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Abstract 

Americans do not engage in enough physical activity (PA) to achieve health benefits. 

Community Health Improvement Plans (CHIPs) are tools that local health departments (LHDs) 

can use to strategically change PA levels. However, strategies to implement physical activity are 

understudied, making it challenging for public health practitioners to use them to their full 

potential. This study aimed to describe the PA implementation strategies that LHDs use within 

their CHIPs. An online survey was developed and distributed to 67 randomly chosen, accredited 

LHDs within the United States. Questions were asked about respondents’ CHIP physical activity 

goals and objectives, barriers to increasing physical activity, and types of chosen implementation 

strategies using their perceived beliefs. Responses were analyzed using both qualitative theming 

analysis and descriptive statistics. A majority of respondents reported that their CHIPs addressed 

PA (75%). Respondents reported that the PA implementation strategies used within their CHIPs 

were safe (mean=4.57, SD=0.75), but the belief that strategies would increase PA levels was low 

(mean=3.39, SD=1.12). Qualitatively, respondents most commonly reported PA objectives 

within the built environment/infrastructure theme (mean=5.16, SD=3.23). However, this was not 

reflected quantitatively when out of nine strategy categories, infrastructure changes were the 

least selected (39.3%, 1≥ strategy selected). PA is a commonly reported priority area among 

LHD’s CHIPs, with a majority implementing well-studied, evidence-based strategies. However, 

there are inconsistencies between described health outcomes and the chosen implementation 

strategies to achieve them. This indicates a need to make implementation strategy terminology 

and components more consistent and to encourage a comprehensive collection of implementation 

strategies that is accessible to LHDs. This also calls for more research into the design and 
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administration of CHIPs to encourage an increase in PA by selecting appropriate strategies, and 

to increase LHD’s understanding of implementation strategies. 

 Keywords: Physical activity, community health improvement plans, implementation 

strategies, local health departments 
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Community Health Improvement Plans and Physical Activity Implementation Strategies: 

Findings from a Cross-Sectional Survey of US Local Health Departments 

 Americans do not engage in enough physical activity and their failure to do so is reflected 

in the high levels of negative health outcomes and decrease in life expectancy (Centers for 

Disease Control and Prevention [CDC], 2021). Heart disease, cancer, and diabetes are among the 

top ten leading causes of death in the United States, with the number one killer being heart 

disease (CDC, 2021). Combined, all three are estimated to of caused 1,400,000 deaths in 2020 

alone (CDC, 2021). Most of these deaths are preventable through the engagement of regular 

physical activity (CDC, 2022a). Currently, only 1 in 4 adults and 1 in 5 school-aged children 

meet the recommended physical activity guidelines (U.S. Department of Health and Human 

Services [HHS], 2018). As a result, around $117 billion is spent annually on health care costs 

related to physical inactivity (HHS, 2018). Overall, there is an estimated physical inactivity 

prevalence of 25% for US adults, which puts undue pressure on healthcare expenditure and 

individuals’ quality of life (CDC, 2022a).  

A growing amount of research exists that proves evidence-based strategies have the 

potential to decrease physical inactivity and improve its’ associated health outcomes. These 

strategies can vary in name and can be implemented at the individual or community level, but 

they are one of the strongest tools that public health can use to raise physical activity levels 

(Schmid et al., 2021). At the community level, local health departments (LHD) serve as channels 

to direct where and how to implement these evidence-based strategies in their respective 

communities. Using data from a Community Health Assessment (CHA), LHDs then create 

Community Health Improvement Plans (CHIP) to serve as the guiding framework for improving 

health outcomes in their communities. It should be noted that community health assessments are 
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also referred to as community health needs assessments (CHNAs). The number of LHDs 

participating in and creating a CHIP has increased over the past decade, CHIPs are defined as 

being long-term, systemic efforts to address community health problems using data gathered 

from CHAs, and they usually last three to five years (CDC, 2018). Many LHDs align their 

CHIPs with health issues identified at the national level, with physical inactivity being a 

common priority area. The specific methods for how communities choose to address their 

priority areas, as defined within their CHIPs, are called implementation strategies.  

