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Pregnant smokers: Room for improvement
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Overall, the effect of smoking cessation 
intervention for pregnant women is as 
low as 6% (5). The more effective pro-
grammes include incitements (5) and 
intensive interventions over 6 weeks (6). 
The 6 weeks Gold Standard Programme 
is implemented as the standard interven-
tion in Denmark and has recently showed 
similar high abstinence rates in preg-
nant 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 smok-
ers and to offer the most effective smok-
ing cessation programmes. This will allow 
both the child and the mother to benefit 
from early smoking cessation by avoiding 
the consequences associated with mater-
nal smoking. Policy-makers are respon-
sible for establishing the necessary policies 
for implementation as well as the relevant 
action plans and frameworks for imple-
mentation and quality assurance to follow-
up its effects. The sooner, the better!
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The issue of pregnant smokers is a social 
and health problem, which has not re-
ceived 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 mortal-
ity, placental abruption, conjugate mal-
formations as well as preterm birth, low 
birth weight, growth reduction, and sud-
den 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 hospi-
talisation within the first year of life and 
behavioural disturbances and lifestyle 
problems during childhood. (1;2)  

Smoking rates
Smoking during pregnancy is still a sig-
nificant 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 50-
60% of pregnant smokers successfully 
quit smoking in the three months pe-
riod 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 re-
ported among Canadian pregnant wom-
en (4). 

Smoking cessation intervention
Quitting smoking before pregnancy or in 
the first trimester is followed by normali-
sation 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. 

AUTHOR
About the

Editorial Office, WHO-CC • Clinical Health Promotion Centre • Bispebjerg & Frederiksberg Hospital, University of Copenhagen, Denmark
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2015



Research and Best Practice

C L I N
 I C

 A
 L

   
• 

  H
 E A L T H   •   P R O

 M
 O

 T I O N   •

   
   

    
    

      
                                    staff competencie

s

    
 e

vi
de

nc
e

   
   

    
    

      
   patient preferences

C L I N
 I 

C 
A

 L
   
• 

  H
 E A L T H   •   P R O

 M
 O

 T I O N   •

   
   

   
    

     
                                      staff competencie

s

   
  e

vi
de

nc
e

   
   

   
    

     
     patient preferences

www.clinhp.org

Editorial Office, WHO-CC • Clinical Health Promotion Centre • Bispebjerg & Frederiksberg Hospital, University of Copenhagen, Denmark
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2015

May| 2015 | Page 4Volume 5 | Issue 1

Clin Health Promot 2015; 5:4-10

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 inci-
dence of stroke in individuals from age 40 
years (11), those who are still in the pro-
ductive age group, indicates great neces-
sity for rehabilitation. Therefore, the goal 
of rehabilitation is to discharge patients 
who have suffered a stroke as functional 
community-dwelling adults (12). The ex-
tent to which this goal can be achieved 
depends on the effectiveness of the treat-
ment and the level of the patients’ adher-
ence with treatment procedures.

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 physio-
therapy intervention (2). Patient adher-
ence to prescribed rehabilitation pro-
tocols 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 bet-
ter treatment outcomes of pain levels, 
self-reported physical function and phys-
ical performance (6). A notable observa-
tion on adherence is that in most chronic 
conditions or disabilities, adherence is 
usually low (7).

The focus of adherence in this study sur-
rounds individuals with the chronic con-
dition stroke. Stroke is defined as a sud-
den loss of neurological function caused 
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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 manage-
ment 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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This was, however, augmented by a well-designed regu-
lar 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 partici-
pants 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 mod-
erate 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 su-
pine 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 frequen-
cy was once weekly. This frequency was augmented by 
a regular home based exercise program (20). The du-
ration 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 par-
ticipants differed. It was progressed weekly by increas-
ing 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-

