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Preface

The 5" International Conference on Health Promoting Hospitals (Vienna, April 16-
19, 1997) marked amajor changein strategy —from projects (in astrict sense) to net-
works: The European Pilot Hospital Project of Health Promoting Hospitalsended its
main project phase, which had started in 1993, and the European National/ Regional
Network Projects of Health Promoting Hospitals took over the leading role. Given
this situation, the general line of the program of the conference can be summarised
as,, Clarifying perspectivesfor the future of Health Promoting Hospitalsin the light
of experiences of the past”. Thusthe reader of these proceedingswill find that large
parts are concerned with acritical appraisal of what has been achieved so far —what
have we learned till now concerning feasibility, effectiveness, efficiency and sus-
tainability of Health Promoting Hospital projects?

Thereisafirst summary report on the experiences of the European Pilot Hospital
Project (20 hospitalsin all parts of Europe developing models of good practice).
A major section of thisbook containsfirst reportsfrom these Pilot Hospitalson their
overall experiencesin thelast four years. Detailed reports on some of the 150 speci-
fic programs (,, sub-projects’) conducted in the framework of the Pilot Hospital
schemes are included in the other chapters. These other chapters comprise descrip-
tions and analyses of awide variety of programs, conducted in the Pilot Hospitals,
but also in many other hospitals. These programs addressthe health of patients, staff
and the population of the community, and the development of “healthy hospital
organisations*. A separate chapter collects contributions on theoretical and metho-
dological issuesof Health Promoting Hospitals.

But the conference has not only been concerned with the past — the reader will find
many encouraging perspectivesfor the future of the Health Promoting Hospital asa
vision and strategy for hospital reform and an asset for the Health Promotion move-
ment. Wewould liketo point out the strategic perspectivesin the keynote lectures of
DenisDoherty, llonaKickbusch and Milagros Garcia-Barbero and the contributions
from other continentsin the part on ,, Globalising Health Promoting Hospitals®. But
also the many reports on practical projectsin hospitals organised in the 19 Regional
and National Networks established in the European Region lead us to assume that
Health Promoting Hospitalsisamovement that is gaining strength.

331 participants from 33 countries attended the conference, presenting over 100
papers and 60 posters. Compared with the past conferences on Health Promoting
Hospital s, these figures demonstrate a growing interest and involvement in Health
Promoting Hospitals.

Thelist of theinternational and national co-organisersof the 5 International Confer-
ence is another indicator of the attractiveness of Health Promoting Hospitals. We
presume that we can speak for the many partnersin the network, devel oping Health
Promoting Hospital projectsinall partsof Europe, in thanking the co-organisersand
sponsorsfor their interest and their support:

e World Health Organization — Geneva

e World Health Organization — Regional Officefor Europe, Copenhagen



Commission of the European Communities

Standing Committee of the Hospitals of the European Union

International Union for Health Promotion and Education, Europe

European Association of Hospital Managers

Austrian Federal Ministry of Labour, Health and Social Affairs (as main sponsor

of the Co-ordinating Centre)

e Austrian Federal Ministry of Science and Traffic

e Austrian Workers Compensation Board

e City of Vienna(as co-initiator and long-term sponsor of the WHO-Model Project
inVienna)

e ViennaHospital Association

e Healthy CitiesProject — City of Vienna

e Financia support came also from Bank Austria.

Theeditorswould liketo takethisopportunity to especially thank themembersof the
Scientific Committee, who made this program possible: Milagros Garcia-Barbero,
Hans Hagendoorn, Tamas Halmos, Dominique Jolly, Jerzy Karski, Kanwar Panesar,
Matti Rajala, Kris Schutyser, Alois Stacher and Johannes Vang. The Co-ordinating
Centre was represented in the committee by Jirgen M.Pelikan and Karl Kragjic, as-
sisted by ChristinaDietscher.

Onthelocal level, special thanks go to the members of the Organising Committee:
Margit Ernst, Harald Gaugg, Brigitte Svoboda, Hannes Schmidl and Beate Wimmer-
Puchinger. The Local Host was represented in this committee by the editors, led by
Hubert Lobnig asthe co-ordinator. Specia thanks go to Alice Grundbock and Peter
Nowak.

Finally, we would like to thank Martina Peclinovsky, who — besides her many con-
tributions to the conference organisation — provided editorial assistance for this
book.

Jurgen M. Pelikan
Karl Krgjic
Hubert Lobnig
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TheEuropean Pilot Hospital Project
on Health Promoting Hospitals—a Summary

Jurgen M. Pelikan, Karl Krajic, Hubert Lobnig, Christina Dietscher

Introduction, characteristicsand partners

a) Introduction

The European Pilot Hospital Project of HPH wasthe most important strategy chosen
by WHO to develop an International Network of Health Promoting Hospitals. Since
wearedealing with aproject, abeginning and an end should beidentifiable. Thepro-
ject formally started in April 1993, and the 5th International Conference on Health
Promoting Hospitalsand thelast Business M eeting of the project inApril 1997 mark
the end, at least of the main realisation phase of implementation.

What are we going to discussin this presentation?

First, we shall characterise the project by outlining the partners, the vision, aims
and methodol ogy.

In the second part we shall argue to what extent the project has been successful in
fulfilling its strategic aims. Asthe preparation of the Review Book, consisting of
19 case studies of the Pilot Hospitalsand asummary of the European project, will
take some more months, the character of this part isthat of adraft summary.

Inthethird part, we shall try to analyseto what factorsthe success of the European
Pilot Project can be attributed.

In summarizing, we shall focus on two main questions. Thefirst oneisrelevant
mainly to the health promotion side: Did the Pilot Hospital Project provide any
additional evidence that it makes sense to develop health promotion also — or
especially —in the hospital setting? The second question focuses on the hospital
side: Does the Pilot Hospital Project provide additional evidence that health
promotion is a useful strategy for hospital development — or even an especially
useful strategy? Can hospital owners, management and staff be advised to invest
in health promotion?

b) What are the characteristics of the European Pilot Hospital Project?
The European Pilot Hospital Projectis

primarily aproject of socia innovation, accompanied and supported by consulta-
tion and research —not aresearch project in itself;

a project attempting to realise, document and evaluate the implementation of
health promotion in hospitals, not a study on the effectiveness or even the effi-
ciency of health promotion;

a European network of co-production, avirtual organisation, an alliance of 22
very different partners;

aproject developed with the partners’ own resources, supported by international
leadership and co-ordination, but not by international funds — the partners did it
on their own budgets;
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e alearning consortium, mainly using exchange of experiences and mutual coun-
selling, supported by some analysis of documented data and not a multi centre
study with an experimental design.

Asdoing aproject is primarily about setting limitations and focus — the next ques-
tionsare:
e Who werethe partners of the project?

e What werethe common aims, objectivesand targets of the project —what wasthe
common vision and methodol ogy ?

e What were the common procedures agreed upon?

c) Partnersof the project

The partners were 20 hospitals, the WHO-Regional Office for Europe (WHO/
EURO) and the L udwig Boltzmann-Institutefor the Sociol ogy of Health and Medicine.

20 Hospitals of many types and sizes were represented: small and large (2 hospitals
with less than 200 beds, 9 hospitals between 201-500 beds, 5 hospitals between
501-1000 beds, 2 hospital s between 1001 and 2000 beds, 2 hospitalswith morethan
2001 beds), general (12) and specialised! (8), public (17) and private (3), hospitals
offering standard servicesaswell asuniversity hospitals (3).

WHO/EURO acted asinitiator, provided strategic leadership and gaveits reputation
as central asset for the project. The Ludwig Boltzmann-Institute for the Sociology of
Health and Medicine asaWHO Collaborating Centre for Hospitals and Health Pro-
motion supported the project by providing co-ordination, and technical support. This
was made possi bl ethrough fundsgranted by theAustrian Federal Ministry for Health.

Vision, aimsand methodology of the Pilot-Hospital Project
a) Vision
Generally speaking, Health Promoting Hospitals aim to devel op the hospital into a

more health promoting setting, asdefined inthe Budapest declaration. Therearefour
basi ¢ principleswhich can characterise this reorientation:

e Reduction of disease + improvement of health;

e Extension of target groups: Patients + staff + population of the community
+ hospital organisation asasocial system;

e Combination of personal + organisational devel opment strategies;

e Development through introduction of new services + reengineering of existing
services (re-engineering is—aswe all know —the more demanding challenge).

b) Aims

A health promoting hospital can develop in four main directions: it can aim at im-
proving the health of its patients, accept theimprovement of the health of itsstaff and
the population in its community as relevant objective and attempt to become a
»healthier organisation (in ametaphorical sense).