CHIPs are not exclusive to LHDs. Hospitals that receive tax-exempt status are required to 

conduct a CHNA and create a subsequent CHIP every three to five years (Internal Revenue 

Service [IRS], 2021). This is a legal requirement for hospitals to maintain their tax-exempt status 

per the Patient Protection and Affordable Care Act of 2010 (ACA) and failing to do can result in 

financial penalties of $50,000 (Health Professional Shortage Area [HPSA], n.d.). Hospitals and 

LHDs share similar CHNA requirements, but where hospitals do so to maintain tax-exempt 

status, LHDs do so to gain accreditation from the Public Health Accreditation Board (Public 

Health Accreditation Board [PHAB], n.d.). The PHAB has separate sets of requirements for 

LHDs who are initially applying for accreditation and for those that are applying for 

reaccreditation, but there are many similarities (PHAB, 2022a).  

One of these similarities is the cost of completing the accreditation process. The 

monetary costs for initial accreditation range from $14,000-$56,000, not including additional 

fees and estimated human costs (PHAB, 2022b). And the monetary costs for reaccreditation 

range from $5,600-$22,400, not including additional fees and estimated human costs (PHAB, 

2022b). These prices range depending on the size of the population served by the health 

department (PHAB, 2022b). One health department three years noted in a timeline on their 
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website that it took them three years to complete the accreditation process to be accredited for 5 

years (Cecil County Health Department, 2022). A second similarity that is seen amongst LHDs 

seeking accreditation is the guiding framework they choose to achieve it. Many LHDs report in 

their CHIPs that they used the Mobilizing for Action Through Planning and Partnership (MAPP) 

process to guide them (National Association of County and City Health Officials [NACCHO], 

n.d.). MAPP is defined as being a community-driven process for improving community health 

that is led by public health officials (NACCHO, n.d.). The MAPP process allows for the strategic 

prioritization of identified health issues and resources that is done in an interactive nature by the 

LHD with the surrounding community (NACCHO, n.d.). However, while the MAPP process is 

common, it is not the only framework used.  

Implementation Model 

The framework that this study used to guide its’ research on CHIP implementation was 

Proctor’s Model of Implementation Outcomes. A visualization of this model can be seen in 

Figure 1. Proctor’s Model provides a framework to evaluate improvements in implementation at 

the population level (Proctor et al., 2011). This is useful for studying implementation outcomes 

which, as Proctor notes, are different from service and clinical ones (Proctor et al., 2011). This 

validated model ensured that our evaluation of CHIPs was done using consistent terminology 

and measures (Proctor et al., 2011). Additionally, Proctor’s Model provides taxonomical 

definitions for each of the listed implementation outcome terms (Proctor et al., 2011). In addition 

to definitions, Proctor provides levels of analyses and theories to justify the usage of each 

implementation outcome (Proctor et al., 2011). This model was adapted into our study of 

physical activity goals and objectives used with local health departments’ CHIPs.  

 



CHIPS AND PA IMPLEMENTATION STRATEGIES  8 

 
 

Figure 1 

Visualization of Proctor’s Model of Types of Implementation Outcomes in Research 

 

Study Aim 

This study aims to identify and explore the implementation strategies that LHDs use 

within their CHIPs to address physical activity. However, implementation science, specifically 

implementation outcomes, is an understudied and complex area that has limited existing 

literature, making it difficult to identify implementation strategies. To guide this study, we used 

Proctor’s Model of Implementation Outcomes which defines and evaluates implementation 

strategies (Proctor et al., 2011). This model was used to guide the creation of the survey that was 

distributed to LHDs and in the measuring of our results.  

