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Abstract 

 

Food safety and food security are two important public health sectors within Canada, which aim 

to address foodborne disease and food insecurity, respectively. While these sectors are often 

siloed within public health organizations, the actions of the two sectors often interact and conflict 

at the program level despite their common goal of improving population health. The objective of 

this study was to identify determinants that influenced the success of collaboration between 

practitioners of the two sectors in British Columbia (BC), to inform Canadian food policy. We 

inductively analyzed 14 interviews with practitioners working in the two sectors who had 

experience with successful collaboration. Data were interpreted in consultation with an inter-

professional collaboration framework. Participants identified determinants at the systemic level, 

including the cultural, professional, educational, legislative, and political systems, which were 

often considered barriers to collaboration. Participants also identified determinants at the 

organizational level that influenced the success of collaboration between the sectors, including: 

the organization’s structure and philosophy, leadership, resources, and communication 

mechanisms. Finally, participants identified interactional determinants as ways to overcome 



existing barriers, including: willingness to collaborate, trust, communication, mutual respect, and 

taking a solutions-oriented approach. Practitioners working in food safety and food security can 

apply the interactional determinants identified in this study to mitigate existing barriers to 

collaboration and support more synergistic food policies.  
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Introduction 

 

There is emerging evidence that food safety and food security efforts are interconnected (Speed, 

et al., 2017), but what this means for food policy is unclear. Historically, efforts to improve food 

safety and food security have occurred separately and have been delivered by different sectors 

within the public health sphere. Specifically, food safety (ensuring that food is free from 

contamination and safe to consume) has traditionally been the purview of environmental health 

divisions. Food security (ensuring that people have adequate “access to sufficient, safe, nutritious 

food to maintain a healthy and active life” (Food and Agriculture Organization, n.d.)) has 

traditionally been the purview of health promotion divisions. This separation can be problematic 

because the policies and programs within one sector can have unintended consequences for the 

other sector (Speed et al., 2017). For example, BC’s Meat Inspection Regulations (Food Safety 

Act: Meat Inspection Regulation, 2004), were developed to ensure safe meat production, but 

reduced the ability of remote communities to produce their own meat, thereby reducing their 

food security (Miewald, et al., 2015; Miewald et al, 2013).  

 However, there is limited research on how to support collaborations between the two 

sectors, to ensure that policies and other actions are not accidentally countering each other. 

Martin and Perkin (2016) explored how to reduce existing tensions between the sectors in 

Canada, finding that “communicating,” “understanding intent,” “educating,” “understanding risk 

and regulations,” “recognizing scale,” and “enhancing partnerships” are key to reducing tensions. 

Our work extends these findings by identifying the factors that facilitate, or are barriers to, 

successful collaboration (hereafter collectively called “determinants”), between food safety and 

food security practitioners in BC, Canada.  

 

 

Methods 

 

We analyzed transcripts from semi-structured telephone interviews (see also Speed et al., 2017), 

conducted in January and February 2015 with 14 purposely-sampled key informants working in 

public health in BC: five working in the food safety sector (certified environmental health 

officers [EHOs], managers, and directors of health protection and environmental health 

departments); six in the food security sector (community nutritionists and public health dietitians 



[hereafter called collectively “dietitians”], and project leads); and three who brought both 

perspectives (from positions previously listed). We obtained ethics approval from a University of 

Waterloo Research Ethics Committee for this project, and recruited participants through email. 

After receiving verbal consent, we asked participants about their experiences working with 

practitioners in the other sector using a semi-structured interview guide. The interviews covered 

multiple domains, including ways in which the food safety and food security sectors intersect 

(Speed et al., 2017), as well as determinants of successful collaboration between the sectors 

(reported here). The audio files of the interviews were transcribed, cross-checked, and 

anonymized prior to analysis.  

We continued recruiting participants until no new concepts emerged (Guest et al., 2006). 