1 Specialisations: Children 2, Geriatrics 1, Intensive Care 1, Psychiatry 1, Pulmology + Cardiology 1, Re-
habilitation 2.
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What can be done to improve patients health?

Develop/re-engineer core services of the hospital: medical (diagnostic and thera-
peutic), nursing and hotel services, oriented at the following aims:

e Reducerisks;
e Improvethequality of professional interventions;
e Improvethequality of lifeand well-being of patientsin the hospital.

Accept responsibility for the health of patients after discharge:
e Extend rehabilitation measuresto improve healing and recuperation processes,

e Extend education measures. inform, consult, train and empower for prevention
and coping with chronic disease and disability;

e Co-operate with other providersin the health care chain;

I ncrease health gain/ outcome orientation:
e Select servicesaccording to the health gain they provide;

e Re-allocate availableresourcestowardsthose areasthat will provide amaximum
of health gain.

What can be doneto improve the health of hospital staff?
e Put health of staff on the agenda of the hospital;

e Develop (re-engineer) hospital work so that health risks are reduced and health
potentials of the personnel arefostered;

e Offer compensatory programswhere necessary.

What can the hospital do to improve the health of the population in the community?
e Develop (re-engineer) the hospital to reduce ecological risksfor the community;
e Offer community-oriented services and programs,

e Form healthy alliances.

What can the hospital do to become a more healthy organisation?

e Develop (re-engineer) the hospital into a,,learning organisation* with better
coping abilities and strategic orientation;

e Improve the co-production between hospital units, professions and levels of
hierarchy;

e Improve cost-effectiveness and efficiency of hospital services.

c) Methodology

What doesit meanin practiceto,, buy thevision of reorientation®?Health Promoting
Hospitals offers a concrete methodol ogy, which containsthe following elements:

e Implement the vision by organisational development and project management;

e Enter a developmental process of steps and phases similar to the logic of
organisational development and quality management.
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Anideal type health promoting hospital should use the following sequences:

Start out by defining general aims, objectives and targets for development —
perhapsin form of amission statement;

|dentify problems—e. g. by asystematic assessment of the problems;
Select the problemsaccording to (perceived) importance and resourcesavail able;
Analyse causal factorsresponsiblefor the problems— do asystematic diagnosis;

Select specific solutions — plan interventions that are likely to contribute to
solutions;

Implement the measuresin asocia processincluding all hospital protagonists;

e Evaluate theimplementation of the measures;

Usetheresultsfor aredefinition of problems.

On which resources can this process build upon?

Define a mission statement, aims, objectives and targets — building upon the
vision of the Health Promoting Hospital;

Use available systematic universal knowledge especially for analysing defined
problems and specifying solutions and interventions;

Make use of local resources and potentialsin selecting problemsand
implementing solutions;

Limit evaluation to certain areas of local implementation of the solution —do not
try to demonstrate that measures have long term effects — you can do thisif you
select solutions and measures which have effects proved by medical and health
science basic research!

We would like to give an example, focussing on the issue of protection and impro-
vement of health of hospital staff asacentral asset of the organisation and of course

an
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aminitself:
Define a mission statement that includes health protection and improvement of
the health of hospital personnel;

Do an assessment of the situation; e.g. analyse the epidemiology of hospital per-
sonnel;

Select amajor problem (e.g. back problems; muscul ar-scel etal diseases);

Do adiagnosison the basis of knowledge from occupational medicine (e.g. prob-
lematic lifting techniques, lack of mutual support, non-ergonomically designed
beds/rooms, lack of lifting support);

Define interventions that will increase staff information, knowledge and skills,
change work procedures, improve arrangements in an ergonomically sound
direction etc.;

Evaluate the implementation of new lifting procedures, information and training
of personnel, ergonomical design of bedsetc.;

Redefine problems on the basi s of those experiencesfor further devel opment.



Specificaims, common framework and criteriafor success

a) Specificaims

The specific aimsand objectives of the European Pilot Project can be summarized as
follows:

e Test andfurther devel op the concept, along thelinesof the Budapest Declaration;
e Develop and test models of good practicefor health promotion in hospitals;

e Provideaccessto national/regional Pilot Hospitalsfor other hospitals;

e Develop national/regional support centresfor a European Network.

b) Common framework

In aprocessthat started in March 1992 and ended with the formulation of aformal
agreement in October 1993, the partners of the European Pilot Hospital Project
(EPHP) agreed on the following common framework:

e Operation of acommon European Project for four years;

e Development of acomprehensive local Health Promoting Hospital (HPH) pro-
ject by each participating hospital, according to defined standards;

e Each of the partners had to find own resources and sponsors for local and Euro-
pean activities (no European extrafunds available for supporting co-operation);

e Contributionsto the development of national/regional networks and the inter-
national Network:

e Initiation of National/Regional HPH projects;

e Presentations at International HPH-conferences, reportsin HPH Newsdl etters,
contributionsto a Review Book on the EPHP,

e 12 of the 20 partner hospitals additionally supported the European project by
hosting Business M eetings (3 during the preparatory phase of the project);

e Co-operation mainly by participation in Business Meetings twice ayear and
regular reporting (+ circular letter + bilateral contacts).
Thefollowing standards for local projects were part of the agreement:

e Project steering structure: project committee, appointment of aproject co-ordina-
tor, co-operation with an external institution;

e Creating visiblity through local public presentations, development of an HPH-
Hospital newdetter;

e Effecting change through the definition and implementation of 5 subprojectsin
the areas of patients, staff, community and organisation. The subprojects should
be developed using the techniques of organisational development and project
management;

e Systematic documentation and evaluation.

¢) Towhat extend hasthe EPHP been successful ?

Asany other project, success of the European Pilot Project can be judged according
tothecriteriaof:

17



e Feasiblity —hasit been possibleto carry out the project plan?

e Quality: has it been possible to conduct the project according to pre-defined
standards?

e Effectiveness: hasit been possible to reach the effects the project had set out to
attain? Cost effectiveness and efficiency might beincluded in thisquestionif the
project aimsand design ask for this.

e Sustainability: Arethe effects proving stable/ sustainable?

Implementing health promotion in hospitals: Hasit proven feasible?

I mplementing health promotion strategies and using health promotion asadevel op-
mental strategy for awide range of hospitalsin all parts of the European region has
proven feasible to avery large extent. Severa indicators support this assertion, but
thereisalso some evidence of difficulties.

a) Hasit been possibleto find the necessary partners for the European Pilot Hospi-
tal Project?

e Recruitment process. At least in some countries, there were more hospital candi-
datesthan positionsavail ablein the project —asel ection process had been necess-
ary. Even after the formal start of the project, several hospitals had continued
pressing for inclusion.

e Geographic mix: Hospitals from 11 countries have been participating (5 in Ger-
many and 4 in the UK, in othersless). European countries not represented were
Belgium, Bulgaria, Denmark, Finland, Netherlands, Norway, Portugal, Romania,
Spain and Switzerland. No representatives from the newly independent states.

e Types of Health Care systems: National Health Systems seem to be better repre-
sented (UK, IRL, I, S, GR, PL, H, CZ) than systemswith astronger insurance or
private sector (exception: Germany, Austria).

e Themix of different types of hospitals (according to specialisation, size, owner-
ship) seems to meet European distribution fairly well, although medium sized to
large public hospitals seem to be overrepresented (exception: Germany).

e Resources: 21 of the 22 partners (19 of the 20 hospitals) found the necessary re-
sources/sponsors to secure their continuous participation for the whole period.
Wewouldliketo mention at thispoint that interest, enthusiasm, dedication and al -
so probably a bit of stubborness of the protagonists of the project has proven a
most important, indispensable resourcefor the project. Only Prague has not been
successful, although therewereseveral initiativesto assistinraising local support
(e.0. linkage with the National Centre for Health Promotion, assistance in nego-
tiation withthe Ministry of Healthby WHO and L BI). In our perspective, thelack
of resources has been one of the main reasons why Prague decided to leave the
project.