According to Kolt et al. (13), the concept of adherence 
is multidimensional. It could relate to attendance at ap-
pointments, attitude to clinic-based exercises, following 
advice on home programs of exercises, or correct perfor-
mance 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 adher-
ence 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 at-
tending outpatient physiotherapy clinics of Aminu Kano 
Teaching Hospital, Murtala Mohammed Specialist Hos-
pital and Muhammad Abdullahi Wase Specialist Hospital 
in Kano. All three hospitals are referral centers for man-
agement 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 par-
ticipants, i.e. stroke survivors who met inclusion criteria 
for the study. Inclusion criteria were: ability of the pa-
tients 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 ques-
tionnaire 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 Univer-
sity College Hospital Ibadan research ethics committee, 
and all the institutional ethic committees of the hospitals 
from where participants were recruited. Informed con-
sent was also obtained from all participants after expla-
nation of the study procedure to them. Thus, only par-
ticipants 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 su-
pervised clinic-based exercises of one session per week. 
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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 ad-
justed 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 repeti-
tions.
d. Performing cycling movement gently (around a gym-
nasium ball), into clock-wise and anti-clock-wise direc-
tions: 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 exer-
cise 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 appoint-
ment sessions attended by sum total of prescribed treat-
ment 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 phys-
iotherapy appointments. It is a 7-item scale adapted 
from previous studies on adherence to treatment of in-
dividuals 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 ac-
companying person to help the patient get to the hos-
pital, financial constraints for transport and treatment, 
workplace constraints, previous treatment dissatisfac-
tion, lengthy waiting times, and inconvenient treatment 
time. Each item was rated on a scale from 0 to 1, where-
by 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. Bar-
riers 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 survi-
vors during clinic-based rehabilitation. This was done 
by the physiotherapist at the end of each treatment ses-
sion. The modified instrument selected 2 items from the 
original Hopkins Rehabilitation Engagement Question-
naire 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 par-
ticipants 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 exer-
cises were too much, patient cannot do exercise for long, 
and patient is  afraid of falling during exercise.  Partici-
pants 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 ad-
herence by the participants.

Data were analyzed with the aid of descriptives: mean, 
frequencies, standard deviation and percentages. In-
ferential statistics using Chi-square, Pearson’s Corre-
lation 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’ socio-
demographic 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 re-
cruited through purposive sampling. 14 of them volun-
tarily 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 eight-
week 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).

Variables n %

Age (mean ±SD) years

   Males (53.3 ± 9.9) 27 51.9

   Females (57.6 ± 9.8) 25 48.1

Occupation

   Government employed 10 19.2

   Self-employed 21 40.4

   Not employed 21 40.4

Educational Level

   None 11 21.2

   Primary/Secondary 31 59.6

   Tertiary 10 19.2

Time since stroke (weeks)

   10 15 28.9

   12 18 34.6

   16 13 25.0

   20 6 11.5

Side of Hemispheric affectation

   Right 28 53.8

   Left 24 46.2

Table 1 Characteristics of participants in the study

Appointment keeping of stroke survivors
In this study, 19 (36.5%) of the participants had 100% at-
tendance, 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 con-
cerning 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 ap-
pointment keeping included: 17 (29.3%) lacked an accom-
panying 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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Adherence during clinic-based rehabilitation
For clinic-based exercise adherence, 33 (63.5%) of par-
ticipants 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 bar-
riers 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 adher-
ence and the following items on patient self-reported 
barriers to clinic based exercise: I cannot do much ex-
ercise 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).

Figure 1 Reported barriers to appointment keeping for stroke survivors

Barriers to Exercise r-value P-value

Poor knowledge of exercise -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

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) 

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)

(P>0.05) (Table 3). In addition, Spearman’s correla-
tion 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-de-
mographic characteristics of participants, such as gen-
der and educational level, were not significantly associ-
ated 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 exer-
cise adherence.

Discussion
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 adher-
ence were appointment keeping and attitude toward 
clinic-based exercise. The observation in the study was 
that, judging by their mean attendance rate, stroke sur-
vivors 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, fi-
nancial 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 be-
cause stroke survivors have difficulties performing day-
to-day activities like dressing, eating and moving around 
and this reduced functional ability may last a consider-
able 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 survi-
vors may sometimes find it difficult to adhere to treat-
ment 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 adher-
ence to appointment keeping were able to do so because 
the family members made a lot of effort in accompany-
ing them to the hospital for treatment.