Data were inductively analyzed as per DeCuir-Gunby, Marshall, and McCulloch (2011) and 

Braun and Clarke (2006), and were managed in ATLAS.ti version 1.0.50 (282) (ATLAS.ti 

Scientific Software Development GmbH, 2013-2016). A list of initial codes was developed 

through open coding, to identify key words and sections of the text that were relevant to 

understanding determinants of successful collaboration as perceived by the participants, 

following immersion in the data. The initial codes were revised based on an inductive analysis of 

seven of the 14 transcripts and were then compiled into a draft codebook containing each code’s 

name and detailed description. Two individuals separately coded three transcripts, and 

individually identified quotes that they felt exemplified each code for the sake of comparison and 

discussion. Any disagreements in coding were used to refine the definitions of the codes, and to 

create new codes. The codebook was iteratively revised while coding all 14 transcripts, by 

refining existing codes and adding codes as they developed. Four of the authors provided input 

into the coding process and codebook development, and the codes and their definitions were then 

revised.  

In order to identify the determinants of successful collaboration, the codes were then 

arranged into categories based on the inter-professional collaboration framework from San 

Martin-Rodriguez, Beaulieu, D’Amour, and Ferrada-Bidela (2005). The framework outlines 

factors influencing successful collaboration in health care teams. First are the systemic 

determinants, which “…are elements outside the organization…” (p. 134); these include the 

social system, the cultural system, the professional system, and the educational system. Second 

are the organizational determinants, which are the conditions within the organization; these 

include the organizational structure, the organization’s philosophy, administrative support, team 

resources, and coordination and communication mechanisms. Last are the interactional 

determinants, which are the “…components of interpersonal relationships among team 

members…” (p. 141); these include willingness to collaborate, trust, communication, and mutual 

respect.  

 

 

 

Results 



 

Public health practitioners from the food safety and food security sectors in BC, Canada, 

identified a range of systemic, organizational, and interactional determinants that influenced 

successful intersectoral collaboration. In general, systemic determinants were more likely to be 

identified as barriers to collaboration, and interactional determinants were more likely to be 

identified as facilitators to collaboration. Participants identified organizational determinants as 

both barriers and facilitators to collaboration, depending on the priorities of the organization. 

 

Systemic determinants 

 

Participants in both sectors identified systemic determinants that influenced the success of 

collaboration between the two sectors; they discussed these determinants as environmental 

conditions that they had to navigate, and often considered them as barriers to successful 

collaboration. Participant accounts were indicative of all but one of the systemic determinants 

outlined in San Martin-Rodriguez et al.’s (2005) framework: the social system. Two additional 

determinants, not accounted for in the existing framework, were identified; the legislative and 

political systems. The systemic determinants outlined in San Martin-Rodriguez et al.’s (2005) 

framework and identified by the participants are provided in detail in Table 1, with their 

definition and quotes from participants demonstrating the impact of the determinant. 

 

Table 1: Systemic determinants of successful collaboration between food safety and food 

security public health practitioners 



 

Participants in this study discussed how government budgets prioritize spending on acute 

health care (an immediate need that is felt by the public), over disease prevention and health 

promotion, and both food safety and food security practitioners identified this cultural value as a 

barrier that limited resources available for their activities. Both sectors felt that limited resources 

reduced their ability to participate in collaborations, as collaborations take resources and the 

sectors do not have any to spare. Further, participants discussed how this cultural value of 

prioritizing activities that have short-term, measurable, and clear impacts over those with longer-

term and more distal impacts also creates tension between the two sectors, because food safety 



efforts (e.g., the Hazard Analysis and Critical Control Points [HACCP] program) often produce 

more immediate and clearly-linked outcomes than do food security’s health promotion activities 

(e.g., farming workshops with school-age children): 

 

So, everything else falls to the wayside, unless you have something that 

has that measurable effect on health, and it’s so hard, when you’re doing 

upstream work in population public health, to show that, ‘you know what, 

when we actually do these workshops, and the students are exposed to, 

and learn how to grow, and so on, these are the outcomes that we can 

measure and say, we have to have this time to do this work, because look 

at what the results are.’ It’s really hard to measure those interdisciplinary, 

population health, upstream initiatives. [P5, dietitian] 

 

Another cultural value that was expressed by participants in both sectors was that their 

own position should “take precedent” [P2, food security lead] over that of the other sector due to 

their own importance or legitimacy. This was a barrier to collaboration because this perception 

of domination limited the willingness of practitioners to work together to reach a compromise. 