Methods 

Sample 

The health departments for this study were identified through a list of accredited health 

departments on August 26, 2021, from the Public Health Accreditation Board’s website. This list 

originally contained (N = 324) health departments. Of these, 54 health departments were 

removed that were considered to be state, tribal, military, vital records, or multi-jurisdictional. 
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The ones that remained were 270 local health departments. After sorting them alphabetically a 

random number generator was used to select 25% of the sample (-68 + 10 replacements). We 

were ultimately left with a sample size of 67 (N = 67) local health departments and their CHIPs 

that were randomly selected for this study.  

Recruitment 

An online survey was developed and distributed to randomly identified, accredited LHDs 

(n=67 LHDs). Data were collected through a survey that was distributed and collected from 

February 2022 to April 2022. The survey was created to collect primary data about the 

participating local health departments’ implementation strategies for physical activity objectives 

within their CHIPs. The survey was created and distributed online using Qualtrics XM. For the 

health departments whose CHIP documents contained contact information, the listed email was 

contacted with a link to the survey and informed consent. For the health departments whose 

CHIP documents did not contain contact information, a phone call to the health department’s 

general phone number was placed. After connecting with health department employees who 

were best suited to take the survey, their contact information was gathered, and the survey was 

distributed to the given email addresses. All participants’ involvement was voluntary, and they 

were free to stop taking or opt-out of the survey at any time. Out of the 67 LHDs identified, 44 

chose to participate in the survey, and 23 did not. Follow-up reminders were sent weekly, 

depending on when the first email was sent to a health department.  

Measures 

Our survey contained a total of 39 questions and the number of questions respondents 

saw varied on their initial responses. Refer to Appendix A to see a blank copy of the survey that 

was distributed to participants. Survey respondents were categorized into two groups based on 
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their responses to the second survey question. The first group included those whose LHDs did 

not include physical activity objectives within their most recent CHIP. The second group 

included those whose LHDs did include physical activity objectives within their most recent 

CHIP. Based on these responses the survey branched accordingly. Individuals who reported that 

they did not have physical activity objectives were presented with a textbox answer question 

asking them to elaborate on why their LHDs did not include physical activity objectives. After 

this, the survey ends.  

The respondents who reported that they did have physical activity objectives within their 

CHIPs, were presented with questions asking them to report the number of physical activity 

objectives (1-5+) within their CHIPs and then to qualitatively describe their PA objectives. Other 

univariate questions that this group of respondents were asked included describing how PA was 

identified as a priority area, how much of a priority PA was (5-point Likert scale from 1-5), and 

whether or not it was their LHDs’ first-time addressing PA in their CHIP. The next section of the 

survey was formatted around the Waltz et al., study that placed 73 implementation strategies into 

nine categories (2015). These nine categories were turned into 9 multi select questions that asked 

respondents to select all of the implementation strategies they used within their CHIPs, within 

that category. The last question in the section asked respondents to rank the nine categories from 

most to least important (1 being least and 9 being most).   

The rest of the survey was created around Proctor’s Model of Implementation Outcomes 

(Proctor et al., 2011) and informed participants of the format for the rest of the survey. The next 

three sections of the survey are as follows, implementation outcomes, service outcomes, and 

client outcomes. All three of these sections and their associated questions were asked on a 5-

point Likert scale from low (1) to high (5). The implementation outcomes section required 
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respondents to answer eight questions about each of the eight terms listed under Proctor’s 

implementation outcomes. The service outcomes section followed this same format for each of 

its seven associated terms. Finally, the last section, client outcomes, asked respondents to what 

degree they believed that their CHIP would increase community PA levels, from extremely 

unlikely to extremely likely.  

Analysis 

Using univariate measurements this study evaluated respondents’ perception of their 

respective CHIP’s PA implementation strategies per Proctor’s Model (Proctor et al., 2011). 