Socio-demographic characteristics of partici-
pants and adherence to appointments and clin-
ic-based exercise
A comparison of socio-demographic characteristics of 
participants such as gender, educational level and oc-
cupation using Chi-square analysis was found not to be 
significantly associated with appointment adherence
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Appointment Keeping Clinic Based Exercises

Variables Adherent Non-adherent Adherent Non-adherent

n n P-value n n P-value

Gender

   Male 21 6 18 9

   Female 23 2 0.25 15 10 0.84

Educational Level

   None 10 1 5 6

   Primary/Secondary 25 6 0.84 21 10 0.36

   Tertiary 9 1 9 1

Occupation

Government employed 8 2 6 4

Self-employed 17 4 0.68 12 9 0.61

Non-employed 19 2 15 6

Side of Hemispheric Affectation

Right 24 4 16 12

Left 20 4 0.56 17 7 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. 

Table 3 Association of participants’ characteristics with adherence to appointments and clinic-based exercise

The report of financial constraints as barriers to physio-
therapy 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 gov-
ernment 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 as-
pects of healthcare were covered by this scheme and not 
all individuals may access the healthcare support fund. 
Thus participants in self-employment and the unem-
ployed were not capable of accessing this fund. There-
fore, 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-em-
ployed stroke survivors who had lucrative private busi-
nesses or family members who were relatively financial-
ly 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 treat-
ment adherence is similar to those of previous research-
ers 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 bar-
rier 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 hos-
pital. Consequently, strategies geared toward reminding 
patients and relatives of the appointment dates, as tele-
phone calls and text messages may improve adherence 
to appointments. Asvat also reported forgetfulness as a 
barrier to appointment adherence in physiotherapy out-
patients (24).

Barriers to clinic-based exercise adherence
Stroke survivors in this study reported fatigue and pain 
most frequently as barriers to clinic-based exercise ad-
herence. 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). Accord-
ing 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 con-
tribute to fatigue. Post-stroke fatigue may, therefore, in-
terfere 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 dur-
ing clinic-based exercises. Previous studies reported a 
relationship of post-stroke fatigue with depressive symp-
toms 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-



Research and Best Practice

C L I N
 I C

 A
 L

   
• 

  H
 E A L T H   •   P R O

 M
 O

 T I O N   •

   
   

    
    

      
                                    staff competencie

s

    
 e

vi
de

nc
e

   
   

    
    

      
   patient preferences

C L I N
 I 

C 
A

 L
   
• 

  H
 E A L T H   •   P R O

 M
 O

 T I O N   •

   
   

   
    

     
                                      staff competencie

s

   
  e

vi
de

nc
e

   
   

   
    

     
     patient preferences

www.clinhp.org

Editorial Office, WHO-CC • Clinical Health Promotion Centre • Bispebjerg & Frederiksberg Hospital, University of Copenhagen, Denmark
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2015

May | 2015 | Page 10  Volume 5 | Issue 1

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 stim-
uli may thus lead to chronic and disabling pain, which 
prevents active involvement in clinic-based exercise ad-
herence.

Socio-demographic characteristics of partici-
pants and treatment adherence
No significant differences were observed in adherence of 
male and female stroke survivors to appointment keep-
ing. This result is similar to that of Asvat (24). In addi-
tion, no differences were found in adherence of male and 
female stroke survivors to clinic-based exercise adher-
ence. This finding is similar to that of Kolt and Mc Evoy 
(16). Neither educational level nor occupation of partici-
pant stroke survivors reflected any influence on clinic-
based 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 com-
pared 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 ef-
fect 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 hospi-
tal attendance is highly essential. Wider coverage of the 
National Health Insurance Scheme in Nigeria to include 
individuals with chronic conditions as well as for indi-
viduals 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 im-
prove appointment adherence. 
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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 re-
main sparse (21;22).

The aim of the present study was to evaluate the compli-
ance 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 im-
portant 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 includ-
ed 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. Ex-
clusion 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 depart-
ments from 21 different HPH hospitals in Taiwan were 
included in the study after informed consent from both 
the hospital management and the department manage-
ment. There were 7 departments of internal or general 
medicine, 3 of rehabilitation, 2 of oncology, 2 of ortho-
paedics, 2 of endocrinology, 2 of surgery, 1 of geriatrics, 
1 of psychiatry and 1 of cardiology. The departments 
represented accredited public, private, university, mid-
sized and small rural hospitals (see Table 1 for charac-
teristics). 

