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Pregnant smokers: Room for improvement
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The issue of pregnant smokers is a social
and health problem, which has not received substantial attention.
Smoking during pregnancy is associated
with significant problems for the foetus,
the child and the mother. Firstly, smoking
increases the risk of ectopic pregnancies,
spontaneous abortion, perinatal mortality, placental abruption, conjugate malformations as well as preterm birth, low
birth weight, growth reduction, and sudden infant death syndrome. Secondly, the
mother experiences more complications
during pregnancy and delivery. Thirdly,
maternal smoking has consequences for
the child after being born, such as hospitalisation within the first year of life and
behavioural disturbances and lifestyle
problems during childhood. (1;2)
Smoking rates
Smoking during pregnancy is still a significant problem; even in a country with
low smoking rates like Sweden about 8%
smoke during pregnancy (3). On the plus
side, many women quit smoking before
getting pregnant, where as many as 5060% of pregnant smokers successfully
quit smoking in the three months period prior to pregnancy. However, about
10% of the pregnant women reporting to
quit during pregnancy still have positive
CO measurement indicating continuous
smoking. The over-reporting increases
late in the pregnancy to about 17% as reported among Canadian pregnant women (4).
Smoking cessation intervention
Quitting smoking before pregnancy or in
the first trimester is followed by normalisation of the risk of smoking related fetal
complications (1). This is the reason why
many international, national and local
policies and programmes actively target
smoking during pregnancy.

Overall, the effect of smoking cessation
intervention for pregnant women is as
low as 6% (5). The more effective programmes include incitements (5) and
intensive interventions over 6 weeks (6).
The 6 weeks Gold Standard Programme
is implemented as the standard intervention in Denmark and has recently showed
similar high abstinence rates in pregnant compared to non-pregnant women.
Overall, about 32% of the women had
succeeded in not smoking from end of the
programme to the 6 months follow-up.
Responsibility
Doctors, midwifes and all other health
professionals meeting women who are
pregnant or planning for pregnancy have
a strong responsibility to identify smokers and to offer the most effective smoking cessation programmes. This will allow
both the child and the mother to benefit
from early smoking cessation by avoiding
the consequences associated with maternal smoking. Policy-makers are responsible for establishing the necessary policies
for implementation as well as the relevant
action plans and frameworks for implementation and quality assurance to followup its effects. The sooner, the better!
References
(1) Cnattingius S. The epidemiology of smoking during pregnancy: Smoking prevalence, maternal characteristics, and
pregnancy outcomes. Nicotine Tob Res 2004; 6:125-40.
(2) Shi Y, De Groh M, Morrison H. Perinatal and early childhood factors for overweight and obesity in young Canadian
children. Can J Public Health 2013; 104:69-74.
(3) Baba S, Wilkström AK, Stephansson O, Cnattingius S.
BJOG 2012; 120:456-62.
(4)Tong VT, Althabe F, Alemán A et al. Accuracy of self-reported smoking cessatation during pregnancy. Acta Obstet
Gynecol Scand 2015; 94:106-11.
(5) Lumley L, Chamberlain C, Dowswell, Oliver S, Oakley
L, Watson L. Interventions for promoting smoking cessation during pregnancy. Cochrane Database Syst Rev 2009:
CD001055.doi
(6) Rasmussen M, Heitmann BL, Tønnesen H. Effectiveness
of the Gold Standard Programmes (GSP) for Smoking Cessation in Pregnant and Non-Pregnant Women. Int. J. Environ.
Res Public Health 2013; 10:3653-66.
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Barriers to treatment adherence among
stroke survivors attending outpatient physiotherapy clinics in North-western Nigeria
Omoyemi O Ogwumike1,2, Umaru M Badaru3, Ade F Adeniyi1,2
Abstract

Objective: Adherence is the extent to which an individual closely follows a prescribed component of an intervention for a desirable
outcome. This study investigated barriers to attendance at appointments and clinic-based exercises during physiotherapy management of stroke survivors.
Methods: A non-probability sampling method was used to purposively recruit consenting stroke survivors who met the inclusion
criteria for the study from three specialist hospitals in Kano Metropolis, North-western Nigeria. Rating scales for appointment and
barriers to keep appointment, self-reports, of barriers to clinic-based exercises were used to rate adherence. Data were analyzed using
descriptive and inferential statistics.
Results: Participants were aged 55.3±10.0 years. 44 (84.6%) were adherent to appointment keeping, while 33 (63.5%) were adherent
to clinic-based exercises. The barriers to appointment keeping most reported were lack of accompanying person to hospital (29.3%)
and financial constraints (27.6%). Fatigue and pain were the most reported barriers to clinic-based exercise adherence.
Conclusion: Family support and enhanced coverage of the National Health Insurance Scheme (a financial aid for healthcare in Nigeria)
may improve appointment adherence for stroke survivors.
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Introduction

Adherence can be defined as an active
voluntary collaborative involvement of
a patient and a healthcare provider in a
mutually acceptable manner to produce a
desired preventive and therapeutic result
(1). In physiotherapy, it is regarded as the
extent to which a subject closely follows
the prescribed component of a physiotherapy intervention (2). Patient adherence to prescribed rehabilitation protocols is considered to have a profound
effect on achieving successful outcomes
in physiotherapy (3-5). In other words,
a significant relationship exists between
high levels of exercise adherence and better treatment outcomes of pain levels,
self-reported physical function and physical performance (6). A notable observation on adherence is that in most chronic
conditions or disabilities, adherence is
usually low (7).
The focus of adherence in this study surrounds individuals with the chronic condition stroke. Stroke is defined as a sudden loss of neurological function caused

by an interruption of blood flow to the
brain (8). The age-standardized stroke
mortality in sub-Saharan Africa is high
and it range from 107 to 189 per 100,000
population in women and from 95 to 168
per 100,000 population in men in all
countries except the Seychelles, where
the stroke mortality rate is much lower
(27 and 22 per 100,000 population in
men and women, respectively) (9). To
date, there are no reliable data in Nigeria.
However, the result of a study conducted
in Lagos, a metropolitan city in Nigeria,
gave an overall crude prevalence rate of
1.14 per 1,000 (10). The increasing incidence of stroke in individuals from age 40
years (11), those who are still in the productive age group, indicates great necessity for rehabilitation. Therefore, the goal
of rehabilitation is to discharge patients
who have suffered a stroke as functional
community-dwelling adults (12). The extent to which this goal can be achieved
depends on the effectiveness of the treatment and the level of the patients’ adherence with treatment procedures.
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According to Kolt et al. (13), the concept of adherence
is multidimensional. It could relate to attendance at appointments, attitude to clinic-based exercises, following
advice on home programs of exercises, or correct performance of prescribed exercises in terms of frequency and
duration (4;14). In essence, many factors are liable to
influence patient adherence to physiotherapy treatment,
either positively or negatively. Thus, those factors which
negatively influence patient adherence are referred to
as barriers to treatment. Several previous studies on
adherence to physiotherapy management have been on
patients with musculoskeletal conditions (3;5;15-18). In
general, very few recent studies have considered adherence in stroke survivors (14;19). This is also true in the
case of Nigeria (20). The present study was designed to
investigate barriers to adherence of stroke survivors to
physiotherapy treatment in North-western Nigeria.

Participants and Methods

This was a cross-sectional study of stroke survivors attending outpatient physiotherapy clinics of Aminu Kano
Teaching Hospital, Murtala Mohammed Specialist Hospital and Muhammad Abdullahi Wase Specialist Hospital
in Kano. All three hospitals are referral centers for management of varied health conditions and are located in
urban centers in Kano state, North-western Nigeria. The
study was conducted from October 2011 to May 2012.
Purposive sampling technique was used to recruit participants, i.e. stroke survivors who met inclusion criteria
for the study. Inclusion criteria were: ability of the patients to walk at least 10 meters on a level surface, either
independently or with an assisted device, and lack of
aphasia and memory loss. A short mental status questionnaire by Pfeifer, (21) was used to screen participants
for memory, such that only patients who had 0-2 errors
(i.e no cognitive impairment) were allowed to participate
in the study. In addition, participants should be able to
speak and understand either Hausa or English. Prior to
the commencement of data collection, ethical approval
was obtained from the University of Ibadan, the University College Hospital Ibadan research ethics committee,
and all the institutional ethic committees of the hospitals
from where participants were recruited. Informed consent was also obtained from all participants after explanation of the study procedure to them. Thus, only participants who fulfilled the inclusion criteria and signed
the informed consent form participated in the study. For
the purpose of this study, adherence to physiotherapy
treatment was delimited to attendance at appointments
and adherence to clinic-based therapeutic exercises. For
each participant, data for adherence were taken for eight
weeks and they were individually on prescribed and supervised clinic-based exercises of one session per week.

This was, however, augmented by a well-designed regular home-based exercise program (20).
Functional abilities of stroke survivors in the
study
In this study, fourteen of the participants could walk
only few steps independently but most of them walked
up to 20 meters with the help of a relative. This group
formed the light intensity exercise group. 23 participants were able to walk independently up to 40 meters
but with slow gait speed and by using a walking aid such
as a cane. This group made up the moderate intensity
group 1. The last fifteen participants were able to walk
more than 40 meters independently and made the moderate intensity group 2. All the clinic-based exercises
were individualized by taking into cognisance patients’
functional abilities and none of them were compelled to
complete all the exercises if they were not able to.
The clinic-based exercises were:
1. General mat exercises
2. Task-oriented treadmill training
3. Strength training
4. Balance exercises
5. Walking exercises
General mat exercises
This involved activities such as range of motion and
stretching exercises, assisted/resisted active upper limb
exercises and weight bearing exercises on the affected
upper limb. The exercises were conducted in both supine and sitting postures on the mat.
Task-oriented treadmill training
a) The light intensity group
The training intensity for the light intensity group, whose
exercise capacity was up to 2.5 METs (22), was set at
45-55% of their respective heart rate reserves (using
Karvonen Formula). The maximum speed of treadmill
walking for this group at baseline was predetermined
using the equation: Speed = (Vo2 -3.5)/0.1 (gradient=0;
Vo2 =METx3.5) that corresponds to a speed of 1.96mph,
which was adjusted based on the heart rate response in
order not to exceed the target heart rate. The frequency was once weekly. This frequency was augmented by
a regular home based exercise program (20). The duration involved 30 minutes of exercise from series of 5
minutes exercise bouts with 2 minutes of rest in between
bouts. The progression of treadmill exercises for the participants differed. It was progressed weekly by increasing the treadmill gradient at the same speed for some of
the participants or by increasing the target heart rate,
e.g. from 45-55% to 50-60%, then to 55-65% of the heart
rate reserve and/or by increasing the exercise time dur-
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ing each bout say from 5 to 7 minutes of exercise before
resting.

