebec 46 (9.4) 23.1

New Brunswick 24 (4.9) 2.2

Nova Scotia 35 (7.1) 2.7

Prince Edward Island 7 (1.4) 0.4

Newfoundland/Labrador 17 (3.5) 1.5

Yukon 5 (1.0) 0.1

Northwest Territories 5 (1.0) 0.1

Nunavut 5 (1.0) 0.1

Total 491b (100) 100

a Based on Census figures for 2012 (Statistics Canada).
b National respondents were not asked to choose a province/territory.
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TABLE 2 
Organizational characteristics

Organizational characteristic Frequencya (n) (%)

How many years has your organization been involved in physical activity or health promotion?

Less than 5 years 61 11.5

5-10 73 13.8

11-15 51 9.6

16-20 39 7.4

More than 20 years 305 57.7

Total 529 100

Does your organization work mainly at the national, provincial or territorial, or local level?b

National 52 9.6

Provincial/territorial 105 19.3

Local 348 64.1

Regional 5 0.9

Multiple levels 24 4.4

International 4 0.7

Other 5 0.9

Total 543 100

How many people are there in your organization who work…

…full time? 0 75 14.1

1-9 194 36.5

10-39 130 24.4

40 or more 133 25.0

Total 532 100

…part time? 0 83 16.0

1-9 274 52.8

10-39 80 15.4

40 or more 82 15.8

Total 519 100

…volunteer? 0 56 11.0

1-9 161 31.5

10-39 140 27.4

40 or more 154 30.1

Total 511 100

Do you work in the government or education, not-for-profit or private sector?c

Government or education 268 49.5

Not-for-profit 233 43.1

Private 25 4.6

Other 15 1.8

Total 541 100

Which mandate does your organization primarily fall into?

Public health or healthcare 52 9.6

Sport and/or recreation 256 47.3

Education 176 32.5

Urban planning or transportation 7 1.3

Other 50 9.2

Total 541 100
a Partially completed surveys were included.
b “Regional”, “multiple” and “international” were specified by respondents who chose the “other” category. 
c Organizational sector: “government” and “education” were combined since all educational facilities are affiliated with provin-
cial education and school boards.

time. The participation rates increased 
from 269/902 = 29.7% at baseline to 
685/1688 = 40.6% at follow-up, showing 
that twice as many organizations took 
part in the follow-up study.16 It is possible 
that a larger number of organizations were 
contacted at follow-up because of ease of 
reach through the virtual ParticipACTION 
Partner Network, and also that new physi­
cal activity organizations emerged since 
the relaunch of ParticipACTION. Aware­
ness of ParticipACTION has increased 
from 54.6% at baseline to 93.9% at fol­
low-up, clearly suggesting that the ‘new’ 
ParticipACTION is well established nation­
ally in terms of recognition. The focus of 
this analysis was on providing a snapshot 
of organizational capacity five years after 
the relaunch of ParticipACTION.  

There was little evidence of change over 
the last five years in capacity to adopt, 
implement, or promote physical activity 
initiatives, and minimal attribution of 
capacity changes to ParticipACTION. At 
both time points, organizations (to which 
respondents belonged) reported good 
capacity on all of these dimensions. 
Capacity means ranged from 3.83 to 4.10 
on 5-point scales. Given the relatively 
high baseline scores, there may have been 
a ceiling effect with some organizations 
having limited room for improvement. 
Approximately 75% of the responding organ­
izations reported operating for over ten 
years and it may be that such organiza­
tions have less scope for expanding capac­
ity. Alternatively, for some organizations, 
particularly organizations that have recently 
emerged, it may take longer than five 
years to see changes in their capacity 
dimensions. The lack of comparable stud­
ies to the current one limits further inter­
pretation of these possibilities. Notably, a 
temporal trend analysis of the ParticipACTION 
Report Card on Physical Activity for 
Children and Youth demonstrated positive 
changes in government and non-government 
strategies and investments in Canada over 
the last 12 years.22  This might be reflected 
in the good capacity reported by partici­
pants at least in the context of children 
and youth settings.