Additionally, participants identified food safety’s historical practice of enforcing legislation as a 

barrier to collaboration, because this enforcement was often seen as dominating and controlling 

rather than both sectors working together to provide healthy, safe food to the public.  

The education system was identified as a barrier due to the differential nature of training 

of the two sectors. Food security practitioners spoke about being taught food safety, whereas 

food safety practitioners did not identify learning about food security (something that food 

security practitioners raised as an issue). This lack of knowledge on the importance of food 

security was seen as a barrier to collaboration and kept food safety practitioners within their silo. 

The legislative system was strongly identified here as a barrier to collaboration, as 

follows. Participants from both sectors more easily identified food safety legislation than food 

security legislation, and the existence and legitimacy of the food safety legislation was the main 

factor underlying the perceived entitlement of the food safety sector. In addition, some 

participants discussed that changing legislation is a difficult and slow process. This was a barrier 

to collaboration because the existing food safety legislation was perceived by some participants 

to be prescriptive and outdated (where prescriptive legislation “…[dictates] which activities must 

be done to achieve a desired outcome … and necessarily involve more rigid steps and 

processes.”; Rideout & Oickle, 2019, p. 2). This was seen to limit food safety practitioners’ 

ability to adapt the legislation to address new food security efforts. However, while some 

participants believed that the food safety legislation prevented collaboration, other participants 

described how the food safety legislation could be interpreted to support food security initiatives 

while still following the law, which was a facilitator to collaboration: 

 

Because really, it’s more about their own perception of what’s allowed 

and what isn’t allowed under the legislation, and maybe pressure from 

peers, that, ‘oh, you let them get away with this, oh my goodness.’ ‘They 



need to have six sinks in there if they want to wash properly,’ there’s 

some, interoffice, and intraoffice comparisons [...] about what was 

allowed and what isn’t allowed, and how you guide the approval process 

through that, the normal channels. [P9, manager, health 

protection/environmental health] 

 

Finally, participants identified the political system, in particular the short-term decision 

cycle of elected politicians and governments, as a barrier to collaboration, because collaborations 

often take time before results are seen. Further, participants identified that the political will of 

those in power determines public health priorities, which could be a barrier or facilitator to 

collaboration depending on what public health efforts were considered priorities at the time.  

 

 

Organizational determinants 

 

All 14 participants identified organizational determinants as important to the success of 

collaborations between the two sectors. Participants discussed how having leadership that 

supports collaboration, adequate resources for collaborative efforts, and formalized education 

and communication structures in place facilitated collaboration. Participants identified all of the 

organizational determinants described in San Martin-Rodriguez et al.’s framework (Table 2) and 

did not identify any additional determinants beyond the framework. 

 

Table 2: Organizational determinants of successful collaboration between food safety and food 

security public health practitioners 



 

Food security practitioners discussed how hierarchical organization structures in which 

the decision-making authority vis-à-vis food safety practices did not rest with front-line food 



safety practitioners was a barrier to collaboration. Conversely, participants identified that 

involving food safety practitioners who “could make decisions on the spot” [P3, dietitian], often 

managers or other practitioners with authority, facilitated successful outcomes. In addition, 

participants discussed how the siloing of the sectors within public health organizations could be a 

barrier to collaboration, as it could limit practitioners’ understanding of the importance of the 

other sector and ultimately prevent practitioners from working collaboratively with other public 

health sectors. 