b) The moderate intensity groups 1 and 2
For both groups with an exercise capacity of 3-3.5 METs,
target heart rate was 55-65% of heart rate reserve. The
baseline walking speed for this group (at gradient of
zero) corresponded to 2.6-3.3mph. The speed was adjusted during training so as not to exceed target heart
rate. Exercise duration involved accumulation of 30
minutes of exercise from series of seven minutes exercise
bouts with two minutes rest between bouts. Frequency
was once a week. This was augmented by a regular home
based exercise program (20). The progression varied in
the same way as in the light intensity group.
Strength training
a) The sit to stand exercise
Each participant was asked to sit in a chair and stand
from a sitting position as many times as possible in one
minute. The maximum number of exercise repetitions
performed in one minute was recorded to give pre-test
maximum (PRM). The progression involved participants
performing three repetitions of 60% of their individual
PRM in the first two weeks, then to three repetitions of
70% of PRM the following two weeks and so on.
b) Pre-test for stepping exercise
Participants were asked to step onto and off a step as
many times as possible in one minute. The maximum
number of exercise repetitions performed in one minute
was recorded to give PRM. This exercise was progressed
the same way as the ‘sit to stand’ exercise.
Balance exercises
This involved the following:
a. Walking exercise with visual cue manipulation, such
as walking forward and taking a few steps backward on a
straight walking line: Three repetitions.
b. Picking up an object from the floor from a standing
position: Three repetitions.
c. Standing on one leg (the affected leg): Three repetitions.
d. Performing cycling movement gently (around a gymnasium ball), into clock-wise and anti-clock-wise directions: Three repetitions.
Progression involved an increasing number of repetitions
of the balance exercises according to the patient’s ability.
Walking exercises
In this exercise, a patient was required to walk for two
minutes at his/her own walking pace. The walking exercise was progressed by increasing the walking time.

Instruments
Appointment keeping rating scale
This rated attendance of participants with the aid of an
attendance table used to record patients’ attendance at
physiotherapy out-patient clinics. The level of attendance
was then calculated by dividing the total sum of appointment sessions attended by sum total of prescribed treatment sessions for each patient at the end of the study.
The percentage score was then estimated. Adherence to
appointments were determined as follows: Participants
who had a minimum attendance score of six out of eight
(≥ 75%) appointments were classified as being adherent,
while those with an attendance score of less than six out
of eight appointments (<75%) were classified as being
non-adherent.
Barriers to appointment keeping rating scale
This was used to assess barriers to attendance at physiotherapy appointments. It is a 7-item scale adapted
from previous studies on adherence to treatment of individuals with varied conditions (18;23-25). The items
include factors perceived by individual stroke survivors
as contributory to non-adherence of their physiotherapy
appointments. These factors are: forgetfulness, no accompanying person to help the patient get to the hospital, financial constraints for transport and treatment,
workplace constraints, previous treatment dissatisfaction, lengthy waiting times, and inconvenient treatment
time. Each item was rated on a scale from 0 to 1, whereby 0 indicated “no” and 1 indicated “yes”. The possible
maximum score on the scale was therefore 7. During the
study period, participants were asked to complete the
questionnaire when they missed an appointment. Barriers to appointment were determined by estimating the
mean scores on each item at the end of 8 weeks for each
participant and then weighted in order of magnitude for
all participants.

Modified Hopkins Rehabilitation Engagement Rating
Scale (mHRERS)
This scale rated the level of adherence of stroke survivors during clinic-based rehabilitation. This was done
by the physiotherapist at the end of each treatment session. The modified instrument selected 2 items from the
original Hopkins Rehabilitation Engagement Questionnaire by Kortte et al. (26), and scoring was done on a
6-point rating scale ranging from 1 (Never) to 6 (Always)
with a minimum score of 2 and a maximum score of 12.
The level of adherence of a participant was calculated
as the ratio of a participant’s score to the highest score
(i.e. 12) on the (mHRERS). Participants with a score of
nine or more out of twelve (≥75%) were rated as being
adherent, while those with less (<75%) were regarded
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as non-adherent. A mean score was then calculated for
each participant at the end of the study to determine
his or her level of adherence. Total mean scores were
then calculated both for adherent and non-adherent
participants. The internal consistency of the original
instrument is (α=0.91) and inter-rater reliability (ICC,
r=0.73) [25]. The mHRERS was validated on 25 stroke
survivors and a Cronbach’s alpha of 0.74 was obtained.

Patient Self-report of Barriers to Clinic-based Exercise
This is an 8-item self-report in which individual participants were asked to rate the difficulty encountered
in a day while trying to undergo prescribed exercises.
The items on this scale were derived from the work of
Miller (12), Campbell et al., (15), Sluijs, (27). These items
include: poor knowledge of the exercise, increased pain
during exercise, exercise is not enjoyable, exercise is not
helpful, patient gets tired very easily, number of exercises were too much, patient cannot do exercise for long,
and patient is afraid of falling during exercise. Participants were asked to rate on a Likert scale (4: strongly
agree; 3: agree; 2: disagree; 1: strongly disagree). Least
possible score was 8, while maximum possible score was
32. A reliability test of the self-developed instrument on
25 stroke survivors yielded a Cronbach-alpha of 0.93.
The scores obtained on each item were summed up and
divided by the total number of the study participants
(N=52) each week. This gave the weekly mean score of
an item. At the end of the study for each participant (i.e.
after eight weeks), the grand mean scores of each item in
the scale were computed by adding all the weekly mean
scores and dividing the total by eight. Items with greater
grand mean scores in order of magnitude were those
that posed greater barriers to clinic-based exercise adherence by the participants.
Data were analyzed with the aid of descriptives: mean,
frequencies, standard deviation and percentages. Inferential statistics using Chi-square, Pearson’s Correlation coefficient and unpaired t-tests were also done.
Chi-square analysis was used to find the association
between the dichotomized adherence scores (adherent
and non-adherent) and each of the participants’ sociodemographic variables (nominal and ordinal variables).
Pearson’s correlation was used to find the relationship
between mean scores of clinic adherence and mean
score of each barrier item (ratio variables).

Results

66 stroke survivors who gave their informed consent
and met the inclusion criteria for this study were recruited through purposive sampling. 14 of them voluntarily withdrew their participation at varied stages of
the study. The remaining 52 stroke survivors 27 males

(51.9%) and 25 females (48.1%) completed the the eightweek study. Mean age of participants was (55.3±10.0),
age range was 35-75 years. Ten (19.2%) had tertiary
education and were employed by the government, while
others were self-employed or non-employed at the time
of the study. The range of time since the stroke of these
participants ranged from 10-20 weeks (Table 1).

Table 1 Characteristics of participants in the study
Variables

n

%

Males (53.3 ± 9.9)

27

51.9

Females (57.6 ± 9.8)

25

48.1

Government employed

10

19.2

Self-employed

21

40.4

Not employed

21

40.4

None

11

21.2

Primary/Secondary

31

59.6

Tertiary

10

19.2

10

15

28.9

12

18

34.6

16

13

25.0

20

6

11.5

Right

28

53.8

Left

24

46.2

Age (mean ±SD) years

Occupation

Educational Level

Time since stroke (weeks)

Side of Hemispheric affectation

Appointment keeping of stroke survivors
In this study, 19 (36.5%) of the participants had 100% attendance, 16 (30.8%) missed one appointment, 9 (17.3%)
missed two appointments, while 8 (15.4%) missed 3 out
of a total of 8 appointments. Thus, on the whole concerning appointment keeping, forty-four (84.6%) of the
participants with a mean attendance score of (86.1±13.5)
were adherent, while 8 (15.4%) with a mean score of
(67.43±17.9) were not adherent.
Reported barriers to appointment keeping
Barriers influencing adherence of stroke survivors to appointment keeping included: 17 (29.3%) lacked an accompanying person when going to the hospital, 16 (27.6%)
had financial constraints, and for 6 (10.3%), forgetfulness
was the most frequently reported barrier. (Figure 1)
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Figure 1 Reported barriers to appointment keeping for stroke survivors

(P>0.05) (Table 3). In addition, Spearman’s correlation analysis revealed that the time passed since the
incidence of stroke (r=1.8, p=0.2) and the age (r=0.82,
p=0.56) of participants were not significantly associated
with adherence to appointment. Furthermore, socio-demographic characteristics of participants, such as gender and educational level, were not significantly associated with clinic-based exercise adherence. Also, the side
of hemispheric affectation (either right of left) was not
significantly associated (p=0.14) with clinic-based exercise adherence.

Discussion
Adherence during clinic-based rehabilitation
For clinic-based exercise adherence, 33 (63.5%) of participants with mean score of (77.5±12.4) were adherent
while 19 (36.5%) with mean score of (48.3±8.5) were
non-adherent. Factors reported by participants as barriers to clinic based exercise adherence had fatigue as
the most frequently reported, closely followed by pain
during exercise. Pearson’s correlation analysis showed
that a significant negative correlation (P<0.05) existed
between mean scores of barriers to clinic-based adherence and the following items on patient self-reported
barriers to clinic based exercise: I cannot do much exercise because of my pain, I become tired very easily, I
just do not enjoy doing exercise, exercise is too much,
exercise duration is too lengthy. On the other hand,
there was no significant correlation between mean
scores of clinic-based adherence and the items: ‘poor
knowledge of exercise’, ‘fear of falling’ and ‘exercise will
help me’ (Table 2).
Table 2 Correlation between the scores of clinic based adherence and each
item on patient self-report of barrriers to clinic based exercise (N=52)
Barriers to Exercise

r-value

P-value

-0.4

0.21

I cannot do much exercise because of my pain

-0.78

0.02*

I am afraid of falling while exercising

-0.49

0.32

Poor knowledge of exercise

I become tired very easily

-0.71

0.05*

I just do not enjoy doing any exercise

-0.56

0.04*

Exercise will not help me

-0.37

0.37

Exercise is too much

-0.85

0.01*

Lengthy exercise duration

-0.76

0.03*

* Statistically significant (P<0.05)

Socio-demographic characteristics of participants and adherence to appointments and clinic-based exercise
A comparison of socio-demographic characteristics of
participants such as gender, educational level and occupation using Chi-square analysis was found not to be
significantly associated with appointment adherence

