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evaluation study on the International
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Abstract

Background There is agreement in the literature that the work of national / regional networks and member hospitals of
the International Network of Health Promoting Hospitals and Health Services (HPH) is under-documented and lacking
systematic description and evaluation. A reaction to this deficit was PRICES-HPH (Project on a Retrospective, Interna-
tionally Comparative Evaluation Study).
Methods This paper presents the PRICES-HPH evaluation model which was developed for theoretical guidance of the
study. It includes capacity building efforts of networks and hospitals in form of specific infrastructures, resources and
strategies. 35 national/ regional networks were invited to fill in a comprehensive online questionnaire for networks,
and 529 member hospitals to fill in a hospital questionnaire. The network and hospital coordinators reported the data
retrospectively. The outcomes were the degree of implementation of HPH strategies and to which degree participation
in HPH had strengthened this implementation.
Results The response rate was 80% for networks and 34% for hospital members. There was a pronounced variety in
both the degree of implementation and the degree of perceived strengthening — both for specific HPH strategies and
for member hospitals belonging to different networks. Most of the responding hospitals had implemented at least
some of the HPH standards and strategies. About half had perceived that the implementation was strengthened by

participation in HPH.

Conclusion Overall, the national / regional HPH networks and their member hospitals have implemented HPH strate-
gies to a substantial degree and they see participation in HPH networks as a relevant influence for that purpose. The
extents varied by type of HPH strategy and by affiliation to networks.
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Introduction

In some respect, the International Net-
work of Health Promoting Hospitals
and Health Services (HPH Network)
can be described as a success story. It
is a network of national and regional
HPH networks, and it also includes in-
dividual member hospitals and health
services in geographic areas not yet
having established a national or region-
al network. (1).

However, critique both from outside
and inside HPH (2;3) agrees on a deficit
of data for HPH networks and member
organizations. While there is evidence
available on individual interventions
targeting patients and staff, only lim-
ited systematic documentation has
been produced about the organization
of the International HPH Network and
the national / regional HPH networks
and their member hospitals (2-6). Data

at the organizational level of member
hospitals are available for only the ear-
ly phases of the HPH Network (7;8).
The HPH critics also have to take this
lack of data into consideration, thus
their conclusions are, to some extent,
rather speculative. Therefore, system-
atic descriptive data on what HPH net-
works and member organizations are
actually doing are needed as a first step
to more refined evaluations.
PRICES-HPH (“Project on a Retro-
spective, Internationally Compara-
tive Evaluation Study”), a systematic
empirical evaluation study was estab-
lished to take this first step.

Methods

Theoretical PRICES-HPH Evalua-
tion Model

The PRICES-HPH evaluation model
(see figure 1) was developed to guide
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evaluations of health promotion implementation
in member hospitals within national / regional
HPH-networks and to find out which role networks
play in supporting this implementation. This mod-
el applies and integrates concepts from various
discourses: quality in health care, evaluation and
capacity building in health promotion and specific
HPH documents. The model distinguishes between
two kinds of actors, firstly the member hospitals of
national / regional HPH networks, and secondly,
the networks themselves.

This model allows observation and evaluation of
their structures, processes and outcomes (follow-
ing Avedis Donabedian’s quality paradigm) (9)
regarding their health promotion qualities. Do-
nabedian’s paradigm and Nutbeam’s hierarchy of
outcomes (10) were included to evaluate impacts of
health promotion structures and processes of HPH
hospitals and networks. The model relates to the
capacity building debate in health promotion (e.g.

e's) Research and Best Practice

11;12) by acknowledging that effective health promo-
tion interventions need adequate infrastructure and
resources to be successful in the first place. It also re-
lates to the Vienna organizational health impact mod-
el (VOHIM) of LBIHPR (1;13).

The outcomes were the self-reported degree of imple-
mentation of 18 previously described core strategies
for putting health promotion into action (14) and the
perceived strengthening by participation in HPH.

In line with the main goal of HPH, the ultimate out-
come of the model is defined as improved health gain
(15) of patients and their relatives or carers, staff and
their relatives and members of the community whose
health interests are served by hospitals.