Participants discussed how the philosophy of the organization influenced how open 

practitioners would be to collaboration. For example, organizations that applied the legislation 

prescriptively, directing food safety practitioners to enforce the legislation based on typical 

procedures (e.g., requiring a specific number of sinks for all food operations) made collaboration 

difficult. In contrast, organizations that took a more outcome-based interpretation (where 

outcomes-based legislation “…[specifies] the desired outcome but not how to get there…”; 

Rideout & Oickle, 2019, p. 2) by facilitating outcome-based problem solving (e.g., using 

washing bins to meet sanitary requirements) facilitated collaboration. Similarly, participants 

noted that support from leadership was an important underlying factor of the organization’s 

philosophy and having leaders who encouraged their team members to collaborate with 

practitioners of other sectors facilitated successful collaboration. However, if those in leadership 

positions did not promote collaboration, it was considered a barrier to collaboration: 

 

Just as a director came in and said, ‘this [flexible/outcomes-focus] is the 

way we’re going to do things,’ somebody else could come in and say, 

‘no, this is the way we’re going to do things. We want back to traditional 

[prescriptive approach], and, you guys are spending way too much time 

glad handing these guys [doing food security interventions], let’s get out, 

and do some enforcement,’ and that could happen tomorrow too. [P12, 

EHO] 

 

Participants in this study described that face-to-face meetings and being co-located in the 

same office as practitioners of other sectors were more conducive to collaboration, but the 

current siloed environment was a barrier to collaboration. In addition, participants noted that the 

limited resources available to them for collaboration was a barrier, which was particularly 

problematic because they also identified that collaborations require adequate access to resources 

such as time, money, people, and spaces to meet in order to be successful. The limited resources 

available to participants further impacted successful collaboration between practitioners of the 

two sectors, as participants identified limited travel funds as a barrier to collaboration by 

reducing opportunities to meet with practitioners in different offices and areas of the province.  

Participants in this study identified coordination and communication mechanisms, 

including formalized educational structures that could be put in place within public health 

organizations or projects (e.g., orientation procedures and training, resource documents) or could 

be completed by public health practitioners (e.g., workshops), as facilitators to successful 



collaboration. Similarly, participants identified that enacting intersectoral protocols and practices 

supported collaboration between the two sectors. For example, P5 (dietitian) explained how 

requiring EHOs to be involved in the grant process of projects designed to provide healthy food 

in schools was beneficial for ensuring the success of the project: 

 

[…] the environmental health officer actually has to sign off on the grant 

so that they’re aware that this school is going to be doing things that are 

encouraging students to grow, and harvest, and get local vegetables, and- 

fruits and vegetable into the classroom, so that we’re working together on 

that, and it’s, by having their signature on the document, it’s saying, ‘yes, 

I’m going to be there to support the schools, to ensure that the food is 

safe.’ 

 

These factors facilitated collaboration because having educational structures and 

resources available for practitioners encouraged understanding the importance of working with 

other sectors. Furthermore, all of the participants identified that who is involved in a 

collaboration is an important factor that contributes to the success of the collaboration; when 

considering who to involve in the collaboration, participants identified that it is “crucial to have 

input from everyone” [P3, dietitian] which referred to the different types of people who will be 

impacted by, or involved in, the work of the collaboration. The different types of people 

identified by participants were: practitioners from both the food safety and food security sectors 

(including from both sectors within a given organization); individuals from different positions 

within an organization (e.g., front line practitioners, management); and people from different 

organizations within the province. Having “input from everyone” [P3, dietitian] was a facilitator 

to collaboration, as it allowed potential issues to be addressed proactively before they caused 

tension between practitioners. In order to get “input from everyone” [P3, dietitian], practitioners 

needed to know who to engage with, including individuals in the other sector or people who had 

previous experience collaborating with the other sector. Not knowing who to engage with, or not 

knowing in general that a connection should be made, was seen as a barrier to successful 

collaboration. Practitioners that knew who they could talk to did not recognize that some 

practitioners might not be as knowledgeable; therefore, they did not recognize that knowing who 

to engage with was a facilitator to collaboration.  

 

Interactional determinants 

 

All participants in this study highlighted the importance of interpersonal connections between 

practitioners of the different sectors for successful collaborations. Participants discussed how 

establishing personal connections facilitated collaborations because it promoted trust between 

practitioners of the different sectors, enabled problem solving, and stimulated future, larger 

collaborations. Here, participants identified the same determinants as outlined by San Martin-



Rodriguez et al., as well as an additional determinant: taking a solutions-oriented approach 

(Table 3). 