This study investigated factors which acted as barriers to
treatment adherence among stroke survivors attending
out-patient physiotherapy management in North-west
Nigeria. The principal factors considered under adherence were appointment keeping and attitude toward
clinic-based exercise. The observation in the study was
that, judging by their mean attendance rate, stroke survivors were more adherent to appointment keeping than
to clinic-based exercise, while about one-third of the
participants were not adherent to clinic-based exercise.
Reported barriers to appointment keeping by
stroke survivors
In this study, the most reported barriers to appointment
keeping by stroke survivors, in order of magnitude were
non-availability of accompanying persons to hospital, financial constraints and forgetfulness.
As stroke has been described as a leading cause of adult
disability (28), the importance of family support on
stroke survivors cannot be over-emphasized. This is because stroke survivors have difficulties performing dayto-day activities like dressing, eating and moving around
and this reduced functional ability may last a considerable period of time (29). Family members, therefore,
are under the obligation to provide essential support
for these individuals with varied levels of cognitive and
physical difficulty (30). In view of the hectic day-to-day
life activities of individuals in the family in the modern
day world, it may not be out of place that stroke survivors may sometimes find it difficult to adhere to treatment due to lack of accompaniment to the hospitals.
Thus, families with a stroke survivor have to undergo a
lot of stress in order to provide optimal support to the
individual with stroke so as to meet this challenge. In
essence, participants in this study who had good adherence to appointment keeping were able to do so because
the family members made a lot of effort in accompanying them to the hospital for treatment.
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Table 3 Association of participants’ characteristics with adherence to appointments and clinic-based exercise
Appointment Keeping
Variables

Adherent

Non-adherent

n

n

Male

21

6

Female

23

2

Clinic Based Exercises
Adherent

Non-adherent

n

n

18

9

0.25

15

10

5

6

0.84

21

10

9

1

P-value

P-value

Gender
0.84

Educational Level
None

10

1

Primary/Secondary

25

6

Tertiary

9

1

0.36

Occupation
Government employed

8

2

Self-employed

17

4

Non-employed

19

2

Right

24

4

Left

20

4

0.68

6

4

12

9

15

6

16

12

17

7

0.61

Side of Hemispheric Affectation
0.56

0.14

Note: Only Fisher’s exact test values are presented in the table because some of the cells in the association table have n<5. Chi square values are
used only when all cells have n≥5. n= number of participants; P= probability value.

The report of financial constraints as barriers to physiotherapy appointment adherence could be explained by
the availability and accessibility of financial and social
support for the stroke survivors. In this study, only few
participants were employed under the Nigerian government civil service. The National Health Insurance
Scheme (NHIS) is a provision of financial support for
healthcare for individuals employed in civil service of
the federal government of Nigeria. However, not all aspects of healthcare were covered by this scheme and not
all individuals may access the healthcare support fund.
Thus participants in self-employment and the unemployed were not capable of accessing this fund. Therefore, such individuals have been unable to meet up with
the financial requirement that is necessary to adhere to
physiotherapy treatment throughout the continuum of
care required for their rehabilitation. However, self-employed stroke survivors who had lucrative private businesses or family members who were relatively financially buoyant may be able to pay for physiotherapy care for
a longer duration as required. However, effort is being
made presently to improve coverage of financial support
of healthcare through NHIS for Nigerians. The result of
this study on financial constraints as a barrier to treatment adherence is similar to those of previous researchers such as Forkan (31), Garcia Popa-Lisseanu et al. (18),
and Marwaha et al. (23).
Although participants in this study were screened for
memory problems, reports of forgetfulness as a barrier to adherence to appointment keeping were high.

This was probably more notable where family members
were not always available to assist the patient to the hospital. Consequently, strategies geared toward reminding
patients and relatives of the appointment dates, as telephone calls and text messages may improve adherence
to appointments. Asvat also reported forgetfulness as a
barrier to appointment adherence in physiotherapy outpatients (24).
Barriers to clinic-based exercise adherence
Stroke survivors in this study reported fatigue and pain
most frequently as barriers to clinic-based exercise adherence. Fatigue is a common problem associated with
stroke survivors and has been described as an important
clinical determinant of a progressively disabling pattern
of reduced physical activity after stroke (32;33). According to West and Bernhardt (34), the mere fact that most
stroke survivors would usually have been inactive during
their in-patient hospital stay, as part of the acute phase
of rehabilitation immediately post-stroke, may also contribute to fatigue. Post-stroke fatigue may, therefore, interfere with the rehabilitation process with consequent
negative impact on patient recovery. In essence, stroke
survivors may therefore require exercise prescription,
which is individually structured, closely monitored and
carefully graduated in order to encourage adherence during clinic-based exercises. Previous studies reported a
relationship of post-stroke fatigue with depressive symptoms in stroke survivors (35;36). However, participants
were not assessed for depression in this study. Pain is
also a common feature in stroke survivors, commonly re-
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ferred to as central post-stroke pain syndrome. It occurs
when the stroke causes damage to parts of the brain that
process sensory stimuli, so these areas of the brain fail
to respond properly and, in effect, register all stimuli as
pain (32). The resulting malfunctioning of sensory stimuli may thus lead to chronic and disabling pain, which
prevents active involvement in clinic-based exercise adherence.

Socio-demographic characteristics of participants and treatment adherence
No significant differences were observed in adherence of
male and female stroke survivors to appointment keeping. This result is similar to that of Asvat (24). In addition, no differences were found in adherence of male and
female stroke survivors to clinic-based exercise adherence. This finding is similar to that of Kolt and Mc Evoy
(16). Neither educational level nor occupation of participant stroke survivors reflected any influence on clinicbased exercise adherence. This may be due to the fact
that many of the afore-mentioned factors played a more
prominent role as barriers to treatment adherence compared to socio-demographic characteristics of this group
of stroke survivors. It may also be due to the fact that
the sample size of the population in this study is limited.
This may therefore mean that the result pertaining to effect of socio-demographic characteristics on barriers to
physiotherapy treatment adherence in stroke survivors
in this study may not be broadly generalized.

Conclusion

Support of stroke survivors by family members in hospital attendance is highly essential. Wider coverage of the
National Health Insurance Scheme in Nigeria to include
individuals with chronic conditions as well as for individuals that are not employed by the federal government
is advocated. This will improve available financial means
for healthcare of the stroke survivors and hence may improve appointment adherence.
Competing Interests
None declared.
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Integration of health promotion in clinical
hospital departments: standards fulfilment,
documentation of needs and service delivery
Jeff K Svane 1, Shu-Ti Chiou2, Yuh-Lin Chang3, Shu-Hua Shen4, Chun-Hsiung Huang5, Chui-Yi
Pan6, Ming-Nan Lin7, Ying-Hua Shieh8, Tuoh Wu9, Shu-Chuan Wu10, Tang-Tat Chau11, Ling-Yu
Hung12, Yuen-Yee Kan13, Chung-Jing Wang14, Rey-Yue Yuan15, Hui-I Yu16, Ying-Hsiang Chuo17,
Miauh-Shin Chen18, Hong-Ting Chan19, Yu-Lan Chou20, Di Pei21, Nai-Phon Wang22, TsungChang Tsai23, Hung-Chi Wu24, Hanne Tønnesen1, 25
Abstract

Background Integrating health promotion (HP) in clinical settings has tremendous effects on treatment outcomes, patient safety and
expenses on short and long-term. WHO-HPH standards and models are used globally - but publications on compliance and provision
of HP remain rare.
Objective To evaluate WHO-HPH Standards compliance, identification of HP needs and related HP deliveries at hospitals, as well as to
identify important factors for high level of service deliveries to patients in need of HP.
Methods 21 clinical departments, each with 50 patient records, were included in Taiwan. Standards compliance was recorded. The
1050 medical records were audited for documentation of patients’ HP need (HPH DATA model) and HP service deliveries (HPH Doc Act
model) regarding malnutrition, overweight, physical inactivity, smoking and excessive drinking.
Results The Standards compliance was high; 93% (88-98%). Identification rate was 46% (32-72%) and delivery rate to those with identified HP needs was 33% (22-40%). Of the total deliveries, 17% (5-24%) were given to patients documented as not having HP needs,
and 46% (41-59%) to patients without information on HP needs. Modifiable factors of significance for high level of HP service delivery
were Standards compliance and HP needs identification; OR 1.89-3.75 and 1.74-12.66.
Conclusion The compliance was high at organisation level, but lower at patient level. Most deliveries were given to patients without
identified needs. Future research should include implementation strategies reaching out to the patients.
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Introduction

Research and Best Practice

The burden of disease is closely related to smoking, alcohol, overweight and malnutrition as well as physical inactivity (1). In order to reduce this burden and increase
public health, the focus worldwide is on the need for and
access to health promotion (HP). In addition to the improved health long-term (2), more and more evidence
exists on almost immediate beneficial effects of applying
HP to clinical settings (3). It works by improving the direct clinical outcome, reducing expenses and increasing
patient safety on very short term (4). Improvements to
clinical results include faster recovery (5), better disease
control (6-8), reduced surgical complications (9-11) and
improved mental health (12). Therefore, HP should thus
be considered a central issue in treatment quality (1315). However, implementation of evidence-based HP
in the clinical settings is still a challenge – in line with
implementation of other evidence-based interventions.
To support and guide implementation of HP in clinical
settings, the World Health Organization (WHO) and the
International Network of Health Promoting Hospitals &
Health Services (HPH) have developed and validated 5
standards with 40 measurable elements for HP in hospitals: I) management policy, II) patient assessment, III)
patient information and intervention, IV) promoting a
healthy workplace and V) continuity and co-operation
(16;17). The International Society for Quality in Health
Care criteria (18) were used for establishment of the
Standards for HP in Hospitals. With the standards as
a quality management tool, hospital organisations can
monitor their HP implementation, including the structures that support the delivery of HP services (13).
To create the necessary in-detail framework for monitoring the implementation at individual patient level, two
easy-to-use models for documentation of HP needs and
related interventions in the medical records, have also
been developed and validated internationally (19;20).
These models monitor e.g. lack of physical activity and
the following service deliveries, such as motivational
counselling or participation in an exercise program. The
HPH DATA and Doc-Act models monitor the documentation in the medical records of WHO-HPH Standard II
and III.
HPH DATA model includes 9 questions for documenting individual patient needs for HP related to smoking,
alcohol, overweight, malnutrition and physical inactivity (19). HPH Doc-Act model with 15 international codes
documents HP activities provided to individual patients
with HP needs (20). This model differentiates between
brief intervention (BI), e.g. motivational counselling,

and HP intervention (INT) or rehabilitation programs.
Overall, the standards and models have been shown to
be understandable, adequate and easily added to existing
local procedures and systems (16-17, 19-20). They have
been implemented to varying degrees by a large number
of hospitals and health services worldwide - typically as
an integrated element in the local and national quality
management program. Still, however, publications on
compliance with standards and HP service deliveries remain sparse (21;22).
The aim of the present study was to evaluate the compliance with the WHO-HPH Standards, the identification
of needs and related service deliveries of HP activities in
Taiwanese hospitals. A further aim was to identify important factors for high levels of HP service delivery.