Introduction
The burden of disease is closely related to smoking, alco-
hol, overweight and malnutrition as well as physical in-
activity (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 im-
proved 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 di-
rect 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 (13-
15). 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 hospi-
tals:  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 struc-
tures that support the delivery of HP services (13).

To create the necessary in-detail framework for monitor-
ing 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 documen-
tation in the medical records of WHO-HPH Standard II 
and III.

HPH DATA model includes 9 questions for document-
ing individual patient needs for HP related to smoking, 
alcohol, overweight, malnutrition and physical inactiv-
ity (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, 
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Collection of Data
The departments received a project manual and tech-
nical support. They collected data through the self-as-
sessment manual-based tools over 6-8 months, all ano-
nymised at source.  The monitoring of the WHO-HPH 
Standards was done at department level by categorising 
the measurable elements as either “yes” or “no” regard-
ing 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 ele-
ments of the 5 WHO-HPH Standards; the patients iden-
tified 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 signifi-
cant if CI did not include the value 1. 

Results
The hospital departments had a very high compli-
ance 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 docu-
mentation of needs or no needs for HP regarding malnu-
trition, overweight and physical inactivity (see table 3).     

Relation between identified HP needs and ser-
vice delivery
The association between needs for specific HP and re-
lated deliveries, for instance daily smoking and related 
delivery of smoking cessation intervention, was low (Ta-
ble 4). The majority (68%) of those with identified needs 
for HP did not receive a related intervention. Interest-
ingly, 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 deliv-
eries.

Table 1 Characteristics of 21 hospital departments included

Number of departments

Status of hospital: Public 7

Private not for profit 13

Private for profit 1

Type of hospital: Community hospital 1

Large teaching general 15

University hospital 3

Specialised hospital 2

Catchment area: Rural 4

Urban 14

Mixed 3

Number of beds: <200 2

200 to 399 3

400 to 599 3

>599 13

Editorial Office, WHO-CC • Clinical Health Promotion Centre • Bispebjerg & Frederiksberg Hospital, University of Copenhagen, Denmark
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2015
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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 20

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 x 21

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 20

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 19

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

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 x x x 20

2.1.2. Guidelines have been revised x x x x x x x x x x x x x x x x x x 18

2.1.3. Guidelines to ID HP needs exist x x x x x x x x x x x x x x x x 16

2.2.1. Assessment is documented x x x x x x x x x x x x x x x x x x x x 20

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 17

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 x x 20

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 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 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 20

Total Standard 3: Patient Information & Intervention 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 20

4.2.3. HP performance appraisal system exists x x x x x x x x x x x x x x x x x 17

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 20

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 x 19

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 x x x 21

4.3.2. Smoking cessation programmes offered x x x x x x x x x x x x x x x x x 17

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 x x 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 21

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 20

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 x 20

Total Standard 5: Continuity and Cooperation 98%

Total Number of measurable elements (of 40) 40 40 40 40 40 40 40 40 40 40 40 40 40 40 40 39 38 35 31 24 20

Total All standards 94%
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Discussion
We found that the present hospital departments from 
Taiwan fulfilled the WHO-HPH Standards almost com-
pletely and to a significantly higher degree than reported 
in previous studies (16;17;21;27). This very high compli-
ance at organisational level was not followed by a cor-
respondingly high degree of implementation at patient 
level. Overall, about half of the patients had their needs 
for HP evaluated and documented in the medical re-
cord, 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 Tai-
wan. Both complete fulfilment of the WHO-HPH stan-
dards and having identified the risk factors were signifi-
cant 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 imple-
mentation of HP targeting patients.

In principle, HP should ideally take place outside hos-
pitals, such as in families, institutions, work places, 
schools and primary care. However, when entering hos-
pitals about 80-90% of patients have at least one risk 

Table 3 HPH DATA Model for assessing HP needs: The medical record audit results for the documentation of HP needs among 1050 patients

Categorisable (%) Not categorisable (%)

”Yes” to HP needs (high risk) ”No” to HP needs (low risk) Unknown

A - Is the patient at risk of illness-related malnutrition? 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) 11 60 29

B - Is the patient overweight? 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 distributi-
on of related intervention; brief intervention (BI) more intensive intervention (INT).