Qualitative data were also gathered and themed to explore reported PA objectives, how PA was 

identified as a priority area and why communities chose not to include PA in their CHIP. The 

results of the survey contain both quantitative and qualitative data. Descriptive statistics were 

performed on the quantitative data using SPSS version 27. The qualitative data were analyzed 

using qualitative thematic analysis. This study has been approved by the Institutional Review 

Board at the University of Missouri-Kansas City as an exempt study not requiring IRB review. 

Results 

The response rate for the survey was 65.6% (44/67). Four-fifths of the LHDs that 

responded to the survey (n=36) serve populations under 310,000. The average demographics of 

the populations served by the responding LHDs were found to be 64.5% White, 5.89% African 

American, 1.03% AIAN, and 0.13% NHPI. The estimated total number of community members 

served by all responding health departments was 21,255,613.  
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Table 1 shows the results of the univariate measurements from the survey. The mean 

number of PA objectives included in CHIPs was found to be 2.39 (SD = 1.59) on a scale from 1-

Table 1 

Univariate Measurements 

  

n (or 

mean) 

% (or 

SD) 

Univariate Survey Question Data    

Number of PA Objectives     

  2.39 1.59 

Priority Level of Physical Activity 

Objectives*   

  

  3.71 0.69 

First Time Addressing Physical 

Activity in CHIP   

  

 yes   4% 

 no   79% 

 unsure   17% 

Implementation Outcomes*  
  

 Acceptable  4.05 0.86 

 Appropriate  3.41 0.91 

 Adoptable  4.23 0.97 

 Feasible 3.86 0.89 

 Fidelity  3.55 1.22 

 Reach  3.73 0.94 

 Sustainable  3.41 0.96 

Service Outcomes*   
  

 Safe 4.57 0.75 

 Effective 3.9 0.94 

 Timely 3.9 0.94 

Client Outcomes*   
  

 

Likelihood to increase community 

PA levels 
3.39 1.12 

* = 5-point Likert Scale from low to 

high    
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5 or more. Using a Likert scale from low to high (1-5) the mean for the priority of including PA 

in CHIPs was 3.71 (SD = 0.69). Out of the LHDs that chose to include PA in their CHIPs 

(n=36), 4% of them were addressing it for the first time, 79% were not addressing it for the first 

time and 17% of respondents were unsure. Responses to the implementation outcomes, service 

outcomes, and client outcomes questions were all measured using a Likert scale from low to high 

(1-5). The highest mean was for the subsection of service outcomes, called safe (n=4.57). The 

lowest mean was for the client outcomes question for the likelihood to increase PA levels (n = 

3.39).  

Table 2 displays the nine categories of implementation strategies and the specific 

strategies that fall under each category. Where N is the number of times a strategy was selected. 

Thirty-six LHDs responded to these questions. The category that had the fewest respondents 

choosing at least one of its options was the changes to infrastructure category (39.3%). The two 

categories that are tied for having at least one of their options selected most often are design and 

evaluate and relationships with stakeholders (both at 72.7%).   

Table 3 displays the qualitative data gathered from LHDs for why or why not they chose 

to include PA in their CHIPs. Respondents’ typed responses were themed into 8 total categories 

Four themes for the group that did include PA in their CHIPs (n=32) and four themes for the 

group that did not include PA in their CHIPs (n=12). The four reported themes for why PA was 

included in CHIPs were through CHA/CHNAs, MAPP Processes, identified through local or 

state data, and through stakeholders. The most frequently mentioned reason was through local or 

state data (15). The four reported themes for why PA was not included in CHIPs were other 

priorities, COVID-19, a focus on root causes of inequalities, and limited resources. The most 

frequently mentioned reason why PA was not included in CHIPs was for other reasons.  
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Table 2 

Physical Activity Implementation Strategies 

 
N % 

Respondents who did select at least one 

option in category (%) 