 

Table 3: Interactional determinants of successful collaboration between food safety and food 

security public health practitioners 



 

Some participants discussed that the people involved in the collaboration, rather than the 

position itself, impacted the success of collaborations. For example, P7 (manager, health 

protection/environmental health) explained that “sometimes you just get difficult people”, and 

the same project could be successful or unsuccessful depending on the people involved. Essential 

to successful collaborations was working with practitioners who are “willing to be collaborative” 

[P7, manager, health protection/environmental health] and who have “an open mind” [P8, 

manager, food security; P9, manager, health protection/environmental health] including being 

open to other ways of achieving safe food. Participants explained that multiple factors influenced 

practitioners’ willingness to collaborate, including: past collaboration experiences, feeling a 

sense of need to address the issue or undertake the work (e.g., to address their primary mandate, 

to address a relevant or urgent issue), having realistic expectations and recognizing “it’s better 

that they have something than nothing” [P8, manager, food security] (e.g., being reasonable 

about requirements, compromising, modifying current practices, addressing barriers, and 

recognizing context), understanding that collaborating with the other sector might be considered 

difficult or time consuming but was worth the resources because “you’re going to end up with a 

lot better results” [P14, food safety expert], and recognizing that collaborations have a natural 

“lag time” [P13, EHO] and that “you’ve got to keep plugging away” [P11, dietitian] because 

collaborations “might not flow as quickly as you think” [P4, dietitian].  

Not being open to collaboration was considered a barrier because it could result in not 

noticing opportunities even when they arise, and practitioners not being willing to work towards 



a solution that worked for both sectors. Similarly, participants discussed acknowledging the fact 

that both health issues are connected as a facilitator, and conflicts had the potential to arise when 

practitioners did not work with the understanding that their actions could influence the health 

outcomes of the other sector. While these conflicts could be detrimental for collaborations, many 

participants from both sectors identified “points of tension” [P7, manager, health 

protection/environmental health] as factors that “initiated more of a collaborative work” [P5, 

dietitian], and were considered a barrier or facilitator to collaboration depending on whether 

practitioners viewed the conflict as a negative outcome or as an opportunity to improve the 

situation.  

Participants described having “a common understanding of where you want to end up” 

[P9, manager, health protection/environmental health] as a concrete way to actively work with 

the recognition that the two sectors are connected, and to move forward with a collaboration 

despite potential conflict between the sectors. Participants also discussed fear of negative food 

safety outcomes from food security programs as both a barrier and facilitator to collaboration 

depending on which health outcome practitioners were working towards. Fear of negative food 

safety consequences often lead to not wanting to take any food safety risks, which could be a 

barrier through food safety practitioners implementing more rigorous enforcement of food safety 

regulations, or a facilitator when fear of negative food safety outcomes motivated food security 

practitioners to seek food safety practitioners’ input within their programs. Ultimately, 

understanding that both sectors were working towards the same goal of improved population 

health, and recognizing that the benefits of achieving this goal outweighed any difficulties they 

experienced, facilitated successful collaboration between the two sectors.  

Involving practitioners who “really understand their scope of practice” [P2, food security 

lead] was a facilitator to collaboration, and included practitioners of both sectors who have an in-

depth understanding of their scope of practice. Involving practitioners with in-depth 

understandings of their scope of practice ensured that the requirements of each sector were met, 

but also allowed participants to be more innovative while still addressing their public health 

outcome. Participants also identified wanting to feel a level of trust that the information they 

bring, the outcome they are trying to achieve, and they themselves will be listened to and valued 

by the other practitioners. When this trust between practitioners was lacking, it acted as a barrier 

to collaboration. 