Methods

This study used a cross-sectional design. The English
project materials were translated into local languages by
the Taiwanese HPH Network, which also supported the
study process. The Danish Data Protection Agency for
international studies confirmed that the project included no personal identification data, since the data were
collected anonymously at source. The Research Board of
Bispebjerg & Frederiksberg Hospital and the local ethics
boards approved the project before start (ClinicalTrials.
gov id: NCT01563575. Danish Data protection Agency
J.nr: 2012-41-0152).
Participants and Setting
The inclusion criteria were departments responsible for
patient treatment – both in- and out-patient clinics, and
each hospital could only join with one department. Exclusion criteria were paediatric departments, palliative
departments and nursing homes, owing to the fact that
the standards and tools have not yet been validated for
these patient groups.
Through an open call for participation 21 clinical departments from 21 different HPH hospitals in Taiwan were
included in the study after informed consent from both
the hospital management and the department management. There were 7 departments of internal or general
medicine, 3 of rehabilitation, 2 of oncology, 2 of orthopaedics, 2 of endocrinology, 2 of surgery, 1 of geriatrics,
1 of psychiatry and 1 of cardiology. The departments
represented accredited public, private, university, midsized and small rural hospitals (see Table 1 for characteristics).
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Table 1 Characteristics of 21 hospital departments included

Number of departments
Status of hospital:

Type of hospital:

Catchment area:

Number of beds:

Public

7

Private not for profit

13

Private for profit

1

Community hospital

1

Large teaching general

15

University hospital

3

Specialised hospital

2

Rural

4

Urban

14

Mixed

3

<200

2

200 to 399

3

400 to 599

3

>599

13

Collection of Data
The departments received a project manual and technical support. They collected data through the self-assessment manual-based tools over 6-8 months, all anonymised at source. The monitoring of the WHO-HPH
Standards was done at department level by categorising
the measurable elements as either “yes” or “no” regarding fulfilment.
For the HPH DATA and HPH Doc-Act models the local
staff performed a manual-based audit. They audited 50
consecutive anonymised patient records at each hospital
from a specific date before the inclusion date. For each
item in the models, the staff would then mark it either:
• “Yes” if categorisable information was available in
the record, sufficient to determine a need for HP or
a delivered service.
• “No” if categorisable information was available in
the medical record, sufficient to determine no need
for HP or no service had been delivered.
• “Unknown”: if information was not categorisable,
such as lacking or insufficient to determine need for
HP or whether a service had been delivered or not.

Analyses

The outcomes were fulfilment of the 40 measurable elements of the 5 WHO-HPH Standards; the patients identified with or without need for HP (smoking, alcohol,
overweight, malnutrition and physical inactivity) as well
as patients with said needs, who actually had related HP
service deliveries.

The association between need for a specific HP service
and the related delivery was calculated as univariate
analyses controlled for confounders and effect modifiers
and presented as odds ratio (OR) with 95% confidence
interval (CI). This was followed by a final multivariate
regression analysis. The results were considered significant if CI did not include the value 1.

Results

The hospital departments had a very high compliance eith the 40 measurable elements constituting the
5 WHO-HPH standards; Standard I with 96%, II with
88%, III with 91%, IV with 93% and V with 98%. Overall,
15 of the 21 departments had 100% compliance; median
value 40, ranging 20-40 (see Table 2).
Alltogether, data from 21 x 50 = 1050 medical records
were analysed. The departments had a low level of documentation of needs or no needs for HP regarding malnutrition, overweight and physical inactivity (see table 3).
Relation between identified HP needs and service delivery
The association between needs for specific HP and related deliveries, for instance daily smoking and related
delivery of smoking cessation intervention, was low (Table 4). The majority (68%) of those with identified needs
for HP did not receive a related intervention. Interestingly, 17% in median (ranging 5-24%) of those identified
as having no risk factors were given HP services. For all
risk factors the highest absolute number of HP activities
was delivered to patients with unknown and insufficient
information about the related risk factor.
Overall, the multivariate analysis of important factors
for HP deliveries of specific life-style factor interventions
showed that identification of the risk factors, (except for
malnutrition) and complete standard compliance were
significantly associated with increased deliveries. Being
a public hospital was associated with significantly lower
delivery of interventions for all lifestyle interventions
(table 5). HP activities targeting nutrition problems were
associated with urban hospitals and hospitals with a
mixed urban/rural catchment area. Intervention against
physical inactivity was negatively associated with being
a smaller size hospital and having an urban or mixed
urban/rural catchment area, but positively associated
with medical and psychiatric departments. On the other
hand smaller size hospitals were significantly associated
with both alcohol and smoking interventions. There was
no difference between community hospitals and larger
teaching/university hospitals concerning the HP deliveries.
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Table 2 Compliance with the WHO-HPH Standards for HP in hospitals, measured by 21 clinical departments in Taiwan
Departments 1 - 21
Standards/Substandards

A

B

C

D

E

F

G

H

I

J

K

L

M

N

O

P

Q

R

S

T

U

Total

1.1.1.

Aims and mission include HP

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

1.1.2.

Minutes reaffirm agreement w HPH

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

1.1.3.

Quality/business plans include HP

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

1.1.4.

Personnel and functions ID’ed for HP

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

1.2.1.

There is a budget for HP

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

1.2.2.

HP procedures available

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

1.2.3.

HP structures and facilities can be ID’ed

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

20

1.3.1.

HP intervention data captured

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

20

1.3.2.

Assessment of HP established

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

20

x

x

20
x

21
20
19

Total Standard 1: Management Policy

96%

2.1.1.

Guidelines to ID lifestyle risk exist

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

2.1.2.

Guidelines have been revised

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

2.1.3.

Guidelines to ID HP needs exist

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

2.2.1.

Assessment is documented

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

2.2.2.

Guidelines for reassessing HP needs

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

2.3.1.

Info from referring DR available in MR

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

2.3.2.

MR documents social/cultural background

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

20
18

x

16
x

x

x

20
17

x

x

20
18

Total Standard 2: Patient Assessment

88%

3.1.1.

Information given is recorded in MR

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

18

3.1.2.

HP activities are documented in MR

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

18

3.1.3.

PT satisfaction assessment integrated in QM

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

18

3.2.1.

General health information is available

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

3.2.2.

Info about highrisk diseases is available

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

20

3.2.3.

Information on PT organizations available

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

Total Standard 3: Patient Information & Intervention

20
91%

4.1.1.

Working conditions comply w N/R directives

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

4.1.2.

Staff comply w health and safety

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

4.2.1.

Intro training on HP policy given to new staff

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

4.2.2.

Staff aware of HP policy

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

4.2.3.

HP performance appraisal system exists

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

4.2.4.

Practices made by multidisciplinary teams

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

4.2.5.

Staff involved in policy-making

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

4.3.1.

Policies on health issues avaliable for staff

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

4.3.2.

Smoking cessation programmes offered

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

4.3.3.

Annual staff surveys are carried out

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

20

x

17
20

x
x

x

19
x

x
x

x

21
17

x

19

Total Standard 4: Healthy Workplace

93%

5.1.1.

Regional policy taken into account

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

5.1.2.

List of partners avaliable

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

5.1.3.

Collaboration based on regional health plan

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

5.1.4.

Plan for collaboration w partners avaliable

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

20

5.2.1.

Follow-up instructions given

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

5.2.2.

Procedure for info exchange exists

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

5.2.3.

Receiving organization gets info on PT

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

21

5.2.4.

Rehab plan documented in MR

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

20

x

Total Standard 5: Continuity and Cooperation
Total Number of measurable elements (of 40)

21

20
98%

40

40

40

40

40

40

40

40

40

40

40

40

40

40

40

39

38

35

31

24

20

Total All standards
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Table 3 HPH DATA Model for assessing HP needs: The medical record audit results for the documentation of HP needs among 1050 patients
Categorisable (%)
”Yes” to HP needs (high risk)
A - Is the patient at risk of illness-related malnutrition?

Not categorisable (%)

”No” to HP needs (low risk)

Unknown

26

20

54

A-1 Is the patient’s BMI below 20.5?

12

51

37

A-2 Has the patient lost weight in the past three months?

6

55

39

A-3 Has the patient had reduced appetite in the past week?

6

62

31

A-4 Is the patient severely ill? (i.e., stress-metabolic)
B - Is the patient overweight?

11

60

29

22

10

68

B-1 Is the patient’s BMI above 25?

20

42

38

B-2 Has the patient’s waist exceeded 80 cm (W) or 94 cm (M)?

5

20

75

C - Is the patient active less than 30 min/day?
(Defined by moderate intensity with pulse increase, e.g., walking,
cycling, training)

13

21

66

D - Does the patient smoke daily?

16

56

28

E - Does the patient’s drinking exceed the recommend limits?
(Defined as 7 drinks weekly for W and 14 for M)

7

62

31

(W: women; M: men)
Table 4 Distribution of the specific identified risk factors compared to the distribution of related intervention; brief intervention (BI) more intensive intervention (INT).

Risk Factor

Identification of
risk factor

Related BI/INT

n (%)

n (%)

p-value

Malnutrition
Risk

275

(26)

72

(30)

0.133*

No Risk

212

(10)

58

(24)

0.083*

563

(54)

110

(46)

0.006*

1050

(100)

240

(100)

-

232

(22)

83

(34)

0.000*

No Risk

101

(10)

16

(7)

0.082*

Unknown Risk

717

(68)

141

(59)

0.000*

1050

(100)

240

(100)

-

132

(13)

68

(40)

0.000*

Unknown Risk
Total
Overweight
Risk

Total
Physical Inactivity
Risk
No Risk

171

(16)

32

(19)

0.364*

Unknown Risk

747

(71)

70

(41)

0.000*

1050

(100)

170

(100)

-

Total
Smoking
Risk

172

(16)

50

(37)

0.000*

No Risk

557

(53)

22

(17)

0.000*

Unknown Risk

321

(31)

62

(46)

0.000*

1050

(100)

134

(100)

-

Total
Excessive Alcohol
Risk
No Risk
Unknown Risk
Total

72

(7)

12

(22)

0.000*

602

(57)

3

(5)

0.000*

376

(36)

39

(53)

0.000*

1050

(100)

54

(100)

-

Discussion

We found that the present hospital departments from
Taiwan fulfilled the WHO-HPH Standards almost completely and to a significantly higher degree than reported
in previous studies (16;17;21;27). This very high compliance at organisational level was not followed by a correspondingly high degree of implementation at patient
level. Overall, about half of the patients had their needs
for HP evaluated and documented in the medical record, while the required HP services were delivered to
less than one third of those patients identified with HP
needs. These results are not quite different from other
publications (19;20;22;23).
Another part of the results in the present study are the
factors of significance for a high level of delivery in Taiwan. Both complete fulfilment of the WHO-HPH standards and having identified the risk factors were significant for delivery of all the related HP services. This is
important, because these two factors can be modified
relatively easy. Other significant factors, albeit not so
changeable, are hospital size, urban catchment area and
being a public hospital - amongst others. Furthermore,
the university and teaching hospitals did not have higher
delivery rates. Especially, the modifiable factors should
be included in the future considerations of better implementation of HP targeting patients.
In principle, HP should ideally take place outside hospitals, such as in families, institutions, work places,
schools and primary care. However, when entering hospitals about 80-90% of patients have at least one risk