Implementation Strategy 

Categories 
 

Design and Evaluate  72.70% 

 Assess for readiness and identify barriers and 

facilitators 
15 38.5%  

 Audit and provide feedback 9 23.1%  

 Purposefully reexamine the implementation 7 17.9%  

 Develop and implement tools for quality 

monitoring 
7 17.9%  

 Develop and organize quality monitoring 

systems 
4 10.3%  

 Develop a formal implementation blueprint 10 25.6%  

 Conduct a local needs assessment 14 35.9%  

 Stage implementation scale-up 9 23.1%  

 Conduct cyclical small tests of change 5 12.8%  

Interactive Assistance 66.60% 
 Facilitation 17 43.6%  

 Providing local technical assistance 15 38.5%  

 Centralizing technical assistance 4 10.3%  

 Providing clinical supervision 3 7.7%  

Adapt  66.60% 
 Tailoring strategies 16 41.0%  

 Promoting adaptability 12 30.8%  

 Using data experts 9 23.1%  

 Using data warehousing techniques 2 5.1%  
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Relationships with 

Stakeholders  
 72.70% 

 Identify and prepare champions 16 41.0%  

 Organizing clinician implementation team 

meetings 
5 12.8%  

 Recruiting, designating, and training for 

leadership 
4 10.3%  

 Informing local opinion leaders 14 35.9%  

 Building a coalition 19 48.7%  

 Obtaining formal commitments 6 15.4%  

 Identifying early adopters 10 25.6%  

 Conduct local consensus discussions 8 20.5%  

 Capturing local consensus discussions 6 15.4%  

 Using advisory boards and workgroups 19 48.7%  

 Using an implementation advisor 1 2.6%  

 Visiting other sites 2 5.1%  

 Involving executive boards 6 15.4%  

 Developing an implementation glossary 1 2.6%  

 Developing academic partnerships 7 17.9%  

 Promoting network weaving 9 23.1%  

 Modeling and simulating change 3 7.7%  

Training and Educating Stakeholder Strategies  66.60% 
 Conducting ongoing training 9 23.1%  

 Providing ongoing consultation 10 25.6%  

 Developing educational materials 14 35.9%  

 Distributing educational materials 14 35.9%  

 Using train-the-trainer strategies 2 5.1%  

 Conducting educational meetings 13 33.3%  

 Conducting educational outreach visits 7 17.9%  

Table 2 (continued). 
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 Creating a learning collaborative 8 20.5%  

 Shadowing other experts 1 2.6%  

 Working with educational institutions 8 20.5%  

 Making trainings dynamic 4 10.3%  

Support Public Health Practitioners 63.60% 
 Facilitating relay of data 13 33.3%  

 Reminding practitioners 5 12.8%  

 Developing resource sharing agreements 4 10.3%  

 Revising professional roles 3 7.7%  

 Creating new teams 10 25.6%  

Engage Community Members  66.60% 

 Involving community members and family 

members 
12 30.8%  

 Intervening with community members to enhance 

uptake and adherence 
6 15.4%  

 Preparing community members to be active 

participants 
8 20.5%  

 Increasing demand 14 35.9%  

 Using mass media  0.0%  

Financial Strategies  54.50% 
 Funding and contracting for clinical motivation 3 7.7%  

 Accessing new funding 14 35.9%  

 Placing innovation on fee for service 

lists/formularies 
1 2.6%  

 Altering incentive/allowance structures 3 7.7%  

 Making billing easier 0 0.0%  

 Altering patient/consumer fees 0 0.0%  

 Using other payment schemes 1 2.6%  

 Developing disincentives 0 0.0%  

Table 2 (continued). 
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 Using capitated payments 0 0.0%  

Changes to Infrastructure 39.30% 
 Mandating change 1 2.6%  

 Changing record systems 0 0.0%  

 Changing physical structure and equipment 9 23.1%  

 Creating or changing credentialing and/or 

licensure standards 
0 0.0%  

 Changing service sites 2 5.1%  

 Changing accreditation or membership 

requirements 
1 2.6%  

 Starting a dissemination organization 1 2.6%  

 Changing liability laws 0 0.0%  

 