The health promotion processes needed to achieve
this goal have been described as 18 HPH core strat-
egies, which stem from six general hospital strate-
gies for each of the three target groups patients, staff
and community (3;16;17). The first three strategies

Figure 1 The comprihensiveness and framwork of the PRICES HPH Evaluation Model for national / regional networks and member hospitals

(HOS: Hospital, NW: Networks, STRAT: Strategy)

1 ¥ ] s d 5
Metwork structures Network processes. | Network inter-mediate | Metwork inter-mediate | Network ultimate
Fuslbfrey ¢ apacilass for ¢ gkl SIrAleg g + aubeomes |- s oudcames Il 1 putcomes:
supparang dewekpment of . ior healh peomoing E E E
heath promoton by HPH ¢ capacty bulding n : Hospitals health + Hespitals higalth : Hospital heatth
el Fupapelaks ' HFH Fierndiesr hirspilaks : promatian simachinks - : prommaton procia R : prometnn aurhcanis
+ pred i Ther nelevan ! Bulding capacibes for ' H-H ! Improved heafth gain
1 BTRTONTE S » health promaotion » strmisges & standands -
- - - -
| mwesTRAT 4 H || Hos-STRAT 1 !
U | SBepeading g ! i Emgtessement for heakh |
- zatkral sevelpmest of b ] pomaing sl [T
i | howpitalx by sfering : g - | repdumon :
V| ook cossdilipbianeg and i HPH member 1 H Paticnis
E srzparie E Hn:rapltal ] HOS STRAT 2 H
: : = Emptsssmient o hepkh
¢ MW ATRAT & i ] pamotng copesducion i
HPH national! L | Sipoang persanne . [T ;
o imsin J— ' Apelpl =i e ] HES-STRET 7] i
regional Network || FSr-sispiesnall - ol Dorsdepusy o hoam o [id
: trarang : | moang haspdal sefrg : Staff
: i | HOS.STRAT 4 :
H 2l  Ernigtweaisnanl by dliscs |
| MWATHAT % ] H
|| Sepeening haskh ma- i Bl i :
_? mishor capacthy skdng ] HOFE STRAT 5 |
+ | By kabirgwey & I Einzewserund by o
! | abance-atang : i | vty seeapmen P Comiunity
E[ e sTRAT 4 i | | HossTRAT & ;
+ Supsoiing boalh pa- ' ':—l' Fasicpatan in hasth i
o | meban |pusc] reane- H f OEN g Comsaily |
E news by campaigrisg I: E : oy e E
R S Syl P [ L S T T
i Ina@iutions & E
| Organizaions |
| M zsne E
i CHizens E
| P S P ey e i

Relewant lecal, reglonal, nagonal envinanments

Editorial Office, WHO Collaborating Centre for Evidence-Based Health Promotion in Hospitals & Health Services, Bispebjerg University Hospital, Denmark
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2011



Volume 1 | Issue 1

www.clinhp.org

June | 2011 | Page 11

relate to improving the health promotion quality
of core structures and processes within hospitals.
The other three strategies define additional health
promotion services that should be offered by HPH
hospitals, two targeting illness management / pa-
tient education and lifestyle development / health
education and one for the community setting. The
18 core strategies related to selected parts of the
standards for HP in hospitals (18)

Participants and Data Collection

At the network level, a self-administered, model-
based and theory-informed questionnaire in Eng-
lish was developed for data collection. It comprised
132 questions, most of which combined closed and
open answer possibilities. Data was collected from
coordinators of HPH networks between February
2009 and July 2009. Coordinators of all 35 net-
works that nominally existed at that time were sent
an invitation to participate. Four of these networks
did not respond and were regarded as inactive at
this time. Three of the coordinators of the remain-
ing active 31 networks did not want to participate.
Finally 28 completed questionnaires were received,
which equals a return rate of 80% of all networks.
At the hospital level, a questionnaire was devel-
oped and pre-tested in due consideration of exist-
ing health promotion assessment instruments. The
final (English) version of the tool comprised 110
mainly closed questions and was translated into
twelve languages (19). The main focus of the ques-
tionnaire was on the institutionalized health pro-
motion structures and on the implemented strate-
gies. Based on the provided lists, 529 coordinators
of member hospitals were invited to participate in
the online survey, and 180 returned a completed
questionnaire, which equals a response rate of
34%. Data collection started by the end of October
2009 and was completed by the end of February
2010.