Identification of 
risk factor Related BI/INT p-value

Risk Factor n (%) n (%)

Malnutrition 

Risk 275 (26) 72 (30) 0.133*

No Risk 212 (10) 58 (24) 0.083* 

Unknown Risk 563 (54) 110 (46) 0.006*

Total 1050 (100) 240 (100) - 

Overweight   

Risk 232 (22) 83 (34) 0.000*

No Risk 101 (10) 16 (7) 0.082*

Unknown Risk 717 (68) 141 (59) 0.000*

Total 1050 (100) 240 (100) - 

Physical Inactivity  

Risk 132 (13) 68 (40) 0.000*

No Risk 171 (16) 32 (19) 0.364*

Unknown Risk 747 (71) 70 (41) 0.000*

Total 1050 (100) 170 (100) - 

Smoking  

Risk 172 (16) 50 (37) 0.000*

No Risk 557 (53) 22 (17) 0.000*

Unknown Risk 321 (31) 62 (46) 0.000*

Total 1050 (100) 134 (100) - 

Excessive Alcohol  

Risk 72 (7) 12 (22) 0.000*

No Risk 602 (57) 3 (5) 0.000*

Unknown Risk 376 (36) 39 (53) 0.000*

Total 1050 (100) 54 (100) - 

Editorial Office, WHO-CC • Clinical Health Promotion Centre • Bispebjerg & Frederiksberg Hospital, University of Copenhagen, Denmark
Copyright © Clinical Health Promotion - Research and Best Practice for patients, staff and community, 2015
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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). Nev-
ertheless, it is possible to improve immediate outcome 
by adding HP services to patient pathways in surgery, in-
ternal 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 record-
ing of needs for HP is a key prerequisite to also deliver-
ing 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 as-
sessed in this study to varying degrees (e.g. Denmark, 
Sweden, Ireland, Canada etc.). However, in order to har-
vest the benefits of outcome- and cost-effectiveness it is 
necessary to systematic implement effective HP servic-
es, 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 actu-
ally 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 impor-
tant for successful implementation of HP (28). Interest-
ingly, the patients are positive towards new interven-
tions, 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 differ-
ent 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 set-
tings, 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 out-
side HPH and Internationally.

Perspectives
The perspectives of monitoring and improving the imple-
mentation and deliveries of HP in clinical settings are tre-
mendous 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-

Tabel 5 Multivariate analyses on assoc. between HP deliveries and characteristics; OR: odds ratio; CI: 95% confidence interval; MN: malnutrition; OW: overweight 

Nutrition Physical Inactivity Smoking Alcohol

OR (CI) OR (CI) OR (CI) OR (CI)

Identified Risk vs No & Unknown Risk MN: 0.98* (0.68 - 1.42)
8.15* (4.96 - 13.39) 4.22* (2.65 - 6.71) 12.66* (3.91 - 40.98)

OW: 1.74* (1.22 - 2.49)

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* -

Urban & Mixed vs Rural Catchment 16.66* (3.88 - 71.54) 0.16* (0.06 - 0.45) 1.43* (0.53 - 3.89) 6.77* (0.51 - 90.78)

< 599 Beds vs > 600 Beds 1.15* (0.79 - 1.66) 0.17* (0.10 - 0.30) 2.14* (1.38 - 3.31) 31.40* (10.51 - 93.78)

Med & Psych vs Surgical Department 1.80* (1.00 - 3.23) 17.63* (5.53 - 56.17) 2.27* (0.92 - 5.59) 1.00* -

* Statistically significant (P<0.05) 
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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 de-
gree 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. Ad-
ditionally, 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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proportion of the abusers made appoint-
ments for treatment or entered treatment 
programmes. However, some studies 
mainly focus on relatives, their health, 
stress and ability to cope (7-11). These pa-
pers indicate that a coping strategy cho-
sen by relatives may be as important for 
their own health as for the rehabilitation 
of the abuser.  Thus, improving the fam-
ily’s overall situation is an important sub-
ject when working on health promotion.