* Statistically significant (P<0.05)
Editorial Office, WHO-CC • Clinical Health Promotion Centre • Bispebjerg & Frederiksberg Hospital, University of Copenhagen, Denmark
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Tabel 5 Multivariate analyses on assoc. between HP deliveries and characteristics; OR: odds ratio; CI: 95% confidence interval; MN: malnutrition; OW: overweight
Nutrition
OR
Identified Risk vs No & Unknown Risk

(CI)

MN:

0.98*

OW:

1.74* (1.22 - 2.49)

(0.68 - 1.42)

Physical Inactivity
OR

(CI)

Smoking
OR

(CI)

Alcohol
OR

8.15*

(4.96 - 13.39)

4.22*

(2.65 - 6.71)

(CI)

12.66* (3.91 - 40.98)

Complete vs Incomplete Standard Compliance

1.89*

(1.23 - 2.93)

3.75*

(2.15 - 6.52)

3.66*

(1.76 - 7.61)

2.24*

(0.43 - 11.58)

Public vs Private Hospitals

0.25*

(0.16 - 0.38)

0.61*

(0.38 - 0.99)

0.19*

(0.10 - 0.34)

0.22*

(0.07 - 0.65)

Community vs teaching & University Hospitals

0.98* (0.16 - 6.19)

1.00*

1.00*

-

1.00*

16.66* (3.88 - 71.54)

0.16*

(0.06 - 0.45)

1.43*

(0.53 - 3.89)

6.77*

< 599 Beds vs > 600 Beds

1.15* (0.79 - 1.66)

0.17*

(0.10 - 0.30)

2.14*

(1.38 - 3.31)

Med & Psych vs Surgical Department

1.80* (1.00 - 3.23)

2.27*

(0.92 - 5.59)

Urban & Mixed vs Rural Catchment

-

17.63* (5.53 - 56.17)

(0.51 - 90.78)

31.40* (10.51 - 93.78)
1.00*

-

* Statistically significant (P<0.05)

factor, like smoking, excessive alcohol drinking, risk of
malnutrition, overweight and physical inactivity, all of
which can significantly reduce treatment outcome on
short term and health gain on longer term (19-23). Nevertheless, it is possible to improve immediate outcome
by adding HP services to patient pathways in surgery, internal medicine and psychiatry (4-12). A first significant
step for this is to identify patients’ needs for HP services.
From this study, it appears that such systematic recording of needs for HP is a key prerequisite to also delivering associated HP services systematically. Knowing the
beneficial effect on treatment outcome on short term as
well as the benefit on longer term (1-3), many hospitals
and health services worldwide have adopted the tools assessed in this study to varying degrees (e.g. Denmark,
Sweden, Ireland, Canada etc.). However, in order to harvest the benefits of outcome- and cost-effectiveness it is
necessary to systematic implement effective HP services, and our study clearly showed the need for improved
implementation at patient level. The focus should be on
those in need of HP services. From the present study it
seems that the highest numbers of activities were actually given to patients documented to either be without
risk or without information on risk. Health policies,
reimbursement strategies and agreements on specific
standards and clinical guidelines are highly relevant, but
seldom sufficient to secure implementation at patient
level (24-25) and as a result the clinical implementation
of evidence is often years delayed.
In addition to facilitating the implementation process
with teaching and training of staff to be able to handle
the new activities, also staff and managerial attitudes
(27;28) and individual lifestyle are surprisingly important for successful implementation of HP (28). Interestingly, the patients are positive towards new interventions, and especially positive to being offered HP services

as an integrated part of patient pathways (29-32).
Bias and Limitations
Some bias and limitations apply to the present study. On
one hand, the HP Services have been delivered by different staff groups across the hospitals, which may increase
the variety. On the other hand, HPH members in Taiwan
are evaluated by the WHO-HPH Standards when joining
HPH as part of their local membership criteria. Overall,
the data were collected by self-assessment, which may
overestimate the compliance and deliveries. Another bias
could arise from updates to the Standards over time (13).
The present study used the latest edition. Further bias on
the Standard compliance might originate from the settings, because the standards were developed for entire
hospitals as organizations and this study included just
singular clinical departments. It could be argued that it
is more difficult to get an entire hospital to comply with a
set of standards, than it is to get just a single department
to comply. In practice, however, many of the topics dealt
with by the standards are naturally applied to the whole
hospital organization – especially for issues like overall
policy, healthy work places, teaching and training of staff,
common guidelines, general processes etc.
It is a strength that the study was performed under real
life conditions; however, all participating hospitals were
HPH members, which may limit the generalisation outside HPH and Internationally.
Perspectives
The perspectives of monitoring and improving the implementation and deliveries of HP in clinical settings are tremendous for the patient and society at large. They include
better treatment results and increased health gain. From
a clinical perspective, it is necessary to secure teaching
and training regarding HP for staff and management in
addition to offering the HP programs to support and fa-
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cilitate meeting the patients’ needs for HP. Finally, the
present study underlines the need for additional research
on the topic of clinical HP implementation and related
strategies in high quality designs.

Conclusion

WHO-HPH Standards are complied with to a high degree in the present study, but the identification of HP
needs and related HP delivered to patients are lower.
Important factors of high delivery levels the fulfilment of
the WHO-HPH Standards and identification of risk. Additionally, about 17% of patients without HP needs and
46% of patients with no documented risk still received
HP services. Development of effective implementation
strategies, reaching out to patients, and evaluation in
randomised trials are urgently required.
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Outcome of information and coping skills
training for relatives of drug abusers:
A randomised controlled study
Ulla Zetterlind1, Susanna Kovac1
Abstract

Background Substance abuse often has a severe influence on family members and relatives and thus, the health of the relatives is also
at risk. The aim of the study was to compare two programmes on coping skills and well-being in relatives/good friends of persons with
drug use disorders.
Method Forty-three relatives to drug abusers were randomly assigned to one of two interventions: a Coping Skills Training programme
(CST) or a Standard Information programme (SI). The CST consisted of one SI-session plus four monthly CST sessions. Five different
self-report scales were used to measure symptoms (SCL 90/GSI), coping, social interaction, alcohol and drug use. Follow-up periods
were 12 and 24 months.
Results Ninety-eight per cent of the participants completed the first follow-up and eighty-eight per cent the second follow-up. Both
groups (CST and SI) showed a decrease in symptoms and coping values after 24 months with a significant better overall coping in the
long term for CST.
Conclusion Both programmes led to decreased symptoms and improved coping. The significant lower value on overall coping after 24
months indicates that a long-term intervention programme might be more efficient.

About the

AUTHORS
1
Clinical Health Promotion
Centre, Lund University,
Sweden

Contact:
Ulla Zetterlind
ulla.zetterlind@med.lu.se

Clin Health Promot 2015; 5:18-24

Introduction

proportion of the abusers made appointments for treatment or entered treatment
programmes. However, some studies
mainly focus on relatives, their health,
stress and ability to cope (7-11). These papers indicate that a coping strategy chosen by relatives may be as important for
their own health as for the rehabilitation
of the abuser. Thus, improving the family’s overall situation is an important subject when working on health promotion.

It is well-documented that the well-being
and coping of these relatives are influenced by their partners’ alcohol problems. Several papers have shown that a
person’s alcohol problems also have a
negative effect on other members of their
family (1-3). Some of the papers in this
field are looking at the effect of including spouses in specific treatment programmes when dealing with reduction
of their partners’ alcohol intake (4-6). In
these studies, the outcomes were generally positive, i.e. a significantly larger

According to Orford et al. (12;13) tolerant-inactive coping seems to have a negative influence on relatives’ health. The
same applies to engaged coping, even
though there is a lower correlation. The
randomised studies presented by Zetterlind and co-workers (7) and by Hansson
et al. (8) showed that different types of
interventions reduced symptoms, but
also that long-lasting intervention programmes had the most positive results in
a two-year perspective.

Despite increasing interest in research on
relatives of people with alcohol problems
in recent decades, there have been few international studies, including a Swedish
study on relatives of people with drug use
disorders. However, knowledge obtained
from studies of relatives of alcohol abusers might be a good starting point for
measures directed towards relatives of
people with drug use disorders.
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In this paper, we have compared two intervention methods for relatives of persons with drug use disorders. One
intervention focuses on a single standard information
session including a dialog with the relative, and the other uses the same standard information session, which is
then followed by four coping skills training sessions. The
structure of the study is similar to that used in previous
studies (7;8). The aim was to investigate the outcome of
short- and long-term intervention for relatives of persons with drug use disorders.

Materials and Methods

Study design
Relatives/close friends were randomly assigned to either
the intervention consisting of a single standard information session (SI) of 90 minutes, or the intervention of
SI plus four 90 minutes monthly sessions of individual
coping training (CST). Follow-up periods were 12 and 24
months. A number of self-report scales were filled out at
baseline and at each follow-up period. The flow chart of
the procedure is shown in Figure 1.

Patient enrolment
Information about the study was given in oral and in
written form to the staff at the Addiction Centre, Malmö
University Hospital, the Outpatient Drug Department in
Lund, the Social Services in Malmö and Lund and to other Social Services in the area. The study was advertised
in local newspapers and staff magazines, where it was
explained that the researchers were looking for persons
who were affected by illegal drug abuse by relatives or
close friends. The period of information took about two
months.
Inclusion criteria
Relatives or friends of illicit drug abusers with a present drug related problem. The minimum age for subjects
was set at 18 years.
Exclusion criteria
Participants who themselves have a drinking or drug
addiction, participants with severe domestic violence in
the relationship, participants with ongoing psychosocial

Figure 1 Flow chart: Intervention for relatives/close friends of persons with illicit drug abuse problems

Initial assessments
+
Standard information
N = 43

Randomization

Standard Information (SI)
N=19

Coping Skills Training (CST)
4 sessions
N = 24
Drop-out
N=1

Follow-up 12 months
N = 42
Drop-out
N=2

Drop-out
N=2
Follow-up 24 months
N = 38
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treatment and participants with major psychiatric disorders were all excluded from the study, as it was believed
that participation in the study might further deteriorate
the situation of the family.
Enrolment of participants
All participants were first screened by the author in a telephone interview. All relatives were carefully informed
about the purpose and the design of the study orally and
in written form. All accepted the randomization assessments. Most of the attendants (37 persons) responded
to the advertisements in the local newspapers and staff
magazines. Others were recommended from the social
services (2 persons), Addiction Centre (3 persons) and
Malmö University Hospital (1 person). In cases where
more than one relative from the same family wanted to
attend the study, they were individually included and offered the same type of programme. Five relatives, two in
the SI session and three in the CST intervention, were
included this way. The reason for offering the same programme for relatives from the same family was that we
did not want to complicate the family coping situation.