Participants in this study similarly stressed the importance of communicating with 

practitioners in the other sector, particularly emphasizing that how practitioners communicate 

with each other is as important as what they are communicating. Providing explanations about 

the importance of specific health outcomes to practitioners in the other sector was a facilitator to 

collaboration, because it underpinned understanding and valuing the other sector, understanding 

the importance of a specific project, and influencing how others work. However, P11 (dietitian) 

argued that simply telling people what to do can still get the job done, as it requires practitioners 

to figure out a way to achieve the desired result, even though doing so could create tension 

between practitioners of the two sectors. Connecting with practitioners who had already 



successfully collaborated with the other sector, or who had unsuccessfully attempted to do so, 

was also seen as a facilitator, because it allowed for sharing of examples and dialogue around 

what worked and what did not in different contexts. It also allowed practitioners to identify 

options to overcome problems, because “everybody’s gone through growing pains with various 

things, and share the growing pains, or share the stumbling blocks before somebody else 

stumbles on it” [P6, food security project lead]. Connecting with those who had successfully 

collaborated also helped individuals figure out how others had done similar projects. When 

working on a particular collaboration, those in both sectors saw connecting with individuals in 

the other sector early, and on an ongoing basis, as a facilitator. As P14 (food safety expert) 

acknowledged, if practitioners were too far along a project before they contacted practitioners of 

the other sector, it might be too late to successfully collaborate because positions were already 

entrenched. 

Participants identified the importance of understanding and valuing the other sector (e.g., 

their health impact, health outcomes, risks, perspectives, mandates, culture, challenges and 

resources) as a facilitator to collaboration. This mutual respect was important because the fact 

that there were two different sectors, with different public health outcomes they were trying to 

achieve, was often considered a barrier that was difficult to overcome. Additionally, not 

understanding the other sector was a barrier to collaboration, because it could prevent 

practitioners from recognizing the usefulness of collaboration, and it could result in exposing 

vulnerable populations to hazardous food. For example, P2 (food security lead) dismissed the 

risk associated with E. coli (which causes over 30,000 domestically-acquired foodborne illnesses 

in Canada each year, including over 440 hospitalized cases and over 12 deaths (Thomas et al., 

2015) when discussing the role of food safety regulations in daycares: "You can't ban hamburger 

from pre-schools, right, (laughing) because they have a risk of E. coli... whatever."  

Finally, taking a solutions-oriented approach, including “[creating] innovative, creative 

solutions” [P5, dietitian] and focusing on “the desired outcome” [P14, food safety expert] rather 

than on upholding usual processes to reach the outcome, was considered a facilitator to 

collaboration. Creating innovative solutions could be achieved by thinking creatively, looking 

beyond what has always been done, and problem-solving different ways to achieve an end goal 

or address an issue or barrier. Focusing on the outcome allowed innovative activities to occur as 

long as the food safety outcomes were met, rather than requiring specific processes that may not 

be applicable for new programs. However, P11 (dietitian) identified that the ability to implement 

creative solutions was dependent on context, as this ability was different in rural rather than 

urban settings due to urban settings often having more strict regulations that do not provide room 

for creativity compared to rural settings: 

 

I think the flexibility [to implement creative solutions] is transferrable, 

but the opportunity for flexibility may not be. Like I say, in the city, 

everyone has to hook up to the sewers, so, you can’t have different kinds 

of toilets. Everyone has to hook up to the sewers. So, the creativity [to 



use different waste removal systems] can still be there, but there’s no 

opportunity to act upon it. And so, that’s where the challenge comes.  

 

Ultimately, incorporating a solutions-oriented approach within a collaboration allowed 

practitioners to work towards improved public health outcomes, rather than upholding processes 

that may not meet population needs. 