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

Introduction
Despite increasing interest in research on 
relatives of people with alcohol problems 
in recent decades, there have been few in-
ternational studies, including a Swedish 
study on relatives of people with drug use 
disorders. However, knowledge obtained 
from studies of relatives of alcohol abus-
ers might be a good starting point for 
measures directed towards relatives of 
people with drug use disorders. 

It is well-documented that the well-being 
and coping of these relatives are influ-
enced by their partners’ alcohol prob-
lems. 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 includ-
ing spouses in specific treatment pro-
grammes when dealing with reduction 
of their partners’ alcohol intake (4-6). In 
these studies, the outcomes were gener-
ally positive, i.e. a significantly larger 
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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.
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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 oth-
er 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 pres-
ent 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 

In this paper, we have compared two intervention meth-
ods 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 oth-
er 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 per-
sons with drug use disorders.

Materials and Methods
Study design
Relatives/close friends were randomly assigned to either 
the intervention consisting of a single standard informa-
tion 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.

Initial assessments
+

Standard information
N = 43

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

Standard Information (SI)
N=19

Coping Skills Training (CST)
4 sessions

N = 24

Drop-out
N = 1

Drop-out
N = 2

Drop-out
N = 2

Randomization

Follow-up 12 months
N = 42

Follow-up 24 months
N = 38
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treatment and participants with major psychiatric disor-
ders 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 tele-
phone interview. All relatives were carefully informed 
about the purpose and the design of the study orally and 
in written form. All accepted the randomization assess-
ments. 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 of-
fered 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 pro-
gramme 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 pre-
sentation of the study. This was followed by a struc-
tured face to face interview including questions on fam-
ily 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 par-
ticipants. Participants were assessed with different self-
reporting scales: The Symptom Checklist 90 (SCL 90), 
Coping Behaviour Questionnaire, The Alcohol Use Dis-
orders Identification Test (AUDIT), The Drug Use Iden-
tification Test (DUDIT) and The Interview Schedule for 
Social Interaction (ISSI). All scales are described below.

General information of the study took place after the as-
sessments. 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 in-
formation 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 ran-
domisation process was carried out by an administra-
tive 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 rela-
tives 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 Behav-
iour Scale (12;13) with 30 questions was used for self-
assessment, measuring coping actions over the previous 
three-month period. According to Orford, family mem-
bers’ 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 popula-
tion 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 identi-
fication 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 paral-
lel 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 Swed-
ish 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 in-
dicates 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 work-
ing 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 per-
formed by co-author Susanna Kovac.
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The interviews included information of the living situ-
ation 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 approxi-
mately 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-

Table 1 Intervention

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 Homework

1 Family adjustment
Family roles
Relationships

-

-
-

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

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 estima-
ted by the relative

 6 (0.5-25) 8 (1-38) 8 (0,5-38)

Drug abuse in other 
family members  84% 71% 77%

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).
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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 re-
lapsed in drug abuse. For the SI group, according to 
the relatives, the main drugs used were: heroin (5 per-
sons), amphetamine (2), cannabis (9) and pharmaceu-
tical 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 abil-
ity 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 par-
ents’ 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 mea-
sured 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)

SI
0 months

CST
0 months

SI
12 months

CST
12 months

SI
24 months

CST
24 months

SCL 90/GSI-total 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)

Coping total 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)

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.

The CST-group differed significantly from the SI-group at 24 month (p=0.02).There were no significant difference between the two groups at 24 months.

* Statistically significant (P<0.05) 
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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 train-
ing 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 differ-
ence 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 insig-
nificant difference in GSI between the SI and GSI groups 
after 24 months may well depend on the fact that GSI-
values 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 profes-
sional support. 

The strengths and weaknesses of the study 
The strengths of the present study are that we have used 
validated questionnaires combined with structural in-
terviews in a randomized controlled trial, that the fol-
low-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 gener-
ally 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. Further-
more, since the power calculation was based on a rela-
tively 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 get-
ting 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 pro-
gram might be more efficient.
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Research and Best Practice - Recommendations

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 ces-

sation 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  institu-
tional policy and offered SCI

Hanne Tønnesen, Luke Clancy, Paul Aveyard, Hans Gilljam, Matz Larsson, Mette Rasmus-
sen, Johanna Adami, Peter Friberg, Göran Boëthius on behalf of the participants.