Procedure
The standard information session started with a presentation of the study. This was followed by a structured face to face interview including questions on family situation, drug-problem history, time of living with
the drug-problem, the situation of the drug abuser, the
participants own situation during child- and adulthood,
as well as physical and mental well-being of the participants. Participants were assessed with different selfreporting scales: The Symptom Checklist 90 (SCL 90),
Coping Behaviour Questionnaire, The Alcohol Use Disorders Identification Test (AUDIT), The Drug Use Identification Test (DUDIT) and The Interview Schedule for
Social Interaction (ISSI). All scales are described below.
General information of the study took place after the assessments. The allocated time for the initial assessment
and the information was 90 minutes. All participants in
the study received a booklet with written information in
addition to the 90 minute session. At the end of the information session participants were randomly assigned
to either SI or CST.
The study was approved by the local ethics committee,
Lund University.
Randomization
After the completion of baseline assessment, the randomisation process was carried out by an administrative coordinator with no other involvement in the study.
The randomisation was done with the use of sealed black
envelopes from different boxes based on different strata

(14). Stratification was made for relative category and
for the drug abuser’s main drug, heroin.
Self-report scales
Coping Behaviour Scale by Orford (3) consists of 56
questions concerning different ways of coping for relatives of people with excessive drinking or drug use. The
structure of coping is described in three broad coping
positions: tolerance, engagement, withdrawel. In this
study, a short developed version of the Coping Behaviour Scale (12;13) with 30 questions was used for selfassessment, measuring coping actions over the previous
three-month period. According to Orford, family members’ experience of health is generally associated with
low coping values.

The Symptom Checklist 90, SCL-90 by Derogatis (15) is
a 90 item self-report symptom inventory. It is primarily
designed to reflect the psychological symptom pattern of
psychiatric and medical patients and includes a Global
Severity Index (GSI) for overall mental well-being. The
questionnaire has been regulated for a Swedish population by Fridell and co-workers (16) using the reference
mean value of 0.6 for women and 0.4 for men.
The Alcohol Use Disorders Identification Test (AUDIT)
(17-19) is a 10 items screening questionnaire for identification of hazardous and harmful alcohol use. Bergman
et al. (19) tested the scale on a Swedish population with
an internal consistency of Cronbach’s alpha = 0.95.
The Drug Use Disorders Identification Test (DUDIT),
developed by Berman and co-workers (20), is a parallel instrument to Audit for identification of persons with
drug-related problems.
The Interview Schedule for Social Interaction (ISSI),
developed by Hendersen and co-workers (21), measures
social support. In this study, we have used a brief Swedish version of ISSI by Undén & Ort-Gomer (22). This
scale has been validated for a Swedish population by
Eklund et al. (23). A higher index value on the scale indicates more relations to family, friends, neighbours and
colleagues.
Treatment programme design
Both SI and CST were manual-based and conducted by
one therapist (Ulla Zetterlind) whit experience of working with relative support and research in this field. The
treatment programme is described in table 1.
Follow-up examination after 12 and 24 months
(90 minutes)
Interviews concerning the living situation were performed by co-author Susanna Kovac.
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Table 1 Intervention

Research and Best Practice

Control group: SI
•
•
•
•
•

Clarification of the problem of being family/friend to a drug abusing person via a discussion between the therapist
and the participants
Obtaining of baseline data, using interview and questionnaires (1;12-22)
Feedback according to the Coping behavior questionnaire (12;13)
Delivering of a booklet with information about the study, usual patterns, own coping, discussed, changes and course
of action if the drug abusing relative wanted to enter treatment
Information on follow-up and randomization of the participant to either a Standard Information session group or to a
group including additional 4 coping training sessions

Content of CST
Session

Themes

1

Family adjustment
Family roles
Relationships

-

Homework

-

Describe yourself and your relatives in positive terms and note 5 adjectives
for each person.
Read the book “Coming off Drugs”(24)
Make 5 notes to discuss at next session

2

Isolation
Social network

-

Watch a video film “Hidden Sign” (25)
Make 5 notes to discuss at next session

3

Family dynamics
Family communication
Dependence/independence

-

Do something for the participants own satisfaction
Make at least 5 notes to discuss at next session

4

Repetition of the 3 sessions
Definition of future goals

The interviews included information of the living situation of the participants as well as of the drug abusers.
The questionnaires from the beginning of the project
were filled in by the participants again.
Statistical methods
The Mann-Whitney’s U-test was used to study changes
between the groups at 12 and 24 months follow-up. The
Statistical Package for Social Sciences (SPSS) 22.0 was
used for the statistical analysis.
Power analysis
The calculation was based on parametric statistics (26)
assuming a standard difference of 1.0. This value was
previously used by Guyatt (26), but values close to 1.0
have also been obtained in our previous investigation on
spouses of alcohol dependent persons (7;8), a study with
a similar approach as the present one. Using a standard
difference of 1.0, a power of 0.90 and a p-value of 0.05,
the number of attendants needed would be approximately 43.

Results

Background characteristics for the relatives
and friends
No significant differences were found between the two
groups except for the Interview schedule for social in-

teraction (ISSI) total (Table 2). Regarding relatives’ own
alcohol behaviour, 2 (11%) in the SI (1 sister, 1 partner)
and 4 (17%) in the CST-group (1 sister, 2 mothers and 1
close friend) scored above the traditional cut off points
on AUDIT (6 for women and 8 for men).
Table 2 Background characteristics of the relatives by treatment group/
number (range/%)
SI
n= 19

CST
n= 24

Total
n= 43

Women/Men

17/2

21/3

38/5

Age

52 (19-64)

49 (19-69)

51 (19-69)

Marital status
Married

9/19 (47%)

16/24 (67%)

25/43 (58%)

Type of relative
Parent
Sibling
Partner
Good friend

11/19 (58%)
4/19 (21%)
4/19 (21%)
0/19 (0%)

17/24 (70%)
4/24 (17%)
2/24 (8%)
1 /24 (4%)

28/43 (65%)
8/43 (19%)
6/43 (14%)
1/43 (2%)

Education
12 years or more

12/19 (63%)

17/24 (71%)

29/43 (67%)

Employment
Full time

9/19 (47%)

13/24 (54%)

22/43 (51%)

Present duration of
drug abuse estimated by the relative

6 (0.5-25)

8 (1-38)

8 (0,5-38)

Drug abuse in other
family members

84%

71%

77%
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The characteristics of the abusing persons’ drug
abuses and social situations
The 43 attendants in the study were relatives/friends of
38 persons with illicit drug problems. The average age
of the drug abusers was 28 (range 16-51 years). 66% of
them had earlier sought treatment but they had all relapsed in drug abuse. For the SI group, according to
the relatives, the main drugs used were: heroin (5 persons), amphetamine (2), cannabis (9) and pharmaceutical preparation (1). Parallel figures for the CST group
were heroin (7 persons), amphetamine (6), cannabis (5),
pharmaceutical preparation (2) and cocaine (1). Overall,
28 (74%) of the drug abusers had a mixed drug abuse.
In 5 of these cases, the mixed drug abuse also included
alcohol.
The majority of the drug abusers were unemployed
(74%), 21% were students, and 5% were in work ability training via a social services programme. 26% of the

drug abusers were steadily living together with relatives,
26% were homeless and lived sometimes at their parents’ home and sometimes with friends, while 47% were
living with a partner or in a flat of their own. All of the
abusers had regular contact with their relatives/good
friends, either in person or by telephone.
Follow-up
The participant flow is shown in Figure 1. The drop-outs
did not want to give information about their reasons for
dropping out of the project.
Changes between the SI group and the CST group over
time are shown in Table 3. At the 24 months follow-up,
the CST group differed significantly from the SI group
(p = 0.02), with respect to overall Coping. No significant
difference was detected for the GSI. The symptoms measured by ISSI were significantly different between the
groups, both at baseline and after 24 months.

Table 3 Results for Standard Information and Coping Skills Training after 0, 12 and 24 months (median and range)

SCL 90/GSI-total
Coping total

SI
0 months

CST
0 months

SI
12 months

CST
12 months

SI
24 months

CST
24 months

1.13 (0.13-3.31)

0.63 (0.21-1.83)

0.39(0.02-2.81)

0.34(0.02-1.98)

0.47(0.09.-1.98)

0.49 (0.09-1.78)

44.00 (17.00-69.00)

37.00 (17.00-61.00)

16.50 (7.00-55.00)

24.00 (9.00-55.00)

24.00 (12.00-46.00)

15.00 (0.00-54.00)*

Engagement

24.00 (0.00-39.00)

19.50 (0.00-34.00)

6.00 (0.00-34.00)

11.00 (0.00-31.00)

9.00 (0.0-24.00)

3.50 (0.0-42.00)

Tolerance

11.00 (1.00-22.00)

10.00 (0.00-20.00)

3.50 (0.00-15.00)

4.00 (0.00-19.00)

2.00 (0.00-20.00)

2.00 (0.00-15.00)

Withdrawal

9.00 (2.00-18.00)

8.50 (0.00-21.00)

7.00 (3.00-16.00)

10.00 (5.00-21.00)

9.00 (2.00-19.00)

7.00 (0.00-14.00)

ISSI total

18.50 (4.00-26.00)*

23.00 (7.00-30.00)

21.00 (9.00-30.00)

26.00 (6.00-30.00)

17.00 (9.00-26.00)*

23.00 (4.00-30.00)

AUDIT total

2.50 (0.00-22.00)

2.00 (0.00-12.00)

3.00 (0.00-28.00)

2.00 (0.00-12.00)

2.00 (0.00-22.00)

2.00 (0.00-11.00)

DUDIT

0.00 (0.00-8.00)

0.00 (0.00-4.00)

0.00 (0.00-0.00)

0.00 (0.00-6.00)

0.00 (0.00-0.00)

0.00 (0.00-10.00)

* Statistically significant (P<0.05)

Figure 2 Changes in GSI (SCL-90) for both groups at baseline, 12 and 24 months
follow-up.

Figure 3 Changes in total coping behaviour between the two interventions
at baseline, 12 and 24 months follow-up.

There were no significant difference between the two groups at 24 months.