Results

Network structures and processes

The 28 networks had 23 members on average (be-
tween 2 and 99 members). The networks were
funded from different sources including public
funds and membership fees. Those 19 networks
with specified HPH budgets had a mean annual
budget of € 3.575 (between € 278 and € 7.923)
per member. 21 networks reported a mean weekly

Research and Best Practice

ParioN
v

working time of 36% for coordinators, which varieed
from 5 to 100 %.

While all networks had, as required by the constitu-
tion of HPH (15), a coordinator, an explicit coordinat-
ing office with dedicated staff and infrastructures, a
governance board and a general assembly were re-
ported by 43% of networks each. 39 % had a chair,
25% an advisory board and 36% had other adminis-
trable structures (e.g. a treasurer).

All 28 networks reported some form of capacity build-
ing activity, NW-STRAT 1. Of these 71% used projects,
64% implementation tools and 54% evaluation tools.
Concerning NW-STRAT 2 — supporting personnel de-
velopment in member organizations — 68% offered
implementation training, 36% vocational training. In
addition, the networks supported capacity building in
member organizations by task forces (46%), by defin-
ing annual themes (32%) and by organized peer sup-
port (18%).

Another source of support for capacity building was
enforcement of international and additional national
/ regional organization-related membership require-
ments to become a full member of the network; 86%
required the identification of a coordinator, 61% an
HPH action plan, 54 % the implementation of WHO
Standards (18) or other adequate means, 43% a writ-
ten HPH policy. In addition, 36% of networks asked
their members to perform a standard self-assessment,
11% to meet specific HPH quality criteria and 7% to set
up a HPH management structure.

Furthermore, networks support health promotion ca-
pacity building by impacting on the supportiveness of
conditions in the relevant environments of national
/ regional networks and their members (NW-STRAT
3) by regular cooperation or partnerships with dif-
ferent institutions and organizations: 89% cooperate
with health policy, 57% with patient organizations,
46% with thematic movements (e.g. baby-friendly
hospitals) 36% with media, 32% with accreditation
organizations, 25% each with staff unions, health care
professionals, and the industry, and finally 11% with
insurance companies.

Networks also used a number of media to inform the
wider public about their activities (NW STRAT 4);
79% used websites, 64% had presentations, 57% pub-
lications, 50% open conferences for a wider audience,
36% e-newsletters, 29% printed newsletters, 21% sent
out info packages and 11% had a telephone hotline.
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Table 1 Basic charateristics of the responding HPH member
hospitals (number and per cent)

Shares (%)

Type of hospital services® 180 (100%)
General hospital (mainly acute) 76.7%
Specialised hospital/facility 23.3%
Profit orientation of hospital® 177 (100%)
Non-profit organisation 94.4%
For-profit organisation 5.6%
Owner of the hospital® 180 (100%)
Government, federal 43.8%
Government, non-federal 34.7%
Privately owned 12.5%
Religious order 6.3%
Welfare association 2.3%
Insurance fund 0.6%
Location of the hospital® 179 (100%)
Small town (less than 15.000 inhabitants) 14.0%
Town (15.000 to 99.999 inhabitants) 34.6%

City (100.000 to 999.999 inhabitants) 36.3%
Large City (1.000.000 and more inhabitants)  15,1%
Number of hospital beds® 162 (100%)
Up to 400 50.6%
Between 401 and 800 29.0%
More than 801 20.4%
Administrative status of hospital® 176 (100%)
Hospital is a standalone organisation 46.6%
Hospital is part of a trust or alliance 53.4%
Years of membership in the HPH network 174 (100%)
3 years or less 20.6%
Between 4 and 6 years 21.8%
Between 7 and 9 years 16.7%
Between 10 and 12 years 19.5%

13 years or more 12.6%

?P<0.00 (Chi-Test) between responders and non-responders

PNo significant differences between responders and non-responders

Hospital structures and processes

The majority of hospitals in the sample were general
hospitals (see table 1 for further characteristics).
The representativeness of the sample was also test-
ed for the 349 non-responding hospitals (see foot-
notes table 1).