 

 

 

 

 

 

 

 

 

 

 

Table 2 (continued). 
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Table 3 

Reasons for Including or Excluding PA from CHIPs 

 

 
Number of 

Times 

Mentioned 

Frequency 

Themed Reasons for why PA 

was included or excluded from 

CHIPs 

 

  

How LHD Identified PA as a 

Priority for Their CHIP 

(n=32) 

 

  

 

Community Health Assessments/Community Health Needs 

Assessments (CHA/CHNAs) 
10 22.7% 

 

Mobilizing for Action through Planning and Partnerships 

(MAPP) Process 
5 11.4% 

 

Identified through state or local data (i.e., Census data, clinical 

records, etc.) 
15 34.1% 

 Through stakeholders 14 31.8% 

Why LHDs chose not to 

include PA in CHIP (n=12) 
   

 Other Priorities 6 50.0% 

 COVID-19 1 8.3% 

 Focused on Root Causes of Inequalities 4 33.3% 

 Limited Resources 1 8.3% 



CHIPS AND PA IMPLEMENTATION STRATEGIES  19 

 
 

 

 Table 4 displays the qualitative responses from LHDs who did have PA in their CHIP. 

categories of reported CHIP PA objectives. Respondents were asked to describe the PA goals 

and objectives outlined within their CHIPs. These responses were themed, and five overarching 

ones were found. The themes are built environment/infrastructure, health education and 

promotion, children/adolescents, adults, and older adults. The most commonly self-reported 

types of PA objectives are those under the built environment/infrastructure category, with 17 out 

of 32 respondents mentioning these (53%). The second closest self-reported types of PA 

objectives were ones that were aimed at adult populations, with 14 out of 32 respondents 

mentioning these (43%). The least commonly mentioned theme was older adult, which was only 

mentioned by 2 out of 32 respondents (6.25%). It should be noted that while this study did not 

include these objectives, several LHDs reported combined nutrition and physical activity goals.  

Table 4  

CHIP PA Objectives 

 Count 

               

% 

Themed CHIP PA Categories    

Built Environment/Infrastructure  17 53% 

 Creation or sustainment of recreational trails   

 Increase access to active transportation   

 Green spaces   

 Support community design and development    

 Use new infrastructure or technology   

 Policy change   

Health Education & Promotion  10 31% 

 Increase awareness    

 Educate on best practices   

 Increase knowledge   

 Increase education and awareness of diabetes   

Children/Adolescents  8 25% 

 Decrease rates of obesity   
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Incorporate physical activity policies and 

implementation by school districts   

 Collect BMI data from school PE classes   

 Increase percentage of youth physical activity   

 Increase PA opportunities for students at school   

 

Encourage healthcare providers to collect obesity 

assessments   

Adults  14 43% 

 Reduce rates of obesity   

 Reduce rates of chronic disease   

 Increase prevalence of physical activity   

 

Investigate clusters of high rates of obesity/chronic 

diseases   

 Track effectiveness of efforts   

 Increase worksite opportunities   

 

Encourage healthcare providers to collect obesity 

assessments   

 Conduct community-wide PA campaigns   

 Activity programs   

Older Adults    

 Activity programs 2 6.25% 

 

 

Discussion 

This study found physical activity to be a commonly reported priority area within LHD 

CHIPs, with a majority of them incorporating well-studied, evidence-based strategies. The 

specific types and proportions of evidence-based strategies reported varied. The most commonly 

reported category of PA objectives that LHDs included in their CHIPs were those that were of 

the built environment/infrastructure.  Overwhelming evidence suggests that built environment or 

infrastructure evidence-based strategies have been shown to sustainably improve physical 

activity (Community Preventive Services Task Force, 2016; Elshahat, 2020; HHS, 2016; 

Sreedhara, 2020). However, respondents were least likely to select implementation strategies 

Table 4 (continued). 
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within the changes to infrastructure category. Indicating an inconsistency in the desired health 

outcomes described in CHIPs and the strategies selected to achieve them. One explanation for 

this inconsistency could be that built environment or infrastructure approaches are challenging to 

implement (Sreedhara, 2020). One of the suggested reasons why they are so challenging to 

implement is that LHDs underuse the strategies recommended to address PA through the 

environment (Sreedhara, 2020). This aligns with the inconsistency noted in the results of this 

study. 