The CST-group differed significantly from the SI-group at 24 month (p=0.02).
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In the 24 months AUDIT total 4/17 (24%) for the SI
group and 2/21 (10%) for the CST group scored higher
than the cut-off points at 6 for women and 8 for men.
The figures were close to baseline and 12 months follow-up.

Discussion

The only difference between the two groups (SI and CST)
was a significant better Coping total, for the CST group
in the long term. This could be due to the extended training in coping for this group. This result differs from a
previous very similar study on spouses of persons with
alcohol problems conducted by Hansson and co-workers
(7). In the previous study, there was no significant difference between the SI and the CST group after 24 month.
In this study the GSI- total value was lower for the CST
group than for the SI group but the difference was not
significant. In the present study, the reason for an insignificant difference in GSI between the SI and GSI groups
after 24 months may well depend on the fact that GSIvalues for the two groups are close to the normal mean
values for men and women in the Swedish population
(16).
One difference in the present study compared to the
study of spouses of persons with alcohol problems
mentioned above is that in the latter investigation, the
GSI-value for the SI group increased between 12 and 24
months while it continued to decrease for the two more
longstanding interventions. An intervention for relatives
also seems to have a positive outcome for the abusers.
A majority of the abusers, 71% in the SI group and 52%
in the CST group, showed improvements in their drug
abuse at the 24 months follow-up.
Taking into consideration the present results as well as
previous experiences from studies in this area (1;2;7-10),
it is clear that relatives are strongly affected by the drug
abuse. Thus, from a health promotion perspective, it
seems important that relatives of people with alcohol or
drug use disorders get the opportunity to receive professional support.
The strengths and weaknesses of the study
The strengths of the present study are that we have used
validated questionnaires combined with structural interviews in a randomized controlled trial, that the follow-up period has been relatively long (24 months) and
that the percentage of drop-outs has been relatively low
(12%). Furthermore, blinded follow-up examination was
accomplished by a clinical experienced investigator (SK)
and most of the outcome variables were manual-based,
all of which may reduce the risk of bias.

There are other features in our study which can be
discussed. Firstly, we had only one therapist for both
types of intervention, which might increase the risk for
therapist factors. The use of several therapists is generally preferable because, in many studies, differences in
outcomes are explained by therapist factors rather than
technique factors (27;28).
However, the manual-based model used here should,
at least in part, compensate for this weakness. Furthermore, since the power calculation was based on a relatively high minimal relevant difference, there is a risk of
overlooking minor differences between the two groups
(type-2 failure). From a clinical point of view, alcohol
and drug problems are still hidden problems and getting in touch with participants within a reasonable time
frame create difficulties in this type of studies.

Conclusions

In the study, both the SI session and the extended CST
programme led to decreased symptoms and improved
coping. The significant lower value on Coping total after
24 months indicates that a long-term intervention program might be more efficient.
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Recommendations on smoking cessation
intervention from Malmö International
Strategic Seminar
Hanne Tønnesen, Luke Clancy, Paul Aveyard, Hans Gilljam, Matz Larsson, Mette Rasmussen, Johanna Adami, Peter Friberg, Göran Boëthius on behalf of the participants.
On April 19, 2015, International researchers and practisioners met in Malmö for a strategic seminar on effective smoking
cessation intervention in Sweden. As a result of the seminar a set of recommendations were outlined.
A. Smoking Cessation Intervention (SCI) in
Health Services
Patient safety: Offering SCI should be integrated into daily routines. Smoking is most prevalent among the socially
vulnerable and disadvantaged. Thus, the recommended
systematic approach would reach out to those with greatest needs for effective SCI:
1. All smokers who interact with the health services
must be identified
2. They should be informed about effects of quitting
smoking and implications for their treatment
3. SCI should be presented as part of any treatmen
Compliance with A1-3 is considered best practice
B. Quality Assessment
The effectiveness and cost-effectiveness of SCI should be
systematically evaluated in a “real life” Swedish quality
registry in line with Denmark and England for the following reasons:
1. To promote health and prevent disease and progression of disease
2. To ensure high quit rates and value for money
3. To learn, compare and transfer knowledge of best
practice
4. To ensure accountability and promote transparency

About the

Seminar
The seminar was held in Skåne
University Hospital in Malmö
Sweden.

Contact:
Hanne Tønnesen
Hanne.Tonnesen@regionh.dk

Clin Health Promot 2015; 5:25

C. Education
A health promoting attitude must be included at pre- and
postgraduate level for health professionals:
1. The theoretical and practical aspects of smoking cessation should be a mandatory part of clinical training
2. Prevention and health promotion aspects of tobacco
control should be integrated into all medical curricula
and be an examinable topic.
3. Students who smoke should be supported by institutional policy and offered SCI
D. Community Actions
The WHO Tobacco Convention for Tobacco Control
(FCTC) lists all the actions to be taken to reduce smoking,
but few of those have been fully implemented in Sweden.
In contrast, several nations have decided on a Tobacco
Endgame strategy.
1. The health care service has not been able to create a
real smoke-free environment, and legislation on this
is overdue
2. The Government and Parliament should within the
next few years legislate for “Smoke-free Sweden
2025” -  defined by a smoking rate < 5% by year 2025
3. Healthcare professionals should support the community actions through their knowledge and clinical
experience of the harmful effects of smoking.

The Seminar was organised by collaboration between:
• Network of Swedish Tobacco Researchers
• The Swedish Society of Medicine
• Tobacco facts – Independent Think Tank (Sweden)
• Doctors against Tobacco (Sweden)
• Clinical Health Promotion Centre, Health Sciences, Lund University
• International Network of Health Promoting Hospitals and Health Services (HPH)
• WHO-Collaborating Centre for Evidence-based Health Promotion in Hospitals &
Health Services
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A sense-making framework for grassroots HPH networks
Jennifer A Boyko1, Shannon L Sibbald1,2, Ross Graham3
ABSTRACT

The Ontario Health Promoting Hospitals Network (OHPHN) is a grass-roots network that has engaged in various efforts to
advance clinical health promotion among its members over the past two decades. In the absence of formal government
support the network used a ‘sense-making framework’ to enable collaboration and knowledge exchange among its member
hospitals. While the framework proved to be a useful tool in the network’s early phases of development, system-level challenges have brought the OHPHN’s efforts to a halt. This article describes the sense-making framework used by the OHPHN
and reflects on the role of knowledge translation tools in overcoming challenges related to functioning and effectiveness in
health promoting hospitals networks.
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Canada has a rich history of involvement
in the development of health promotion
concepts and practices. This includes
supporting the advancement of the settings approach to health promotion and
the reorientation of hospitals towards
health promotion. However, implementation of these concepts has proven
challenging (1). For example, only two
provinces (out of 10 provinces and three
territories) have networks to support the
advancement of clinical health promotion concepts. These two networks, located in Ontario and Québec, are very different from one another perhaps due to the
fact that health care in Canada is largely a
provincial responsibility.
The Québec Network of Health Promoting Institutions (formerly called the
Montreal Network of HPH) was created
in 2005 shortly after the integration of
Québec’s health and social service systems. It now has 38 member organizations and is situated within (and supported by) the provincial Ministry of Health &
Social Services (2). The Québec Network
has worked to advance clinical health
promotion concepts by creating and publishing various resources including: a) a
guide for supporting the implementation
the World Health Organization’s International Network of HPH standards (3);

and, b) a report that compares different
organizational approaches for clinical
health promotion quality assessment (4).
The Ontario Health Promoting Hospitals
Network (OHPHN) was founded in 1994
after a group of interested health care
workers met to discuss clinical health
promotion concepts. It is now a seven
member ‘grass-roots’ association with no
direct governmental support. Since its
formation, the OHPHN has offered workshops, published newsletters to support
others to learn about and adopt clinical
health promotion concepts, and engaged
in various projects to advance the state of
health promotion in its member hospitals, such as the development of a workplace wellness program at Toronto’s Sick
Kids Hospital (5).
An important distinction between the
Ontario and Québec HPH networks, is
that the Québec network is situated within (and supported by) government. The
Ontario network has been maintained
voluntarily by member hospitals, without
direct support from government. While
both networks have faced challenges advancing clinical health promotion, this
commentary describes a ‘sense-making
framework’ used by the OHPHN as a
strategy to advance the state of health
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promotion among its members from the ‘bottom up’.
This article will be of interest to other grass-roots HPH
networks that operate without formal government support. This article also aims to contribute to the growing interest in understanding HPH network functioning
and effectiveness (6).

Sense-making Framework

Knowledge translation aims to support the application
of knowledge (through synthesis, dissemination or exchange efforts) in order to improve and strengthen individual health, as well as health care organizations and
systems (7). Early on, the OHPHN recognized a need
to share knowledge about the health promotion activities occurring in their institutions in order to foster collaboration among its members, and promote its aim
to senior decision-makers. As a first step, the network
commissioned the development of a conceptual ‘sensemaking’ framework (see figure 1) for the classification
of clinical health promotion activities. Sense-making refers to a diverse set of knowledge translation approaches that support greater understanding and successful
implementation of new interventions (8). According to
Jacobson et al. (9) knowledge users’ understanding of
the issue in question is a key factor in the knowledge
translation process.

These consultations were held as part of the network’s
monthly meetings to gather feedback about the representativeness of the draft framework in relation to the
current activities in their hospitals. The input received
from network members was integrated into a revised
framework. Finally, the framework was pilot-tested
among members of the OHPHN. Network members
were asked to compile an inventory of current health
promotion initiatives within their organization by using the framework as a guide. This was done by sending network members an inventory package to complete
and return on behalf of their organization. The package
included a survey that incorporated questions based on
the framework. As part of the inventory process, network members were asked to review the framework to
gain an understanding of the various audiences and activities that may take place within hospitals. Input and
findings from the pilot test were integrated into a final
version of the framework. Additional information about
the inventory is available upon request from the corresponding author.
The goal of the framework is not to explain how to plan
or develop programs. Rather, the framework is meant
to help ‘make sense’ and gain a better understanding
of the breadth of clinical health promotion activities.

Figure 1 A ‘sense-making’ framework for the classification of clinical health promotion activities

What types of actions or strategies might a clinical health promotion initiative involve?
Who might the audience of clinical health promotion initiatives include?
Health education
Health communication
Self-help
Organizational development
Community development
Health Policy
Advocacy
Intersectoral collaboration
Research & evaluation

What foundation should clinical health promotion initiatives be
built upon?
Patients
Staff
Community
(non-patient)
Organization

The framework was developed by first carrying out a literature search for peer-reviewed articles that described
health promotion initiatives implemented by hospitals,
as well as papers about theoretical approaches to understanding health promotion in a hospital setting. Relevant information was extracted pertaining to types of
clinical health promotion activities and from this a draft
framework was created. Next, consultation took place
with professionals working in the area of health promoting hospitals who were also members of the OHPHN.