 

 

Discussion 

 

In this study, we identified factors that facilitated, or were barriers to, successful collaboration 

between food safety and food security practitioners in BC, Canada. While participants discussed 

determinants at systemic, organizational, and interactional levels, there was a strong emphasis on 

the role of interactional determinants in supporting these collaborations. This emphasis on 

interactional determinants may stem from sampling practitioners working in front-line and 

management positions, and not incorporating individuals working at the organizational or 

systemic levels. However, this study highlighted actions that individual practitioners could take 

to support successful collaboration between the two sectors: seeking opportunities to interpret 

existing policies in a way that supports the outcomes of both sectors, and demonstrating these 

projects to their peers when they are completed successfully; and advocating for policies with a 

holistic view of the impact of food on population health. Overall, while the interactional 

determinants may have less of an impact on successful collaboration than determinants at the 

systemic or organizational levels, they provide actions that can be taken by individuals to 

enhance collaboration between the two sectors—even within contexts where factors like 

legislation and funding priorities may not clearly support collaboration—to synergize the 

programs of these sectors, and help minimize any unintended consequences on the health of the 

population.  

This study is the first to explore barriers and facilitators to collaboration as perceived by 

public health practitioners working in food safety and food security. Previous research identified 

that “communicating”, “understanding intent”, “educating”, “understanding risk and regulation”, 

“recognizing scale”, and “enhancing partnerships” are key to reducing tensions between 

practitioners of the two sectors (Martin & Perkin, 2016). Here, our results both compliment and 

extend these ideas to explicate further the barriers and facilitators that are experienced by 

individuals who have successfully collaborated with the other sector. Focusing on available 

assets as a solution to a health problem, rather than on the problem itself, is a strategy that has 

been used in public health (e.g., physical activity in disadvantaged women, according to Rütten, 

Abu-Omar, Frahsa & Morgan, 2009), particularly when existing barriers (e.g., limited resources) 

are difficult to change. Here, participants spoke to the actions that individuals and organizations 

can take to support more synergistic food safety and food security policies and programs within 

the current climate, as well as identified broader systemic barriers that could be targeted for 



longer-term change. Therefore, looking at facilitators to collaborations between practitioners of 

the two sectors, rather than exclusively looking at the tensions between them, may better identify 

ways that practitioners can proceed with collaborations despite existing barriers.  

Buckley (2015), in their exploration of successful adaptation of food safety regulations to 

small-scale operations, also identified similar factors to those identified by Martin and Perkin 

(2016) and to this study, specifically that relationships between the operators and inspectors, 

education, and “flexibility and mutual accommodation” influenced successful adaptation. In an 

extension of their findings, Buckley (2016) further identified “communication”, “patience and 

empathy”, “respect and consideration”, and “experience and training” as important factors for 

successful collaboration between inspectors and operators of small-scale facilities. Buckley’s 

work therefore provides an illustration of one of the ways that food safety and food security 

practitioners can collaborate to support improved population health.  

While the results of this study aligned closely with the determinants of successful 

collaboration between different professional members of healthcare teams as outlined by San 

Martin-Rodriguez et al. (2005), there were four exceptions. They identified the social system as a 

source of power differentials between members of the healthcare team, stemming from the 

typical roles of physicians as decision-maker regarding patient healthcare and nurses as 

providing care to the patients based on these decisions (Baggs & Schmitt, 1997; Lockhart-Wood, 

2000). This power differential stemming from hierarchical distributions of power within teams of 

healthcare professionals has been identified with other healthcare professionals (e.g., physicians 

and palliative network coordinators, Hermans et al., 2019; general practitioners and community 

pharmacists, Bollen, Harrison, Aslani & van Haastregt, 2019). However, this social system was 

supported in part by the laws outlining physician responsibility for patient-care (Hermans et al., 

2019; Lockhart-Wood, 2000). Here, participants identified power differences as stemming from 

the legislative system, which was perceived as prioritizing food safety over food security. The 

existence of food safety legislation that mandates food safety activities to prevent foodborne 

disease, and the lack of an equivalent for food security, often resulted in more support for food 

safety practices than those of food security in situations where the goals of the two sectors were 

in conflict. To minimize the power differentials experienced between practitioners of the food 

safety and food security sectors, our participants highlighted that focusing on solutions (rather 

than on following process) was a key interactional determinant, in addition to the willingness to 

collaborate, trust, communication, and mutual respect that had been previously identified. This 

additional determinant allowed participants to overcome existing barriers, by working to achieve 

the intended outcomes of food safety legislation without focusing on outdated and prescriptive 

methods, and provided an opportunity for practitioners to work on practical solutions for new 

projects and in new settings while maintaining food. 