Recommendations on smoking cessation 
intervention from Malmö International 
Strategic Seminar

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.

Clin Health Promot 2015; 5:25

Contact:
Hanne Tønnesen

Hanne.Tonnesen@regionh.dk

A. Smoking Cessation Intervention (SCI) in 
Health Services 
Patient safety: Offering SCI should be integrated into dai-
ly routines. Smoking is most prevalent among the socially 
vulnerable and disadvantaged. Thus, the recommended 
systematic approach would reach out to those with great-
est 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 follow-
ing reasons:
1.	 To promote health and prevent disease and progres-

sion 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

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 com-
munity 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

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

Seminar
About the
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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 set-
tings approach to health promotion and 
the reorientation of hospitals towards 
health promotion. However, imple-
mentation 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 promo-
tion concepts. These two networks, locat-
ed in Ontario and Québec, are very differ-
ent from one another perhaps due to the 
fact that health care in Canada is largely a 
provincial responsibility.

The Québec Network of Health Promot-
ing Institutions (formerly called the 
Montreal Network of HPH) was created 
in 2005 shortly after the integration of 
Québec’s health and social service sys-
tems. It now has 38 member organiza-
tions and is situated within (and support-
ed by) the provincial Ministry of Health & 
Social Services (2). The Québec Network 
has worked to advance clinical health 
promotion concepts by creating and pub-
lishing various resources including: a) a 
guide for supporting the implementation 
the World Health Organization’s Inter-
national 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 work-
shops, 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 hospi-
tals, such as the development of a work-
place 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 with-
in (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 ad-
vancing clinical health promotion, this 
commentary describes a ‘sense-making 
framework’ used by the OHPHN as a 
strategy to advance the state of health 

Jennifer A Boyko1, Shannon L Sibbald1,2, Ross Graham3

A sense-making framework for grass-
roots HPH networks

About the
AUTHORS
1Faculty of Health Sciences, 
Western University, Ontario, 
Canada
2Department of Family Medi-
cine & Interfaculty Program in 
Public Health, Schulich School 
of Medicine and Dentistry, 
Western University, Ontario, 
Canada 
3School of Public Administra-
tion, University of Victoria, 
British Columbia, Canada

Contact:
Jennifer A Boyko

jennboyko@gmail.com

Clin Health Promot 2015; 5:26-30

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 chal-
lenges 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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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 sup-
port. This article also aims to contribute to the grow-
ing 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 ex-
change efforts) in order to improve and strengthen in-
dividual health, as well as health care organizations and 
systems (7). Early on, the OHPHN recognized a need 
to share knowledge about the health promotion activi-
ties occurring in their institutions in order to foster col-
laboration among its members, and promote its aim 
to senior decision-makers. As a first step, the network 
commissioned the development of a conceptual ‘sense-
making’ framework (see figure 1) for the classification 
of clinical health promotion activities. Sense-making re-
fers to a diverse set of knowledge translation approach-
es 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.

May | 2015 | 27

These consultations were held as part of the network’s 
monthly meetings to gather feedback about the repre-
sentativeness 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 us-
ing the framework as a guide. This was done by send-
ing 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, net-
work members were asked to review the framework to 
gain an understanding of the various audiences and ac-
tivities 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 corre-
sponding 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. 

What types of actions or strategies might a clinical health promotion initiative involve?

Health education
Health communication
Self-help
Organizational development
Community development
Health Policy
Advocacy
Intersectoral collaboration
Research & evaluation

Who might the audience of clinical health promotion initiatives include?

Patients
Staff
Community
(non-patient)
Organization

What foundation should clinical health promotion initiatives be 
built upon?

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 was developed by first carrying out a lit-
erature search for peer-reviewed articles that described 
health promotion initiatives implemented by hospitals, 
as well as papers about theoretical approaches to un-
derstanding health promotion in a hospital setting. Rel-
evant 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 promot-
ing hospitals who were also members of the OHPHN. 