When asked to describe the HPH implementation
strategy of their hospital by ticking the most suitable
one from a list of four pre-defined approaches, three
of these, i.e. “Occasional specific health promo-

ot Research and Best Practice

tion projects”, “Regular health promotion projects
and organization-wide programs” and “Systematic
integration of health promotion in existing quality
management systems” were ticked by about 30% of
hospital coordinators each, while only about 10 %
chose “Establishing an own health promotion man-
agement system”, and just 2 % indicated another
approach.

An earmarked budget for health promotion existed
in only 35 % of HPH hospitals. Overall, 32% of par-
ticipating HPH hospitals had an official HPH unit,
46% an official HPH team, 57% an explicit HPH
steering committee and 59% had developed further
explicit roles or groups for health promotion (e.g.
permanent working groups). All hospitals had a
HPH coordinator, although a full-time position was
available in only 11 % of hospitals. 62% had a part-
time coordinator (with 7.7 working hours per week
on average). Only 46% of coordinators had officially
allocated working time for health promotion.

A total of 29.0% self-rated their health promotion
implementation approach as “systematic integra-
tion of health promotion in existing quality manage-
ment systems” A linkage between health promotion
and quality management became visible for more
specific indicators: 63% of the hospitals used qual-
ity management systems on the level of the whole
organization and 77% on the level of units / depart-
ments.

In 47% of hospitals, outcomes of health promotion
and prevention activities were routinely captured,
and in 64% there was a health promotion qual-
ity assessment routine in place, which included the
“HPH Self Assessment Tool for Health Promotion
in Hospitals” (18) for 46% of the hospitals. A high
percentage reported to train staff to increase health
promotion skills (69%) or had, as defined in Stan-
dard 1, written policies / strategies / standards in
place (72%).

The degree of implementing HPH core strategies
varied from 2.72 to 4.19 on a five-point scale. The
mean degree of perceived strengthening the imple-
mentation by participation in HPH was 51% across
criteria for all strategies, with a range from 32% to
69% for the 18 strategies (see table 2).

According to aggregated means, the three health
promotion quality improvement strategies (HOS-
STRAT 1-3) were clearly better fulfilled than the
three health promotion service strategies (HOS-
STRAT 4-6) (see table 2).
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Table 2 Degree of implementation of 18 core strategies and the degree of perceived strengthning by participation in HPH - hospital level (numbers,

mean and SD)

Criteria  Implementa- Strengthening®
tion?

(n) (n) (n)

Hosp Hosp

Patient-oriented strategies (PAT-1 — PAT-6)

Empowerment of patients for HP self-reproduction (PAT-1)

Empowerment of patients for HP coproduction in treatment (PAT-2)
Developing a HP hospital setting for patients (PAT-3)

Empowerment of patients by developing a HP illness management (PAT-4)
Empowerment of patients to lead a HP lifestyle (PAT-5)

Participation in HP community development for patients (PAT-6)

a4 3.66 (0.73) - 54.1%(40.6%) -

11 3.87(0.66) 166  44.6% (40.8%) 163
12 3.70(0.67) 165 52.3%(38.9%) 163
11 415(0.56) 172  48.1%(36.9%) 164

4 3.64(0.78) 175 60.7% (43.4%) 165
3 3.19(0.82) 177  68.6% (42.7%) 163
3 342(0.87) 179 50.0%(41.1%) 158

Staff-oriented strategies (STA-1 —STA-6)

Empowerment of staff for HP self-reproduction (STA-1)