Besidesthisgeneral successinfinding resourcesfor thelocal project, the amount of

additional resourceswhich the hospitalswere ableto raise or provideto buy profess-

ional support for developing innovative projects, for doing systematic evaluation
studies and for extensively participating and contributing in international meetings,
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varied substantially. M ost hospital shad to conduct their projectson re-allocated own
resourcesand al so on the enthusiasm of health promotion activistsand staff involved
in subprojects. So it was not astonishing that fundraising was an important issue in
several Business Meetings.

b) Implementation of local projects

I mplementing health promotion by initiating new services and devel oping or re-en-
gineering established services and proceduresis at the very heart of HPH-projects.
So one central question iswhether the hospitalswere able to successfully defineand
implement subprojects. The second question refersto the scope of subprojectsreal -
Ised —were the hospital s able to devel op programsto improve the health of patients,
staff, population inthe community and the devel opment of ahealthy organisation, as
suggested by the comprehensive approach of health promoting hospitals — or were
they just continuing their normal operation under anew heading?

Asamatter of fact, the hospitals have devel oped many more subprojects than agre-
ed upon. In 1995, at a peak of the project activities, the hospitals have reported on
180 programsthey were running or planning to run (instead of the required 100 sub-
projects). At the end of 1996, 149 subprojects were formally reported upon. Of the-
se 149 subprojects, only 13 (around 10%) had been formally cancelled, 40 have be-
en formally finished, 95 are still ongoing and one was still in the planning stage.

Of those 31 subprojects that got lost in the documentation between the end of 1995
and 1996, 5 were dueto the end of Prague’s participation, another 5 werere-integra-
ted in other subprojects, 5 seem to have been stalled — practically cancelled —and ap-
proximately 15 have been downgraded to ,, other hospital activities® —adecision
partly dueto documentation recquirementsof the European Pilot Hospital Project. If
you had specified 21 subprojects— as one partner did —you have an awful lot to do-
cument!

A majority of subprojectsfocussed on improvementsin the central areas of hospital
activities:

e 101 of 149 subprojects (also) aimed at improving the health of patients.

e 67 subprojects (also) targeted the health of hospital staff.

e 54 subprojectstried to directly contribute to the health of the population in the
community, which was quite surprising for us.

e 65 subprojects also aimed at the development of the hospital into a healthy
organisation.

c) Examples: topicsand problems elected within HPH projects
Patient Oriented Projects

e Reduction of therisk of nosocomial infections by establishment of amultiprofes-
sional team for hospital hygiene (Vienna);

e Quality improvement of birth and perinatal care (Athens);

e Horseriding for psychiatric patients as a new, health promoting form of therapy
(Riedstadt);
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e Diabeticseducation —aclub movement (Budapest);
e Psychosocia wellbeing of hospitalized children (Warsaw)
e Improving theliving conditions of elderly peopleinthe Hospital (Paris).

Saff Oriented Projects

e Survelllance of anaesthetic gasesin the operating theatre (Milano);

e Personnel Check Up (Ustron);

e Complex projects of Health at the workplace (Hamburg);

e Prevention of burnsin the hospital kitchen (Paris);

e A project aiming at changing lifting proceduresin nursing (L1anelli).

Community Oriented Projects

e Childrens Education for accident prevention (Londonderry);

e Developing Healthy Alliances (Preston);

e Healthy shopsinthe hospital (Linkdping);

e Raising acceptance of the hospital inthe group of children and youth (Chemnitz);
e |Improvewaste management of the hospital (Dublin).

Organisation Oriented Projects

e Total Quality Management (Prien);

e Developing management towards a decentralised outcome responsibility
(Link6ping);

e Developing the hospital asalearning organisation (Hildesheim);

e Healthy food and nutrition (Glasgow and many other hospitals);

e Smokefree/ tobacco free hospital (Padovaand several other hospitals).

d) How successful have the projects been ininvolving relevant groups?

We have |l earned from the experiences of the Pilot Hospitals, that it ispossibletoin-
volve all relevant professional groups and all levelsin the hierarchy in Health Pro-
moting Hospital projects. But we have aso learned that the amount and stability of
involvement varies between the groups: HPH projects have been quite successful
with the nursing profession, hospital management (including medical directors) and
of course health promotion/prevention/rehabilitation and counselling specialists
like nutritionists, psychologists etc.

It has been more difficult to include clinicians (especially those in the very core of
clinical diagnosis and intervention) and the large and important group of admini-
strative and technical personnel and hospital workers.

We have also |earned that the possibilities of co-operation between the hospital and
external partners and involvement of groups and organisationsin the community in
Health Promoting Hospital projects varies to awide extent between the hospitals.
We still need to further analyse thisissue, and would like to pronounce athesis: tho-
se partnerswho could build upon traditions of co-operation in the health care sector
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and multi-sectoral action seem to have been more successful in this areathan those
who had to start from the very beginning.

We would like to highlight at this point once more the importance of the Healthy
Cities project for Health Promoting Hospitals. The Healthy Cities project had been
very helpful in recruiting partners, and it had been helpful again in some cases by
providing anetwork of partnersfor the hospitals used to co-operate for health.

How can the quality of the Pilot Hospital Projectsbe summarized?
a) Towhat extent did the Pilot Hospital s realise standards agreed upon?

Joint project committeein all participating hospitals: varying in sizeand
intensity of joint work, but in most cases good balance between representing all
relevant groups and keeping aworkable size;

Project Co-ordinator established in all participating hospitals, varying in definition
—in some cases with too little time for the project, in some casestoo low in the
hierarchy to have easy accessto decision making procedures, in some cases with
too many competing priorities and too little support;

Involvement of external institutions supporting the projectsin all Pilot Hospitals:
wide variation of rolein the project —from minimal counselling in specific areas
to full management of the project. Severa Pilot Hospitals seem to have managed
to establish this co-operation rather |ate, which was problematic for instance for
evauation;

Public presentations as instruments to create visibility: The standard of at least
one major annual public presentation wasfulfilled by nearly al Pilot Hospitals—
several partners used this instrument more often and seem to have made good
experiences,

HPH Project newsletter or HPH-Section in aHospital Newsdletter: This standard
was fulfilled by 75%, but there were explicit discussions at Business Meetings if
other innovative medialike audio cassettes etc would al so be acceptabl e;

Standards concerning development and organisation of subprojects using tech-
niques of participatory organisational development and project management:
Nearly all of the subprojectswere documented to have been carried out by project
groups, bringing together the people concerned, and most seemed to have had at
least a minimal project plan. Nevertheless, for instance the experiences with
working with partly large and very heterogenous groups seem to have been
mixed, and the quality of project management (especially the clear definition of
feasible aims, targets and schedules) seemsto have varied extensively;

Given the open character of the HPH vision and the intended maximisation
of variation, the standards agreed upon concerning documentation and evaluation
were rather formal and abstract —the realisation of plans and the implementation
of interventions or solutions was to be documented and evaluated according to
locally pre-defined standards, adequateto the problem/intervention. To safeguard
scientific standards for evaluation, the Pilot Hospitals had agreed to get them-
selves expert support —and most of the partners have done so in thisarea. The
result can be summarized asfollws: Evaluation has been conducted and provided
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resultstill now on 93 of the 149 projects specified. Only 3 projects are finished
and not evaluated, but 38 are still ongoing and evaluation is— as we understand —
planned. You will find much moreinformation about the projects of the pilot hos-
pitalsin the presentations within these proceedings.

b) How were the procedures of European co-operation realised?

Participation in the Business Meetings was excellent — there were only very few
cases when a partner hospital did not succeed to participate. Regular international
reporting on progresswas another requirement which wasexcellently fulfilledinthe
course of the project — starting from the second Business Meeting, there were
written aswell as oral reports on progress and problemsin the different areas of the
project. A synopsis of these reports was provided first in the form of minutes of the
meetings, and, starting with the fourth Business Meeting, also in form of asummary
progress report by the co-ordinating centre avail able at the Business M eeting.
Annual sitevisits by designated referees— apart of the agreement which had raised
lively discussions— have not been realised due to lack of specific resourcesfor this
task.

c) How were the commitments to support regional/national and the International
Network of Health Promoting Hospitals realised?