The framework does this by prompting users to answer 
four key questions. The first question (What is the ulti-
mate 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 ulti-
mate goal of improving health status through the cre-
ation 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 

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

Editorial Office, WHO-CC • Clinical Health Promotion Centre • Bispebjerg & Frederiksberg Hospital, University of Copenhagen, Denmark
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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 inequi-
ties, 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 devel-
opment, community development, health policy, ad-
vocacy, intersectoral collaboration, and research and 
evaluation) (16-18). Finally, the fourth question (Who 
might the audience of clinical health promotion pro-
grammes 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 organiza-
tion 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 re-
flected the framework. The pilot-test of the framework 
(described above) helped the OHPHN identify and cata-
logue 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 or-
ganizations, which were then classified and organized 
according the framework’s components.  Members of 
the OHPHN were able to use the reference list, anno-
tated bibliography and inventory to argument the case 
for pursuing clinical health promotion activities in their 
local contexts. Additional information about these re-
sources is available upon request from the correspond-
ing 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 activi-
ties over time including links to communities of prac-
tice to help support those with similar clinical health 
promotion interests. Another way the framework could 
be used is to perform an organizational needs assess-
ment related to clinical health promotion. An inven-
tory 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 promo-
tion 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 im-
provements 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 trans-
lation 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 co-
ordinated 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 organiza-
tional 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 high-
level 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 knowl-
edge translation strategy known as user-pull. According 
to Lavis, Lomas, Hamid & Sewankambo (21), user-pull 
strategies can enable decision-makers to more easily ac-
cess and understand research evidence. One approach 
to facilitate user-pull among managers in hospitals 
may be to support a more organized and systematic ap-
proach 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 iden-
tify evidence about the effectiveness of specific clinical 
health promotion activities. However, to our knowledge 
no guidance exists to assist hospital managers in deci-
sion-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 re-
lated 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 clini-
cal 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 or-
der to improve collaboration among its members. Their 
efforts to build a cohesive network founded on knowl-
edge 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 devel-
oping 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 iden-
tify, organize and share knowledge. The OHPHN used 
the framework in various ways to support collaboration 
and knowledge exchange among their member hospi-
tals. However, system-level challenges have brought 
the OHPHN’s efforts to a halt. We encourage others to 
share their experiences in attempting to overcome simi-
lar challenges in their HPH networks.
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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 Esto-
nian 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 Min-
istry of Social Affairs in Estonia. The two 
then inspired me to establish the Nation-
al HPH Network in Estonia and join with 
the International HPH Network. 

The HPH movement was initiated by Tal-
linna Järve Hospital, where I had just 
started working as a physician of internal 
diseases and as an educator of the hospi-
tal staff. I was invited by Mila Garcia Bar-
bero to participate at 7th HPH Conference 
in Swansea, Wales. 

Upon my return, we started the pilot 
project “Järve Hospital - a Health Pro-
moting Hospital“. In 1999, we organised 
the International Conference “Culture 
and Health in a Changing World“ in col-
laboration with the UNESCO headquar-
ter in Estonia.

The Estonian HPH Network was estab-
lished 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 dif-
ficulties seeing how the HPH member 
hospitals differed from other hospitals 

and we were also without financial sup-
port for the first year. 

We arranged meetings and workshops 
with hospitals’ staff in every county. We 
focused on also inviting hospitals man-
agers, politicians as well as representa-
tives 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 Coordinat-
ing Centre is the National Institute for 
Health Development in Estonia. 

We established contact with communi-
ty 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 profes-
sionals, for sharing experiences, getting 
models of good practice and to see how 
Health Promoting strategies are imple-
mented in other hospitals both on na-
tional and international level.

The National HPH Network of Estonia celebrated their 15 year Anniversary as a network. 
The event took place in Tartu on November 19, 2014.

Congratulation to the Estonian HPH Network 

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
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Contact:
Tiiu Härm 

tiiu.harm@tai.ee

The members of the Estonian HPH Network are spred 
out in all of the regions of Estonia
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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 Counsel-
ling Clinics networking on the bases of HP hospi-
tals. 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 par-
ticipate 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. 
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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 or-
ganise 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 Net-
work?

I think that the HPH network in Estonia is a continuing 
and successful process, and I expect the network to be-
come 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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Group photo of the participants at 15 years Anniversary in Tartu, Estnia.