Empowerment of staff for HP coproduction in work processes (STA-2)
Developing a HP workplace setting for staff (STA-3)

Empowerment of staff by developing a HP illness management (STA-4)
Empowerment of staff to lead a HP lifestyle (STA-5)

Participation in HP community development for staff (STA-6)

30 3.36 (0.86) -
5 3.62(0.82) 175
7 3.35(0.83) 166
7 419(0.63) 175
5 3.28(0.83) 175
3
3

51.6% (40.6%) -

52.2% (40.9%) 160
54.4% (40.0%) 158
49.3% (39.4%) 161
49.4% (40.8%) 161
66.0% (42.8%) 156
38.3% (39.6%) 156

2.99(1.02) 175
2.72(1.01) 175

Community-oriented strategies (COM-1 — COM-6)

Empowerment by HP access to the hospital (COM-1)

Empowerment for HP coproduction with services in the region (COM-2)
Developing the hospital as a HP environment for the community (COM-3)
Empowerment of citizens by developing a HP illness management (COM-4)
Empowerment of citizens to lead a HP lifestyle (COM-5)

Participation in HP community development for citizens (COM-6)

Total

31 3.31(0.89) -

3.71(0.71) 160
3.79(0.70) 170
3.43(0.86) 158
3.05(0.96) 167
2.80(1.09) 170
3.08(1.02) 158
105  3.44(0.82) -

47.7% (42.4%) -

37.8% (41.8%) 157
39.7% (42.5%) 156
31.9% (40.7%) 153
54.3% (43.4%) 154
59.7% (43.2%) 149
62.6% (42.5%) 153
51.1% (41.2%) -

A W A NN O

General strategies

Empowerment for HP self-reproduction (HOS-STRAT 1)
Empowerment for HP coproduction (HOS-STRAT 2)
Developing a HP hospital setting (HOS-STRAT 3)
Empowerment by illness management (HOS-STRAT 4)
Empowerment by lifestyle development (HOS-STRAT 5)
Participation in HP community development (HOS-STRAT 6)

22 3.73(0.73) -
26 3.61(0.73)
25 3.92 (0.68)
13 3.32(0.86)
9 2.99 (0.98)
10 3.07 (0.97)

44.9% (41.2%) -
48.8% (40.5%)
43.1% (39.0%)
54.8% (42.5%)
64.8% (42.9%)
50.3% (41.1%)

?Degree of implementation of single criteria was assessed by Likert item “In how far does your hospital meet the following criteria?” With answer categories: not at all (1), hardly (2),

partly (3), widely (4), fully (5). For each strategy index, the values of included criteria were summarized to a Likert scale.

bDegree of strengthening for single criteria was assessed by item “Are these criteria strengthened by your hospital’s participation in HPH?” with 3 answer categories. 1: “No influ-
ence”, 2: "Yes, encouraged by HPH”, 3: “Yes, specific HPH initiative”. The “Yes” % (= answer categories 2 and 3) for the included criteria were summarized and mean % calculated.

The networks differed considerably concerning
their degree of implementation and for the reported
strengthening by participation in HPH (see table 3).
Interestingly enough, degrees of implementation and
degrees of strengthening were correlated negatively (-
0.48, N = 18) over all HPH core strategies.

Discussion
The PRICES-HPH study collected data at the organ-

isational level of the HPH networks and the member
hospitals. The majority of networks were able to ac-
quire at least basic resources for their work, although
to considerably varying extents. Less than half of the
networks had dedicated infrastructure to support
their function.