There were also minimal differences in 
organizational capacity as a function of 
organizational size, sector, or mandate. 
Specifically, capacity to adopt and to pro­
mote physical activity did not vary by any 
of these characteristics. However, and as 
might be expected, organizations with no 
full-time employees reported lower capacity 
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TABLE 3 
Organizational characteristic group mean scores on three capacity domains, 2013 (follow-up year)

n

Capacity to adopt PA 
Initiative

M (SD)

n

Capacity to implement PA 
Initiative

M (SD)

n

Capacity to externally 
promote PA Initiative

M (SD)

Organizational size (number of full time employees)

0 62 3.98 (0.99) 66 3.63 (0.92) 66 3.70 (0.91)

1-9 173 4.02 (0.82) 181 3.97 (0.69) 172 3.88 (0.72)

10-39 125 4.07 (0.90) 126 3.95 (0.78) 117 3.92 (0.83)

40 + 129 4.08 (0.88) 122 3.95 (0.84) 117 3.79 (0.91)

Total 489 4.04 (0.88) 495 3.91 (0.79) 472 3.84 (0.83)

F (3, 485) = 0.24,  
p = .87, η2= .001

F (3, 491) = 3.34,  
p = .02a, η2= .02

F (3, 468) = 1.35,  
p = .26, η2= .009

Baseline (2008) 157 3.93 (0.70) 176 4.00 (0.64) 168 3.83 (0.77)

Organizational sector

Government or education 250 4.08 (0.86) 248 3.88 (0.80) 229 3.80 (0.88)

Not for profit 206 3.98 (0.91) 218 3.93 (0.78) 210 3.89 (0.76)

Private 23 4.16 (0.78) 21 4.09 (0.73) 23 3.79 (0.87)

Total 479 4.04 (0.88) 487 3.91 (0.79) 462 3.84 (0.83)

F (2, 476) = 0.86,  
p = .42, η2= .005

F (2, 484) = 0.80,  
p = .45, η2= .006

F (2, 459) = 0.57,  
p = .57, η2= .003

Baseline (2008) 159 3.94 (0.70) 179 4.00 (0.62) 172 3.79 (0.83)

Organizational mandate

Public health or healthcare 48 4.06 (0.92) 49 4.16 (0.70) 47 3.79 (0.84)

Sport and/or recreation 233 4.10 (0.82) 236 3.83 (0.78) 230 3.89 (0.74)

Education 159 4.01 (0.93) 163 3.92 (0.84) 147 3.75 (0.96)

Total 440 4.06 (0.87) 448 3.90 (0.80) 424 3.83 (0.83)

F (2, 437) = 0.60,  
p = .55, η2= .009

F (2, 445) = 3.60,  
p = .03b, η2= .02

F (2, 421) = 1.43,  
p = .24, η2= .01

Baseline (2008) 152 3.98 (0.65) 171 3.99 (0.64) 165 3.81 (0.82)

Abbreviations: M, mean; PA, physical activity; SD, standard deviation.
Notes: Partially completed surveys were included; therefore some data are missing.
Missing data were handled using listwise deletion. Consequently, n varies.       
All three capacity dimensions (adopt, implement, externally promote) were on a 5-point Likert scale ranging from 1 = “not at all” to 5 = “very”. 
One-way ANOVA tests with pairwise mean comparisons were used to examine organizational characteristic mean score differences on each of the three capacity domains. 
a Pairwise mean comparisons showed that organizations having 0 full time employees reported significantly lower capacity to implement PA initiatives compared to all other categories (p < .01).
b Pairwise mean comparisons showed that there was one significant difference in that organizations having a public health or healthcare mandate had greater capacity to implement a PA initiative 
compared to those with a sport and/or recreation mandate (p < .03).

to implement physical activity initiatives 
but differences were not statistically sig­
nificant. Similarly, public health organiza­
tions also reported greater capacity for 
implementation than sport/recreation 
organizations. The broader public health 
mandate of such organizations may be 
more in line with ParticipACTION, in con­
trast to the more specific mandates of 
sporting or recreation organizations. 
These differences were small in nature 
and caution is required in their 
consideration.