Our participants also identified another new systemic determinant, the political system, in 

particular its short-term decision cycle, which often acted as an additional barrier. According to 

Hoffman, Creatore, Klassen, Lay, and Fafard (2019), short-term decision cycles are considered 

barriers because “[in] order to maintain and build electoral support, politicians need projects and 



policies that are visible and have demonstrable effects within their time in office. Democratic 

politics can create political realities that favour short-term ‘quick wins’ over long-term sustained 

impact.” (p. 271). This is problematic because the health impacts and cost-savings of public 

health efforts are often not seen until after the politicians in power have left their office, and thus 

may not be seen as a priority (Hoffman et al., 2019; Masters, et al., 2017). Additionally, 

successful public health efforts prevent future disease, which can be hard to attribute to any one 

intervention, further deprioritizing public health activities (Hoffman et al., 2019). The political 

system also served to create further tension between the food safety and food security sectors, as 

the impacts of actions undertaken to reduce foodborne illness were easier to demonstrate than the 

impacts of the actions undertaken to reduce food insecurity. Ultimately, political will is often not 

aligned with public health efforts, which was often considered another barrier that participants 

had to overcome or take into consideration when undertaking their public health actions.  

  This study is subject to several limitations. First, our participants may not be 

representative of all practitioners working in the food safety and food security sectors in BC. 

Here, all participants had successfully collaborated with practitioners of the other sector, so the 

facilitators and barriers identified here may not be the same as those felt by practitioners who 

have been unable to successfully collaborate. In particular, this study may underemphasize the 

extent to which barriers affect collaborations. In addition, our participants were all mid- to late 

career, meaning this study may not accurately depict the factors experienced by early career 

practitioners. Buckley (2015) identified that younger inspectors were less collaborative than 

more experienced inspectors, so early career practitioners may experience the facilitators and 

barriers identified here differently, or may experience different facilitators or barriers altogether. 

To support collaboration between early career practitioners, the food safety curriculum should 

incorporate food security, healthy eating, and interprofessional collaboration training. 

Ultimately, better understanding the breadth, and relative significance, of factors that influence 

the success of collaborations between public health practitioners working in the food safety and 

food security sectors is needed. Finally, as recognized by our participants, food safety and food 

security deal with issues, and are driven by factors, that are dynamic. Thus, these results may be 

most applicable to the current context. However, many of the facilitators identified by 

participants, particularly at the individual and organizational levels, are factors that require 

ongoing engagement to sustain, such that they should be able to adapt to changing food safety 

and food security landscapes.  

 Despite these limitations, this study addressed a gap in the literature by providing the first 

in-depth exploration of factors that influenced the success of collaborations between practitioners 

of the food safety and food security sectors. Importantly, because we explored the perspectives 

of those who successfully collaborated with the other sector, our findings highlight ways 

individuals can overcome existing barriers to intersectoral collaboration within the current 

context, to more successfully improve the health of the population. In addition, these findings 

may be applicable beyond the food safety and food security sectors, to collaborations with other 

public health – or even non-health – sectors where collaboration is important, and where there 



are competing priorities, differing approaches, real or perceived power differentials between 

practitioners of different sectors, or where legislation has the potential to impact hard to measure 

activities. 

 

 

Conclusions 

 

This study identified that a range of systemic, organizational, and interactional determinants 

influenced successful collaboration between food safety and food security practitioners in BC, 

Canada, with systemic determinants most likely to be barriers, and interactional determinants 

most likely to be facilitators. More research is needed to (1) explore the full range of facilitators 

and barriers felt by public health practitioners of these two sectors, (2) incorporate a broader 

range of perspectives (e.g., early career practitioners), and (3) identify what regional health 

organizations, provincial health organizations, and the public health realm in general can do to 

promote and support more collaboration between practitioners of the two sectors, in order to 

better support improved population health. 
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