This has been amajor area of success. Six hospitals are actively involved in the
co-ordination of National or Regional Networks. In 7 more cases external institu-
tions the hospitals have been co-operating with in their local projects now act as
co-ordinators, and in the other 6 cases the hospitals have been at least actively in-
volved in the development. As aresult, there now are National/Regional Networks
inall countriesinvolved in the project —with the exception of the Czech Republic.

Concerning the international networking, this can also be considered as an area of
success. Including the 5th International Conference on Health Promoting Hospitals,
there have been nearly 100 oral presentationsfrom Pilot Hospital sat the conferences
plus approximately 70 poster presentations. In the HPH newsletter, there appeared
26 articleson local projects or subprojects since 1993.

These numbers of course can also be critically viewed, given the large number of
subprojects specified —i.e. 149 —and the duration of 4 years. But again, we haveto
draw your attention to the fact that the hospitals have provided all this extrawork
primarily out of their own funds, and they have continued to do so intimes of severe
budget cuts and new challenges for hospitals all over Europe. So we think this has
been abig successso far and weall haveto thank these hospitalsfor their effortsthey
have put in sharing their experiences with this network.

Effectivenessand Cost-Effectivenessof the European Pilot Hospital Project

a) Effectivenesson the subproject level

Effectiveness of subprojects depends to alarge extent on the specific problemsthe
hospital swished totacklewiththeir projects. Aswehavesaid before, subprojectsare
attempting to implement specific interventions, measures and sol utionsin the hospi-
tal organisation or in the networks between the hospital and its community.
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So the first question that can be asked is whether the implementation process had
been effective. We have heard about the good ratio of success before already.

The second question refersto the fact that it can be evaluated whether the subprojec-
ts contributed to the sol ution of the specific problem they were addressing —whether
they were able to change lifting procedures, or could change the microbiological
situtation of the hospital, or increasethelevel of patient information. So the specific
subprojects had their specific criteria of effectiveness, and unfortunately we cannot
provide aquantitative answer to this question. We can make aconclusion that seems
plausibleto us: Given thelarge number of ongoing projects or programs and thefact
that hospitals are running these programs out of their own budgets, you can guess
that these projects have been sufficiently successful so far either in reaching their
defined aims or at least in producing such positive unexpected side effects that
hospitals continue to run the programs implemented. In the review book to be
published thisfall, we will be able to give some more detailed quantitative and
gualitative answersin thisarea.

The third question would refer to the effects of health promotion in an emphatic
sense —in the sense that you could ask for the specific contribution to the health of
the target group. Here again we have to draw attention to the fact that this has not
been a multi-centre basic science research project with the necessary limitationsin
the design and sufficient fundsto conduct thisthorough enquiry. One cannot expect
systematic results or answersin thisareaand in most cases we al so would think that
they are not necessary. Much of what the Hospitals have been doing was using
established techniques for well analysed problems— but in their hospital, under the
specific conditions.

b) Effectivenessonthelocal project level

The answer depends very much on the aims and obj ectives defined — on the specific
way the hospitals have defined and specified the vision of the Health Promoting
Hospital for themselves, and we are already very curiousto hear and read the speci-
ficanswersthe Pilot Hospitalswill givein the Review Book. Of course, we can also
say something out of the perspective of an observer at Business Meetings, reader of
progress reports and recipient of presentations and publications.

Our impression isthat most hospitals have managed to initiate a process of re-orien-
tation that expanded their operational criteriafromthe statusquo they wereat the be-
ginning of the process. Most have at |east tried to cover al four areas of expansion —
trying to devel op to promote the health of patients, of their staff, of the populationin
the community — although this might have been adifficult areafor many —and most
seem to havetried to becomea,, healthier organisation* —and weare surethat already
the participation in the European Project has made a significant contribution in the
direction to become more oriented towards a strategy to create a health promoting
hospital.

c) Effectivenesson theregional/national and international level

On thislevel, the project was a big succes. We have already underlined the impor-
tance of the Pilot Hospitals for National and Regional Networking and we would

23



like to add that without this work and without the hospitals’ willingness to expose
their experiencesin front of an international public, most of us would not be here
today and the Health Promoting Hospital Network would not stand on the threshold
of globalisation.

d) Cost-effectivenessand efficiency of Health Promoting Hospital Projects

This question has not been part of the initial agreement as a general standard, and
thus cost-effectiveness studies have been done only for some specific subprojects,
like the project on the establishment of a professional team of hospital hygiene,
which has managed to prove its success also in terms of savings through the use of
cheaper antibiotics and a decrease in hospital acquired infections. Studies on
efficency of health promotion conducted by the hospital — compared for instance
with health promotion by primary health care providers— could not be measured, as
the resourcesfor such complex comparative studies have not been made available.

After thiscentral part of our paper which attempted to discussthe complexity of suc-
cessful and not so successful aspects of the Project, we would finally like to turnto
thosefactorswhichwethink weredecisiveor at |east rel evant for the successesof the
project and also to some factors which have proven to create difficulties.

Factorsdecisivefor the success of Pilot Hospital Projects

a) Involvement of WHO asan initiating partner

e Reputation and credibility of WHO legitimised the vision asinitiating partner;
e Vision of the Ottawa Charter for Health Promotion;

e Provided experiences and support through the Healthy Cities Project;

e Recruited co-ordinating centre (funded by Austrian government) for project
management.

b) Combination of an open vision, concrete example and concrete methodol ogy
e Vision stated in the Budapest Declaration on Health Promoting Hospital s;

e Concrete example (WHO model project Health and Hospital at the Rudolfstif-
tung Hospital of the City of Vienna);

e Agreed upon methodol ogy (agreement on standards for local projects).

c) A carefully conducted initiation phase

Thefirstimportant step wastofind ,aGuinea-Pig with muscles* —that is, motivated
partnerswith ahigh potential and the willingnessto co-operate with otherswere ne-
cessary for astart. The next milestone in the development of HPH was the decision
of the WHO to initiate amodel project in Vienna. For this, aloca sponsor (City of
Vienna) was found, and the LBI wasrecruited aslocal innovation agency. All these
partners together started the Vienna model project Health and Hospital at the Ru-
dolfstiftung of the City of Vienna (1989). Together with international observers
(health, health promotion and hospital experts, health politicians) of the model pro-
ject, the next step — the establishment of theinternational network of Health Promo-
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ting Hospitals—was undertaken in 1990. Scope and purpose of the network are out-
lined in aspecific visionary document, the Budapest Declaration (1991) which was
developed in co-production with the partners of HPH. The Declaration also contains
amethodology of implementation (first criterion of the Budapest Declaration).

In accordance to this, acall for applications was issued, and the partners of HPH
(especially the Healthy Cities Projects) were included in a snowball recruitment of
interested hospitals. The next task was then to define criteriafor the selection of
interested hospitals, together with the partners. In afirst business meeting, the
hospitals started a process of negotiating an agreement for participation which took
one and ahalf years. In Spring 1993, the European Pilot Hospital Project of Health
Promoting Hospitalsthen was officially started with 20 participating hospitals. This
project can be described as the enterprise to keep the balance between having an
overall structure that is comprehensive enough to create ,,common space” for the
project asawhole and leaving enough spacefor local interests and developmentson
the level of the local projects. The project was supported by creating new social
settings (e.g. International Conferences) where the necessary partners could find a
position to co-operate with the project (on different levels. EU, HOPE, nationally,
locally).

d) Agreement on co-operation and co-ordination structures: steering groups,
business meetings, international conferences

The most important aspects of the project agreement were:

e Define specific steering structures of the project: project committee, co-ordinator
and external institution; local media; public presentations, newsletters, subpro-
jects as specific action areas,

e Creating visibility: ,enhance your self-respect by finding other people who
observe and respect what you are doing*;

e Organisefeedback.

e) Sufficient support during the course of the project

The above mentioned factors are vital, but not enough for the success of the project.
Thefollowing points summarise some additional support factors:

e Create astimulating environment for the project;
e Keep going/expanding —do not stop: do not restrict yourself to core activities,
e Stepsinexpansion:

e Do not only one model project, but a European Pilot Hospital Project;

e Createapublicfor your project;

e Do not only create a European Pilot Hospital Project, but also International
Conferences and Newsletter;

e Makeyour project visible;

e Create possiblities for participation for others through national and regional
networks;
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e Create cognitive support structure: database, expert partners,
e Securefinancial support.

f) Factorsthat have proven problematic

We al so have to name some factors which we and our partnersfelt to berather prob-
lematic at |east at times:

e Anopenvision createsdifficultiesin developing evaluation criteria;

e Inmeetings, 20 hospitalsisavery time-consuming number of partners;

e Heterogenity of projects proves an obstaclefor work on specific content areas,
[ J

Heterogenity of hospitals and health care environments restricted possible
exchange;

e Theproject’slack of ability to raise specificinternational fundswasdisappointing;
e Insome countrieslow national political support for health promotion;
e Support by WHO and the Co-ordinating centre could have been more extensive.