Respondents reported that ParticipACTION 
has had an impact on the physical activity 

sector in Canada and in supporting a more 
active Canada. This is largely reflected in 
positive perceptions of the organization’s 
contribution to leadership. As described by 
Faulkner and colleagues,23 ParticipACTION’s 
strategic priorities were on social market­
ing, communication, and knowledge 
exchange. Between 2007 and 2012, 
ParticipACTION has launched three 
national social marketing campaigns, and 
developed the ParticipACTION Partner 
Network for knowledge exchange among 
Canadian organizations (see introduction, 
this issue).23 In the baseline qualitative 
work, key stakeholders described a num­
ber of expectations they had for the new 

ParticipACTION.24 One was that Partic­
ipACTION’s advocacy role should include 
driving a broad physical activity agenda 
through the creation of a national physical 
activity policy. ParticipACTION led the 
development and extensive consultation 
process for such a national strategy, Active 
Canada 20/20.25 All of these activities 
likely contributed to perceptions of 
national leadership. Others26 have high­
lighted the importance of facilitating part­
nerships when building capacity to 
promote physical activity and sport. In 
contrast, ParticipACTION provided little or 
no direct infrastructure or resources to 
organizations in Canada. Accordingly, 
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ParticipACTION might have achieved 
what it was capable of, providing leader­
ship and contributing to the creation of a 
unified awareness of physical (in)activity, 
given that investment is primarily at a 
provincial/territorial level for infrastruc­
ture and resources. Qualitative research at 
baseline found high levels of will and 
motivation to engage in physical activity 
promotion.4 Consequently, impact on this 
capacity dimension is likely to be less evi­
dent. Further qualitative research may be 
able to shed light on all of these possibili­
ties in allowing a more in-depth examina­
tion of potential changes in organizational 
capacity that might be more nuanced in 
nature.

Limitations

Three important study limitations should 
be acknowledged. First, the cross-sec­
tional design is inferior to a longitudinal 
design in examining change over time. 
There were also some differences in the 
two samples in terms of the nature and 
size of the organizations. These limita­
tions should be considered in interpreting 
comparisons between 2008 and 2013 on 
organizational capacity (Objectives 2 and 
3) but are less salient considering aware­
ness (Objective 1) and perceptions of 
ParticipACTION (Objective 4). Second, 
the response rate was low at 40.6%. 
Though this was an improvement over the 

baseline response rate (29.7%), response 
bias is possible on the basis of these two 
limitations. However, there was diversity 
in the sample and a modified Dillman pro­
tocol was employed including a pre-
survey prompt and multiple follow-ups to 
improve response rates. Additionally, 
there is no way to account for the multi­
tude of other factors that have influenced 
the physical activity sector, making it 
impossible to determine the true influence 
(or lack thereof) of ParticipACTION. 

Conclusion 

This study contributes to the limited liter­
ature examining change in organizational 
capacity. Findings demonstrate that 
Canadian organizations involved in physi­
cal activity and health promotion continue 
to report having good capacity to adopt, 
implement, and promote physical activity 
initiatives. This holds irrespective of orga­
nizational size, sector, or mandate. There 
was no discernible change in capacity 
indicators in the five years since the 
relaunch of ParticipACTION. However, 
ParticipACTION was considered by most 
as making a positive contribution to lead­
ership on physical activity and the physi­
cal activity sector more broadly. 
Awareness of ParticipACTION is very 
high. Our findings demonstrate that moni­
toring potential change in organizational 
capacity is possible at a population level, 

and the present data can be used to 
inform ongoing and long-term evaluation 
of the impact of ParticipACTION.
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