The study showed a considerable variety of the de-
gree of strategy implementation and the perceived
strengthening through participation in HPH. Hospi-
tal coordinators attributed a strengthening of imple-
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Table 3 Degree of implementation of 18 core strategies and the degree of perceived strengthning by participation in HPH - network level (numbers,

mean and SD)

Implementation (n)? Strengthening (n)® Networks
(n)

Very Low Mid- High Very | Very Low Mid- High Very

low dle high | low dle high
Aggregation by type of general strategy
Empowerment for HP self-reproduction (HOS-STRAT 1) 0 0 5 12 1 4 7 4 2 1 18
Empowerment for HP coproduction (HOS-STRAT 2) 0 1 7 9 1 3 5 5 4 1 18
Developing a HP hospital setting (HOS-STRAT 3) 0 0 4 13 1 4 6 5 2 1 18
Empowerment by illness management (HOS-STRAT 4) 0 3 11 3 1 3 3 7 4 1 18
Empowerment by lifestyle development (HOS-STRAT 5) 1 4 12 0 1 3 2 4 5 4 18
Participation in HP community development (HOS-STRAT 6) 0 5 12 0 1 3 6 7 1 1 18
Aggregation by target groups
Patient-oriented strategies (PAT-1 — PAT-6) 0 0 4 13 1 2 6 1 8 1 18
Staff-oriented strategies (STA-1 —STA-6) 0 2 10 6 0 3 4 7 3 1 18
Community-oriented strategies (COM-1 — COM-6) 0 1 13 3 1 4 5 6 1 2 18
Aggregation of all 18 HPH core strategies 0 1 10 6 1 3 6 6 2 1 18

2Constructed categories of degree of implementation are defined by mean ranges of the five-point Likert scale: Very low = 1-1,8; Low = 1,81-2,6 ; Middle = 2,61-3,4; High = 3,41-4,2; Very

high = 4,21-5

bConstructed categories of degree of strengthening by participation in HPH are defined by ranges for mean percentages of answers “yes, strengthening”: Very low = 0-20%; Low: 21-40%;

Middle = 41-60%; High = 61-80%; Very high = 81-100%

“Only networks with more than three valid cases in the sample were included. These are 18 of the 29 networks that participated in the survey.

mentation by their hospitals’ participation in HPH to
every second measured strategy criterion. Degrees of
strengthening varied considerably for types of strat-
egy. Patient oriented strategies were more fully imple-
mented than staff and community oriented strategies,
and strategies aiming at the improvement of health
promotion quality of traditional core functions of
hospitals were better fulfilled than health promotion
strategies offering specific services. Thus the interna-
tional HPH network is not homogeneous, but belong-
ing to a specific national / regional network makes
quite a difference.

PRICES-HPH had the advantage to be nearly all in-
clusive for the national/regional networks of the in-
ternational HPH network, and by its detailed ques-
tionnaires, which captured very comprehensive sets
of relevant characteristics of HPH networks and their
member hospitals. Thereby, PRICES-HPH is an im-
portant source for the systematic documentation of
HPH networks and member organisations and signifi-
cantly reduces the data deficit that has been criticized
hitherto (2;3;20-22).

The study has quite a number of limitations, as well.
The data collection was obtained as self-reported and
self-estimated information, which was based on the
memory, experience and attitudes of the individual

coordinators. No validation procedures were added.
Although the PRICES-HPH evaluation model de-
scribed the framework including specific outcomes,
such as better health gain, the study did not intend to
measure this possible health gain. The study has no
control groups, neither for networks nor for hospitals.
Information for rather complex issues had to be pro-
vided and assessed by one informant (the coordina-
tor) although hospital coordinators were encouraged
to get some support by a team for answering the ques-
tionnaire. The response rate for networks was good
(80%), but the response rate for hospitals was only 34
%, thus systematic bias has to be expected.

This article is the first PRICES-HPH publication de-
scribing the model and the initial results. Further
analyses will focus on how capacities influence the
networks” provision of supportive strategies and the
hospitals’ implementation of HPH structures and
processes. PRICES-HPH discovered an interesting
negative correlation between implementation and
strengthening: the better implementation, the less
perceived strengthened by HPH participation. Addi-
tional analyses are needed here as well.
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Conclusion

Overall, the national / regional HPH networks and
their member hospitals have implemented HPH strat-
egies to quite a substantial degree and they see par-
ticipation in HPH networks as a relevant influence for
that purpose. The extents varied by type of HPH strat-
egy and by affiliation to networks.
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