Conclusion

The European Pilot Hospital project has proven that health promotion specified in
the open vision of the Budapest Declaration is a strategy for hospital development
that makes sense to hospitals— that hel ps hospitals to cope with the challenges they
arefacing by initiating adevelopmental processdirected at health asahighly valued
goal, but open enough to enable necessary local adaptations.

The European Pilot Hospital project has also proven, that it makes sense for health
promotion toinvest in co-operation with the hospital —although the hospital isavery
complex and difficult system, itisone of themost important organi sationsof modern
society and central for the orientation of the health care system. The Pilot Hospital
Project has provided strong evidence that hospitals are open for health promotion —
health promotion cannot leave out this chance.

The experiences of the Pilot Hospital Project as a network of co-operation has pro-
vided very valuable insightsfor the initiators of any other project or network trying
to work with hospitals. You can learn alot from this experiences — from the good
experiences aswell asthe problematic ones.

We are not writing about the future of Health Promoting Hospitals now — thistopic
isdiscussed in the article of Milagros Garcia Barbero in these proceedings. And we
are also not writing about what can be learned for the development of HPH in aglo-
bal perspective—thisquestion isdealt with in thetext of llonaKickbusch.

We are quite aware that much of what we were saying remains scetchy and abstract
—soif youwant to know more detailed what the Pilot Hospital s have been doing and
experiencing inthelast four years, we do invite you to read the reports on the expe-
riences of the Pilot Hospitalsin thisbook.
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Evolution of health caresystems

Milagros Garcia-Barbero

Health care systemsin Europe are confronting important changes to adapt to the
challenges that are presented to them within the main framework of the health care
reformsin every country, focusing on effectiveness and efficiency to increase avai-
lability, patients satisfaction and quality of care and mainly the reduction of cost (1).
The ageing of the population associated with higher levels of chronic diseases and
disability, the increasing availability of new treatments and technologies and rising
public expectations have exerted an upward pressure on overall health related ex-
penditures. Most European countries have responded with a series of measures to
control these cost pressures. Organizational arrangements that have originally been
conceived to improve equity, access and ultimately health status have been increas-
ingly been constrained by the concern for effective cost containment. This clash
between, on the one hand, the moral imperative of maintaining solidarity and the
social good character of health care, and on the other hand, the fiscal imperative of
pursuing cost control, has been the driving force behind the health care debate in
Europeinthe 1990s.

TheWHO European Office held in June 1996 a conference on Health Care Reforms
with representatives of the 50 European countries (2). The Conference was held in
Ljubljana where the Ljubljana charter on reforming health care was adopted. The
charter stated 6 main principlesfor health carereforms:

e Develop health policy

Listen to citizensvoice and choice
Reshape the health care delivery
Reorient Human Resourcesfor health
Strengthen management

e Learnfrom experience

Withinthisframework hospital sin Europe have been confronting important changes
to adapt to the challenges that are presented to them within the main framework of
thehealth carereformsin every country. Hospital reformsaredrivenmainly by three
Issues. the need to reduce cost, the new market orientation and the higher demands
and expectationsof the population. The devel opment of high technology for diagno-
sis and treatment is changing the face of the hospitals, diminishing the number of
beds needed and the length of stay, which increases hospital expenditure by increas-
ing the number of interventionsand performing i nterventions more complicated and
costly. Whilehospital expenditureincreased steadily during the 80s, just the sameas
the PPP expenditurein health, the trend now isto decrease it.

The second point isthe increasing demands of the population, the requirements for
information and participation in the decision-making process. Thisisforcing achange
in the relationship between health care practitioners, managers and administrators
and patients. Patients rights charters and bills are being used or passed in several
countriesin Europe—and even if legal frameworks are not formally established the
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health systems will have to adapt to the new demands on information and consent,
confidentiality and privacy and the right to choose care and treatment (3, 4).

Thethird point isthe need to bring the health care sector to amarket oriented system,
focusing on therelations between providers-purchasers-usersand resources. Focus-
ing on outcomes, efficiency, effectiveness and efficacy.

Hospitals as the main consumer of health care resourcesin the health care system,
are encountering a difficult situation in most countries. The golden age when the
hospital budget could cover every need and the losses were covered by the insuran-
ces or the state is ending. Hospitals have to be accountable for their expenditures,
they have to provide better services at the minimum cost possible, and they have to
comply with theincreasing demands of patients, relativesand the community. Also,
thefree choice of patients and the packages offered by the health insurances are put-
ting extrapressure on the management. Hospitalsthat will not accept the new chal-
lenges and modify their practice and provision of services accordingly will face se-
riousdifficultiesin avery near future.

In response to the changing environment, hospitals are embarking on new trends of
devel opment which mark a break with the past. The tendency of hospitals devel op-
ment goesin two different and almost opposite directions. The highly technological
Institution with a curative function devoted exclusively to diagnosis and treatment,
and a second converting the hospitals into health centres providing promotion, pre-
vention and rehabilitation aswell as curative services. Growing competition between
secondary and tertiary care and ambulatory care providersthreatensthe revenue base
of hospitals and diminishes the differences between the levels of care, with primary
care practitioners performing interventions that were reserved for hospital personnel
10 yearsago and hospital s providing servicestraditionally carried out by primary care
providers. Hospitalstend to either increase their outpatient and ambulatory services
in an effort to check the flow of patients towards alternative provider settings; or
become highly technical ingtitutionswhere primary care will not be ableto compete.

Also, the new philosophy to get the hospitals as close as possible to the population
they serve, not only in physical terms but aso in meeting patients and community
needs, makesthem redefine their functions and roles and even their physical struc-
turesand architectural design. Theterms*“hospitalswithout walls’, “ hospitalswith-
out beds’, “day care hospitals’, “ hospitalsat home”, indicate clearly the direction of
the shift which hospitalsare undergoing intermsof structures. Thebig hospitalsthat
were built in the 1960s with around 2000 beds are being substituted by smaller hos-
pitals closer to the communities, with fewer bedsand better and more comfortable
day carefacilities. Some hospitals are converting some of their facilitiesinto resi-
dencies or hotels where patients who have to follow treatments that do not require
hospitalization can stay between sessions. Also, the day care hospitalsaretrying to
accommodate the patients that need some kind of supervision during aday, such as
chemotherapy treatments, minor surgery, or some diagnostic procedures, but do not
have the need to stay in the hospital unless complications arise. General hospitals
with acute and chronic patients are being split into two types of hospitals, the acute
ones, and the chronic ones. The acute ones trying to maximise the use of their high
technological equipment, reducing the number of beds and the length of stay to the
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minimum possible, and the chronic ones providing better hotel facilities and more
adequate care to the needs of their residents.

One of the WHO strategiesto help hospitalsin coping with the new situationsisthe
Health Promoting Hospital Project : The concept of a hospital as a health promoter
does not mean that the hospital has to change its main function from curative to
health promoting, but that it can incorporateinto its culture and daily work theidea
of health promotion of its personnel, patients and their families.

The first attempts to connect hospitals with health promoting policies date back to
thelate 1970s, whenthe American Hospital Associationissued astatement encourag-
ing the development of health promoting services within the hospitals; by 1979, 32
public health units were introduced in Quebec hospitals (5) and the Australian
Health Targets and | mplementation Committee indicated the need to better distribu-
tion of resources and servicesto promote the health of the community including the
hospitals (6). The European Office of the World Health Organi sation has devel oped
thisidea, building a hospital network composed of hospitals which have incorpora-
tedinalarge or small scaletheideaof health promotion into their practice (7, 8).