Values and principles that
reflect the determinants
of health, seminal health
promotion guidance, and
local context.

What is the ultimate aim of
clinical health promotion?

Community health

The framework does this by prompting users to answer
four key questions. The first question (What is the ultimate aim of clinical health promotion?) prompts users
to think about why a particular project or initiative is
being done. All health promotion should have the ultimate goal of improving health status through the creation of favourable political, economic, social, cultural,
environmental, behavioural and biological conditions.
The second question (What foundation should clinical
health promotion initiatives be built upon?) encourages
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users to think about the values and principles on which
clinical health promotion practice should be built. The
determinants of health, reduction of health inequities, seminal WHO documents (10-15) and the context
in which the activity occurs integrate to form a solid
foundation on which clinical health promotion should
be based. The third question (What types of actions or
strategies might a clinical health promotion programme
involve?) encourages users to think about nine specific
activities dominant in the literature (health education,
health communication, self-help, organizational development, community development, health policy, advocacy, intersectoral collaboration, and research and
evaluation) (16-18). Finally, the fourth question (Who
might the audience of clinical health promotion programmes include?) prompts users to think about the
range of audiences that health promotion within or by
hospitals, programs or services may be directed towards
(i.e., patients, staff, the community, and the organization itself).

Framework Application

OHPHN members used the sense-making framework
to identify, organize and share information that would
support their decision-making related to clinical health
promotion programs and activities. For example, the
OHPHN used the framework to compile a reference list
and annotated bibliography of relevant clinical health
promotion literature by using key words from the
framework and then classifying the results according to
intended audiences and health promotion activities reflected the framework. The pilot-test of the framework
(described above) helped the OHPHN identify and catalogue their clinical health promotion activities, so that
members could identify opportunities for collaboration
and learning. The OHPHN identified 137 examples of
health promotion practices within their member organizations, which were then classified and organized
according the framework’s components. Members of
the OHPHN were able to use the reference list, annotated bibliography and inventory to argument the case
for pursuing clinical health promotion activities in their
local contexts. Additional information about these resources is available upon request from the corresponding author. Efforts were made for a period of 2-3 years
to keep these resources up-to-date.
The sense-making framework was purposely designed
to support knowledge translation and decision-making
in other ways as well. For example, it could be used as
the basis for organizing an evidence repository that
would allow network members to access timely and
relevant information. Such a repository could include

clinical health promotion related research evidence,
grey literature, or examples of innovative practice from
network members. The repository could also be used
to collect information about health promotion activities over time including links to communities of practice to help support those with similar clinical health
promotion interests. Another way the framework could
be used is to perform an organizational needs assessment related to clinical health promotion. An inventory of existing activities could be carried out to identify
the health promotion needs of patients, providers and
staff, which could then be used for quality improvement
purposes. For example, examination of health promotion across an organization may reveal a gap in terms of
self-care support provided to patients upon discharge,
which could then be the focus of targeted process improvements to ensure the patients are receiving the
health promotion activities. At least one of the OHPHN
member hospitals used the framework in this way, but
at the time of writing this article it is not clear whether
any others did.

Discussion: Importance of Knowledge
Translation

Chu et al. (19) stress the importance of knowledge translation in HPH networks: “... for the settings approach to
health to be successful it is paramount that partnerships
and networks be developed that can both facilitate the
effective use of knowledge and resources and foster coordinated action to promote health.” (p. 156) Although
research evidence is increasingly available to support
clinical health promotion practices, it is still unclear
how best to share information within HPH networks
and share information to non-member senior organizational and policy decision-makers who may have little
or no prior experience with clinical health promotion or
HPH concepts. In hospitals, it may be that more highlevel research and dissemination of the findings are
needed in order to encourage policy-makers and health
service administrators to invest resources in clinical
health promotion (20) or it may be that hospitals need
to better share local knowledge about what works and
does not work in their unique system contexts.
Efforts to help organizational decision-makers search
for local evidence would facilitate an important knowledge translation strategy known as user-pull. According
to Lavis, Lomas, Hamid & Sewankambo (21), user-pull
strategies can enable decision-makers to more easily access and understand research evidence. One approach
to facilitate user-pull among managers in hospitals
may be to support a more organized and systematic approach to analyzing clinical health promotion research.
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Such an approach might entail a decision-support tool
that could be used to understand the theory and practice
underlying health promotion programs and then identify evidence about the effectiveness of specific clinical
health promotion activities. However, to our knowledge
no guidance exists to assist hospital managers in decision-making related to clinical health promotion. While
theoretical guidance exists to help define clinical health
promotion initiatives (16) the intent of such guidance
is not to support decision-makers in using evidence related to clinical health promotion, but rather to develop
the conceptual basis of the field from an academic point
of view.

Guidance to support decision-making related to clinical health promotion would be a useful and time-saving
resource for developing programs or business cases for
new policies. The sense-making framework used by
the OHPHN represents an attempt to develop a tool to
share local knowledge about ‘who is doing what’ in order to improve collaboration among its members. Their
efforts to build a cohesive network founded on knowledge exchange, partnerships, and resources paid off
when they became the second Canadian member of the
International HPH Network.

Conclusion

The field of clinical health promotion has been developing over the past two decades, but there is room for
improvement in regard to translating knowledge about
clinical health promotion into action. The framework
we presented in this paper is just one tool for supporting
clinical health promotion in practice by helping to identify, organize and share knowledge. The OHPHN used
the framework in various ways to support collaboration
and knowledge exchange among their member hospitals. However, system-level challenges have brought
the OHPHN’s efforts to a halt. We encourage others to
share their experiences in attempting to overcome similar challenges in their HPH networks.
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Congratulation to the Estonian HPH Network
The National HPH Network of Estonia celebrated their 15 year Anniversary as a network.
The event took place in Tartu on November 19, 2014.
About the

The National
HPH Network
of Estonia
The Estonian HPH Network
consist of 22 member hospitals
and health services.
The Network was established
in January 2000.
National Coordinator for the
Estonian HPH Network is Dr.
Tiiu Härm

Contact:
Tiiu Härm
tiiu.harm@tai.ee

We would like to use the opportunity to
congratulate the Estonian HPH Network.
We have had a talk with National HPH
Coordinator Tiiu Härm about the Estonian Network and their success.
How was the Estonian HPH Network
established and what have you done to
make the network what it is today?
The proposal of setting up a movement
of health promoting hospitals in Estonia
was made by Dr. Anu Kasmel, Director
of Estonian Centre for Health Education
and Promotion (ECHEP) and Dr. Katrin
Saluvere, Deputy Chancellor of the Ministry of Social Affairs in Estonia. The two
then inspired me to establish the National HPH Network in Estonia and join with
the International HPH Network.
The HPH movement was initiated by Tallinna Järve Hospital, where I had just
started working as a physician of internal
diseases and as an educator of the hospital staff. I was invited by Mila Garcia Barbero to participate at 7th HPH Conference
in Swansea, Wales.
Upon my return, we started the pilot
project “Järve Hospital - a Health Promoting Hospital“. In 1999, we organised
the International Conference “Culture
and Health in a Changing World“ in collaboration with the UNESCO headquarter in Estonia.
The Estonian HPH Network was established on the 25th January 2000 and we
joined the International HPH Network
the same year. In the beginning, the HPH
programmes was met by resistance by
some health care providers, who had difficulties seeing how the HPH member
hospitals differed from other hospitals

and we were also without financial support for the first year.
We arranged meetings and workshops
with hospitals’ staff in every county. We
focused on also inviting hospitals managers, politicians as well as representatives from local government. The first 2-3
years was a lot of hard work, and we were
fortunate to receive support from a long
list of entities and partners: the WHO
Country Office in Estonia, the Estonian
Ministry of Social Affairs, the Estonian
Hospitals’ Association, the Estonian
Medical Association, Estonian Nurses’
Union, the Health Insurance Fund, etc.
The Estonian HPH Network’s Coordinating Centre is the National Institute for
Health Development in Estonia.
We established contact with community intitutions and key persons. The key
word was COOPERATION at all levels.
Today, the HPH Network is very popular
among hospitals, as the staff experience
how the network supplies a channel for
communication with other health professionals, for sharing experiences, getting
models of good practice and to see how
Health Promoting strategies are implemented in other hospitals both on national and international level.

The members of the Estonian HPH Network are spred
out in all of the regions of Estonia
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Group photo of the participants at 15 years Anniversary in Tartu, Estnia.

You now have 22 member hospitals in Estonia. How is
the network organised, and how does it work?
In January 2015, Järvamaa Hospital joined the Estonian
HPH Network and became the 22nd member hospitals.
The Estonian HPH Network covers all three Estonian
regional hospitals, all four central hospitals, ten county
general hospitals, the Medical staff of Estonian Defence
Forces, two local hospitals, and a private hospital. In
total, we cover more than 19,000 staff members and a
great force of interested in Health Promotion.
We do a lot of work to keep the Network active. Of the
many events and initiatives organized during our 15
years, I would like to mention a few:
•
•
•
•

•

Eight summer schools and 1 autumn school.
Ten national HPH conferences + two international
conferences on tobacco.
Publication of two books: ‘5 years of Estonian HPH
Network’ in 2004, and ‘15 years of Estonian HPH
Network’ in 2014.
Establishment of the Tobacco Cessation Counselling Clinics networking on the bases of HP hospitals. The service is free of charge and accessable for
all smokers or tobacco users in Estonia. We have
trained > 500 health care workers on tobacco.
Each year the Estonian delegation of about 20 participate at the International HPH Conferences.

For the Estonian HPH Network, it is very important
to support our hospitals in having strong coordinators
and a strong teamwork. The coordinators are doctors,
nurses, quality managers and other health promoters.

Their work on Health Promotion is understandable for
hospital managers and politicians and HP is written in
hospitals’ development plans.
How often do the Estonian HPH members meet? And
how do you arrange these meetings?
In the national network we have 3-4 annual meetings.
In March we gather the members for assessment of the
last year’s work. At the meeting we set up goals and a
strategy for the following year. Around Summer we organise a HPH Summer School with different topics. We
have an annual national HPH Conference in November
each year. And we also meet in November/December to
build up the plan on what the Estonian delegation will
present at the next International HPH conference.
Among our newest initiatives are:
• Age-friendly hospitals and age-friendly health care.
• Health Promotion in Mental Health settings.
• Tobacco-free health care services, incl. tobacco-free
surgery, tobacco free maternity, etc.
• Health literate health care organisation.
How do you see the future for the Estonian HPH Network?
I think that the HPH network in Estonia is a continuing
and successful process, and I expect the network to become even stronger in the future. In two years time, we
have to find a new National HPH Coordinator as I will
retire. But I am confident, that we will find a competent
candidate, as our team is strong and consist of many
brilliant health care professionals.
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