Respondents reported high beliefs that the implementation strategies they chose to 

address PA within their CHIPs were safe. Safe in this context, as defined by Proctor’s Model, is 

safety for the individual being affected by the implementation strategy (Proctor et al., 2011).  In 

this case, it would be community members being affected by the PA implementation strategies 

outlined by their LHD’s CHIP. Additionally, public health practitioners did not believe that the 

strategies they chose would increase PA levels within their communities. There are several 

reasons for this that this study did not consider. However, with how serious the state of physical 

inactivity is within the U.S. it cannot be said that continuing the safe option while sacrificing 

effectiveness is the right decision. CHIPs are intended to be long-term investments in the health 

of a community. More urgent action needs to be taken within CHIPs to ensure that communities 

will experience positive PA changes. Rather than remaining stagnant or even worsening their PA 

health outcomes.  

 This study contributes to the understudied field of community health implementation by 

providing results of physical activity implementation strategies. We test the hypothesis of this 

study by using an established model and terminology to help with the consistency of relating the 

results to other studies. The findings of this study may be generalizable for small to medium-
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sized local health departments who seek direction in choosing physical activity implementation 

strategies to incorporate into their CHIPs.  

However, identifying the ideal survey respondent for each LHD proved difficult Some 

health departments were unable to find a staff member best equipped with knowledge of their 

respective CHIPs to take the survey. This was due to reasons such as staff turnover, new and 

current staff members with limited knowledge or experience, and confusion in determining 

which department would be the most appropriate fit. Another potential limitation that this study 

experienced was the recall of survey respondents. Misclassification and limitations in knowledge 

of the CHIP lead to an underreporting of the physical activity implementation strategies, as well 

as priority areas and goals. It is important to note that as all communities were in various stages 

of their CHA/CHIP process, some were unable to report all of their implementation strategies as 

they may not have been decided yet. 

Conclusion 

 In general, CHIP implementation is an understudied field that may provide a scalable 

solution to chronically high rates of physical inactivity. It seems that LHDs need guidance on 

how to develop and implement their community’s CHIPs. Many LHDs are choosing to 

participate in the CHIP process, highlighting the sheer number of CHIPs that exist. However, 

there is no collective database for the information within existing CHIPs. Gathering the 

implementation methods from existing CHIPs and compiling them into one accessible resource 

would prove invaluable to LHDs. CHIPs are noted as being untapped tools, but with strategic 

planning, they can prove useful in increasing physical activity (Sreedhara, 2019).  

Additionally, the implementation strategies to address PA are also understudied. This 

makes it challenging for public health practitioners to use them to their full potential. Public 
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health practitioners need to use these to their full potential as implementation strategies are the 

bridge to connecting identified health issues to the desired health outcomes. Further evidence 

that public health practitioners are unable to use these strategies to their full potential, as noted 

previously, was that most LHDs re-address PA in later versions of their CHIPs. If the same 

health issues are being addressed in a community’s newest CHIP just like they were in their 

previous one, it cannot be said that the CHIP was effective in addressing this issue.  

This study offers a novel method of identifying and measuring the implementation 

strategies that LHDs use within their CHIPs, which has the possibility of being adapted to 

priority areas other than physical activity. The results of this study indicate that more research 

needs to be done to better understand implementation strategies used to address PA and increase 

LHDs understanding of them. Additionally, there is an indication for an improvement in how 

CHIPs should be conducted to achieve accreditation to provide LHDs’ with more guidance to 

make their CHIPs more effective.  
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