It isobviousthat hospitals are not the main agentsin health promotion. However, as
institutionswhere alarge number of peoplework and passthrough, they canreach a
large sector of the population (personnel, patients and relatives). As centres which
practice modern medicine, research and education, where al ot of knowledgeand ex-
perience is accumulated, they can influence professional practice in other centres
and social groups. Asproducersof large amounts of waste, they can contributetothe
reduction of environmental pollution, and as consumers of alarge amount of pro-
ducts, they can favour healthy products and environmental safety. Therefore, the
hospital can be a centre of excellencefor the devel opment of concrete programmes,
which focus on improving quality of health care, working conditions and satisfac-
tion for staff, patients and relatives through an ample spectrum of strategies.

We can assume that the variety of possible programmes is aimost infinite, ranging

from provision of health promotion services on healthy lifestyles to staff, patients

and relatives, provision of health education programmesfor chronic patientsand re-

latives, including psychological aspects of patient rehabilitation programmes, open

facilitiesfor physical exercise, provision of space for meetings of patientsand rela-

tives, improvement of board and lodging facilities, to reduction of environmental

pollution through better control of hospital waste. We believe that the national HPH

networkswill improve the well-being of patients, staff and relatives and the quality

of services, whichwill have apositive effect on cost-containment of theinstitutions,

mainly dueto reductionsin length of stay, reductioninthe hospitalization of chronic

patientsand absentism of the staff. The European Project on Health Promoting Hos-

pitalsobjectivesare:

e Todevelop health promoting projects-programmes at hospital level;

e To facilitate and encourage cooperation and exchange of experiences and
programmes within the participating hospitals;

e To share programmes, making more effective use of resources;

e To identify areas of common interest, to devel op programmes and evaluating
procedures;
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e Toincrease communication between the hospitals, and

e To develop documented and evaluated examples of good practice which could
serve as examplesfor other institutions.

The devel opment of the Health Promoting Hospital s project concentrated from now
on on the development of the National/Regional Networks, following the 4 year
Health Promoting Hospitals Pilot Project with 20 hospitals distributed in 11 Euro-
pean countries participating from 1993 till the closing of the project in April 1997 at
the 5" International Conference. The main difference between the international and
the national networks s that these last ones can focus on common needs, common
prioritiesand sharing. Hospital sjoining anetwork intheir own environment havethe
advantage of acommon language and understanding which facilitates communica-
tion, the possibility of devel oping and sharing materials, resulting also in amore ef-
ficient way of using resources, and the exchange of personnel to help inthe devel op-
ment of projects and acquire the necessary skillsto carry on programmes already
running in other hospitals. Each national/regional network will have to establish
their own membership strategies, rules and regul ations. WHO'srolein the devel op-
ment of the National/Regional Networks is as co-ordinating the different networks
at international level, facilitating the exchange of experiences and disseminating in-
formation.

In summary, the concept of ahospital asahealth promoting institution (which could
suggest acompl ete change of thefunctionsof theinstitution) isnothing morethanan
addition to the traditional curative function of the hospital. Thetwo levelsof the
Health Promoting Hospitals movement, the international and the regional/national,
have each one of them their own importance and advantages. Experiences can be
exchanged at both levels, new ideas and strategies can be fertilised by international
exposure, but collaboration in programme devel opment and eval uation is better car-
ried out at local level. |deas can be exported but they have to be adapted to thelocal
circumstances, needs and structures.
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Reorienting health care settings

Ilona Kickbusch

Itishighly symboalic that we had our conference dinner at the Vienna Stock Exchange
last night — because health careis heading rapidly in that direction. In studying the
financial pages and the advice for investors you will increasingly find slogans like
“you canridethehealth carewave” or “pharmaceutical bondsareyour best medicing’.
The health care market is rapidly expanding based on new technologies and pro-
ducts, new consumer demands and new geographic and demographic market seg-
ments. The world market in pharmaceuticals grows annually by about six percent
and hasavolume between 300 and 400 billion dollars. Indeed some market analysts
contend that in terms of the so-called Kondratieff cycles of long-term economic de-
velopments, the information cycle will be followed by the health cycle. The adhe-
rents of thisview seethe extremely high profitability ratesin the health sector, asure
indication of thismajor shift.

We are indeed looking at one of the world's largest industries after armaments and
drugs. Itincludesnot only pharmaceuticals but medical supplies, the health carein-
formation industry, biotechnology, the insurance industry and of particular import-
ancefor hospitalsthe“ medical serviceindustry” whichinturnincludes private hos-
pitals and nursing homeswhich areincreasingly “going public”. It isestimated that
the turnover in thissector will increase by up to 250% and profitswill risethreefold.

The changesin the health care systemsin the‘ post industrial’ countriesaredriven as
much by thisvast new market asthey are driven by the epidemiological shifts(long
life expectancy and chronicity) and by the need to restructure outdated and ineffi-
cient modes of care provision. Dennis Doherty has already outlined arange of the
challenges faced by the health care system in his presentation. That makesit easier
for meto concentrate on just afew. | will focusfirst on some of those that presently
drive the market based health policy orientation and then introduce some that are
based on an investment based policy orientation.

A market based policy orientation

An analysis carried out by the US Batelle Institute in 1996 produced alist of the 10
most innovative products to be available ten years from now, in 2006. Three of
these productsaredirectly health related and —if they come about as predicted —will
have a profound influence on our everyday life, our health and the structure of our
health systems.

Leading the list isaset of products called GENETACEUTICAL S which result
from a combination of genetic research and pharmaceutical responses. The Batelle
researchersindicate that “ nearly everyone” will be aconsumer of these new drugs—
andthat they will providethe basisfor smart car d that each personwould carry, con-
taining information on their compl ete genetic make-up. They go onto say that “ you
would bring this card with you when you visit your doctor and the doctor would use
it to prescribe medicines or other treatmentsto meet your own specific needs!” For
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usit isinteresting to note that without giving it a second thought the Batelle collea-
gues have presupposed that while the products change significantly the premiseand
organization of the medical system would not change (i.e. we go to the doctor, not
he/sheto us). Given other trends| will refer to later, | doubt thiswould be the case.
But it shows entrenched views on the health care system even with futurists.

Later intheir list the Batelle researchersindicate that another set of products, name-
ly “home health monitors’ — simple to use, non-invasive, moderately inexpensive
tools for monitoring health conditions and recommending lifestyle changes — will
bring about asignificant shift in the division of labour within health care provision.
| quote: “ In fact they will perform many of the jobs currently done by your family
doctor —at much lesscost” . Again we areleft wondering who will provide and pay
for these tools—will your health insurance premium be reduced if you agree to mo-
nitor your own health? Who will place these monitorsin your home? Or will you be
expected to provide them yourself as part of the co-payment system and bad luck if
you can't afford them? Despite many open questions and speculations onething is
definitely clear: devel opments such as these will lead to new relationships between
providers and patients, as well as between different parts of the health care system,
andfollowing fromthat to new financing and reimbursement schemes. Indesigning,
providing and financing servicesfor apopulation that hasincreased chronicity there
will need to be less delineation between what today we still see as separate responsi -
bilities within the health care system: preventive/curative/rehabilitative action. A
whole new range of services (asillustrated at this conference) and products will re-
spond to this.

The Batelle study draws our attention to new products, such as “enhanced foods’,
that will aim to make ageing less traumatic and enhance, | quote, “active retire-
ments’. Theyear 2006 isnot that far off and “ prototypes’ of these kind of products
are already on our supermarket shelves. We see another delineation disappearing:
the line between pharmaceutical products/food products/health productswill bein-
creasingly difficult to draw. Recently the designated chairman of amajor European
food company defined “the active added val ue of health” asthe most significant fu-
tures market of the company. The present advertising campaign of anew company
that emerged form the fusion of two large pharmaceutical companies gives an indi-
cation of this. It definesitself as”theglobal leader inthe science of life” integrating
three key areas. health, agriculture and nutrition with clearly overlapping research
and development agendas. This overlap will start to reflect itself not only on the
market place, but also in health careinfrastructures, professional training and profes-
sional profiles.

Aswe have heard from many speakersin the last two days the growth of the health
caremarket istaking placeat atimewhenitismaintained that most countriesarefac-
ing a“health carecrisis’ and asaconsequence areinvolved in or subjected to arange
of “health care reforms’. Robert Evans, aleading health economist from Canada,
maintains — and stated this clearly in his presentation to the recent WHO European
Conference on Health Care Reformsin Ljubljana—that the expansion of the private
sector and the “cost control” exercised through health care reform are interdepen-
dent and will in the long run lead not to spectacul ar savings but to spectacular costs
—ascan aready bewitnessed inthe United States. He outlinesthat in order to main-
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tain the high growth rates described abovethereis extreme pressureto establish apri-
vate health market, including theincreasing private use of public mechanisms. That
Is one of the reasons why much of the health debate of the present is not structured
around OUTPUT in terms of population health but in terms of the bottom line and
why the reform mechanisms chosen tend to be more favourable to the private inte-
rest than to the public good. In Europewearestill further removed from some of the
consequences that can be witnessed in the United States — but let us glance at them
all the same because they can give usindications of changesto come:

1. Changing professionals

A major changeintherole of themedical professional —away from an “autonomous
profession” to dependency on the rules of the game set by large health care corpora-
tions (such as funds, HMOs, etc.). Within such a system of services with multiple
playersdecision-makersit becomesfractionated, incomesfall and employmentisno
longer guaranteed. The shift to capitation rather than fee for service gives new em-
phasis to first-level providers (PHC, General Practitioners), but increasingly sees
them as gatekeepers and subjects them to a range of controls with regard to treat-
ment, expenditures etc. Capitation in turn becomes the inroad to defining minimal
servicesfor al with individual grade-ups expanding the private insurance market.

2. Distributionsand equity

Thisleads straight into distributional issues: since (in the United States) the highest
using 50% account for 58% of all expenditures, the private insurance market is not
interested ininsuring thiseasily identifiable part of the population which are elderly
and chronically ill. Since the upper income groups (many of which are still young
and healthy) areinterested in reducing their contributions—you get anatural alliance
between providers who want to privatize to expand costs and upper income groups
who want to change the mode of funding in order to pay asmaller share.

In essenceit isthesedistributional issuesthat “run” the health carereforms.

3. Location of Care

Withtheincreasing chronicity through the changing age structure of our societieswe
will see a shift in the location of care away from hospitals to Primary Health
Care/community care, family homes, alternative site providers, private nursing
homes, hospices, new forms of ambulatory care. In other words, adiversity of care
provision will emerge with ever increasing potential for privatization. Thisalso
includes a potential for medicine to become increasingly mobile again (like the old
family doctor in hiswork) supported by new mobiletechnologies, PDA'’s, chipcards
andthelike.

4. Health promotion

Thisdiversity isinturn complemented by an emerging new relationship between pa-
tient/consumer, providers of care and purchasers such asHMOs. The morethe con-
sumersincrease their accessto information and the more they themselves contribute
to their own “upgrade”, the more conditions they will want to set regarding the pro-
vision of services. The shopping around of the well-to-do consumers and the re-
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sponse of the competitive purchaserswill create anew environment which at first in-
stance seemed to give more priority to health promotion, wellness and early detec-
tion. But recent studies show that HM Os have little incentives to act for long-term
health gains since patients change health care plans every few years and the long-
term health benefitswill not necessarily translate into short-term financial gainson
the stock market. Thisisone of the reasonswhy health promotion programmes have
become a marketing tool to reach middle class consumers rather than a health in-
vestment strategy. This contributes towards the seminal attempt to define health as
alimited personal good, i.e. the outcome of a certain insurance plan rather than asa
common social good, i.e. the outcome we as a society expect from the heal th system.

Aninvestment based health policy orientation

The rough outline given above shows that major shifts are underway without a so-
cietal debate about the key question that should lead reform: what isto be the place
of health/medicine in our societies and what value do we as a society want to attach
toit? Asasociety do we want to see health as an individual good or asacollective
socia good? Following from that we could then discuss and decide whichisthe best
way to invest our health dollars so that we invest in health and provide health gain
and health security.

There are attemptsin some countriesto shift the policy debate. For example Canadais
debating how torestructure health system prioritiesaround key determinantsof health.
Thestarting point of thisreorientation istheargument that much of the health carebud-
get is“unproductive” in that it does not support the creation of health. This policy
direction callsfor investment inthose areas of society where health isbest predicted:

e awidely-shared economy prosperity (low social gradients)
e asupportivecommunity life
e investment in people (education)

Italso callsfor atotal reorientation of health services, giving priority to those that
maintain and promote health, prevent disease and contribute to population health. A
clear premiseinthispolicy proposal isthe statement (based on international compar-
isons) that spending more on health care will not result in further improvement in
population health.

The“Quebec Policy on Health and Wellbeing” has attempted to develop a policy
based on determinantsof health and many of theprovincial health strategiesin Cana-
daare moving in the same direction, most recently British Columbia. Let methere-
fore introduce this policy to you as an “exemplar” which has taken the health field
concept several stepsfurther.

To begin with, the policy definesthree principlesthat lead it:
e interaction between theindividual and the environment
e shared responsibility for creating health

e public health and wellbeing is a fundamental investment that creates healthier
societies, both in economic and other terms.
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The policy paper is divided into three parts: the issues, an analysis of the existing
situation, followed by 19 objectives which are grouped into five priority areas:
social adjustment, physical health, public health, mental health, social integration.
But even more important isthe fact that section |11 on strategies bring 19 objectives
together into an integrated strategic approach. It identifies six overall strategies
which will support the achievement of all targets and those of you familiar with
health promotion will recognize the action areas of the Ottawa Charter:

e encouragethereinforcement of theindividual’s potential

provide support in social settings and devel op healthy and safe environments
improve living conditions

act for and with groups at risk

coordinate public policy and action to promote health and wellbeing

orient the health and social services system towards the most effective and |east
costly solutions.

TheWorld Health Organization withitsHealth For All (HFA) strategy, itspromotion
of primary health care approaches and the innovations in health promotion has
significantly contributed to policy development in Member States. A new stepinthe
Health for All development will be reached soon. A policy paper “Health for All in
the 21st Century” has been prepared in the process of the renewal of the HFA Stra-
tegy and isto be adopted by Member Statesin May 1998. It focuses on a political
commitment to two key policy orientations:

e “Health Security” meaning aninvestment in health strategy that seeshealthasa
common social good and ameansto enhance the quality of life within acommu-
nity.

e Design elementsfor what we now term “ Sustainable Health Systems”.

Health — as stated in the WHO Constitution —is abasic human right. That does not
imply (as some would make us believe) that WHO calls for the unachievable goal
that medicine should providetotal health—what it does call for isthe willingness of
societiesto give all members — even the weakest — access to leading a socially and
economically productivelife. If that hasat the end of the 20th century moved further
from reality than when it wasfirst formulated by the public health pioneers, then we
also haveourselvesto blame. We have become caught up in debatesand reformsthat
neglect the essence of what we are about : health. Therefore, let me end with aquote
from the American economist Robert Solo and urge you to keep it in mind every
time you are faced with the discussion of Health Care Reform:

“When amanwalksinto your office, sitsdowninfront of your desk, and tellsyou that
he is Napoleon Bonaparte, do not get drawn into a discussion of cavalry tactics at
the battle of Austerlitz. The manismad. Focus your attention on how he got here
and what you’ re going to do about it.”

It does seem increasingly absurd to enter the 21st century without making use of our
vast knowledge on what creates health.
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Challengesfor hospital policy in Europe—
What role can health promotion play?

DenisDoherty

Viewed from the threshold of the new millennium Europe has never had it so good.
Economic prosperity isat an all time high, the threat of war has seldom been so re-
mote and theintroduction of asingle currency, signifying afurther major advancein
the unification of Europe, isimminent. But, the solidarity which hasresulted inim-
pressive economic progressis not so evident in the social sector. Poverty related to
unemployment is proving to be an intractable problem. The high rate of unemploy-
ment , isconsidered to be acontributor to the growing substance abuse problem. Para-
doxically, affluenceis aso considered to be a contributor to the same problem. The
main causes of death and morbidity are life styles related. Suicide rates, especially
thosefor young men, aregrowing and injuriesresulting from violence, inour so called
peaceful society, are consuming significant amounts of scarce health care resources.
In every member state in the E. U. the health care system is struggling to satisfy
expanding needs with limited resources. The imperative of needing to be seento do
something is resulting in re-organisation of delivery systems. The question is how
will history judge the changesthat aretaking place? | sthere agood evidence basefor
what isoccurring?Will the reforms contributeto improvementsin popul ation health?

M embership of the European Union has expanded to 15 and is set to expand further
early inthe new millennium. Let us consider how we, proponents of the Health Pro-
moting Hospital, would respond to the following hypothetical development. One of
the new member states anticipates significant economic devel opment to result from
its membership of the Union through the inflow of structural funds and improved
trade opportunities. This member state has in past decades invested the bulk of its
scarce health care resources in developing its hospitals. The citizens are proud of
these fine buildings, the services provided in them are of a high standard but the
hugeinvestment involved isnot produci ng noticeabl e improvementsin the heal th of
the population. The government has adopted the U. S. Department of Health and
Human Services, Centresfor Disease Control (C. D. C.) Vision Statement ,, Healthy
peoplein ahealthy world through prevention” and seeksour advice on how it should
go about giving effect to that vision. The government accepts that investment in
health care must be provided largely from its own resources since the competence of
the European Commission, in health care, isaminor one and dates only from the
signing of the Maastricht Treaty.

By adopting the C. D. C. vision the government has, we presumerealised that health
Is much broader than health care and that health care is much broader than hospital
care. By changing the emphasis from health care to population health suggests that
fundamental changeisrequired and that the hospital system, which traditionally at-
tracted the bulk of the health care resources will feel threatened by the new vision.
Redlistically health careis heavily reliant on the hospitals network and in any new
arrangements hospitalswill play acentral key role. It follows, therefore, that hospi-
talshave akey roleto play in promoting health aswell asin health care.
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By adoptingthe C. D. C. visionthe government has, we presume, committed itself to
measuring results. Concepts such as socia return oninvestment, health gain and so-
cial gain have been devised to facilitate measurement of results on investments not
amenable to measurement in financial return terms. Our advice ought to strongly re-
commend that thetreatment servicesbe subjected to measurement at | east asonerous
as the measurement the preventative services will be subjected to. Thelack of suc-
cess in some aspects of prevention should not be judged any more harshly than fail-
uresin some aspects of treatment are judged. In amore dispersed health care system
performance measurement will beimportant to ensurethat the hospitalsneed to con-
tain costs does not displace quality of careasapriority.

Information or thelack of it will greatly influence progressinimproving popul ation
health. Hospital information systems, if designed to inform population health intel-
ligence gathering, can make an important contribution. Morbidity data available
from hospitals can beimportant at anumber of levels. In an epidemiological senseit
can beauseful sourceof reliabledata. Inaservice development senseit canbeama
jor influence aso. For example:

e Many hospitals everywhere incur sizeable costs in treating the complications of
diabetes. The realisation that the treatment of the complications of diabetes ac-
counted for 14% of their total spend prompted oneU.S. health care provider toin-
troduce integrated education, prevention and treatment protocols which resulted
In measurable health gain for people with diabetes and lower costs for the health
care provider.

e Inanother examplefrom the U.S. theincidence of head injuries suffered by child-
ren through cycling accidents being treated in their hospitals prompted that provi-
der to promote and fund the wearing of helmetsby children while cycling and pro-
duced dramatic results. In afiveyear period the use of helmetsincreased from 4%
to 48% and was accompanied by a67% decreasein bicyclerelated head injuries.

Thequality and comprehensiveness of theinformation availableinfluences, inamat-
erial way, the extent to which the prevalence, incidence and burden of disease can be
determined. Information is also the key to being able to select the highest priority
health problemsfor prevention. Investment ininformation systemsandinthetraining
of users, researchersand epidemiol ogistsisnot al that isrequired. | ssuesaround con-
cerns about confidentiality, ownership of data, freedom of information and so on fre-
quently occur. The balance between protecting therights of theindividual citizen and
the common good need to be settled at alevel higher than the health care system.

The method of funding hospitalsfor the servicesthey provide can influence signifi-
cantly their attitudes and approach to health promotion and disease prevention. If a
maternity hospital ispaid afeefor every baby deliveredit would bearemarkable ex-
ample of public spiritness on the part of the hospital if it wereto seek an activerole
in reducing theincidence of pregnanciesin adolescents. Without the active involve-
ment of hospitals maternity delivery services other parts of the health care system
would be likely to experience great difficulty in successfully tackling the problem.
Studiesinthe U.S. have shown that cancers of the breast, cervix and colon aswell as
melanomawere detected at earlier stagesin Health Maintenance Organisationsthan
inthetraditional feefor service systems. Heal th maintenance organisationshavedis-
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covered that, having regard to the way they are funded, maintaining the health of
their populationsisan important way to improvetheir cost effectiveness.

Health care systemswhich seek to maintain or improve the health of the populations
they serve should not be satisfied with increasing inputs, outputs or even outcomes.
Quality processes must be considered necessary to monitor, correct and enhance
thelir services. Increasingly external validation or accreditation isbeing seen asane-
cessary check to satisfy evolving accountability criteria. IntheU. S.A.H.M.O’suse
asystem known asthe,, Report Card” to evaluate the quality of the servicesand care
they provide. The best known of the , report cards* isthe Health Plan Employer Da-
taand Information Set (H. E. D. 1. S.) developedjointly by H. M. O’s, purchasersand
customers under the guidance of the National Committee for Quality Assurance, an
accrediting organisationfor H. M. O’s. Of the nineindicatorsof quality of careinthe
1995versionof H.E.D. 1. S. sevenarepreventive. They includetheincidenceof low
birth weight infants and utilisation figuresfor vaccinations, mammography, screen-
ing for cervical cancer, ante natal care and retinaexaminationsfor personswith dia-
betes. Hospital policies ought to have regard to the contribution it is expected to ma-
keto improving popul ation health.

The management of the transition from a hospital dominated health care model to a
popul ation health approach isadifficult and demanding task. Assessing need, deter-
mining priorities and designing effective communication and marketing program-
mes demands high level skills, good research and sufficient resources. Hospitals
themselves can serve as useful research laboratories.

It isestimated that the 15,000 or so hospitals, in the member states of the European
Union, employ in excess of 5,000,000 staff. When their immediate and extended fa-
milies are added they amount to avery sizeable population. In our hypothetical new
member state the comparable hospital staff population would be even greater, inre-
lative terms. These populations are more likely to have heard the health education
and health promotion messages than the general population. A high proportion of
that population are familiar with the language or jargon of the health care systems
and many of them encounter daily the pain, suffering, disabilities and deaths caused
by preventable illnesses and diseases. They ought to be more susceptible to the
heal th messages and morelikely to act on the messagesthey receivethan the general
population. But, how trueisthat notion and what steps do we take to test such theo-
ries? | would suggest the answer is, we don’t know and we are not doing sufficient to
find out. There are some notable exceptions, most notably the way American doc-
tors, by giving up smoking, demonstrated that cardiovascul ar disease can be signifi-
cantly reduced by that measure alone. It isequally remarkable that other health care
professionalsin possession of the results achieved by doctorswho changed their be-
haviour have not emulated the doctors.

Healthy eating isaproven contributor to health. One would assume that staff would
not choose foods not considered to be health giving at work or at home and that hos-
pital owners and managers would back the health promotion message by serving
food considered to be health giving to patients. Can we expect to be taken seriously
if we promote health through health promotion programmes and contradict the mes-
sage by tolerating practices considered damaging to health in delivery settings?
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Occupational health isan areawhere hospital s should excel and in so doing demon-
strate the potential other employers should recogniseintheir places of work. Staff in
hospitals should be spared health and safety risks of akind which result in admis-
sions to their accident and emergency departments caused by accidents resulting
frominferior practicesin other employments. Hospital staff experience post traumatic
stress more than their counterparts in many other employments but how good are
hospitals at diagnosing and treating this symptom of contemporary employment?
They ought to be ahead of other employmentsin that regard.

Thevision of healthy peoplein ahealthy world could hardly berealised if hospitals,
dedicated to therole of healing, were a so contributorsto damaging the environment
through pollution or poor management of waste. An emphasis on prevention on
avoiding pollution by specifying least harmful packaging, reduction and segregati-
on of waste, adopting best practice in harmful waste disposal and economical use of
energy hospitals can set examplesfor othersto emulate.

Hospitals generally are greatly respected and valued by the communitiesthey serve
who are keenly aware of the healing and caring they provide. But, it islesswell un-
derstood that hospitals, because they cater for sick people, many of them suffering
from infections and transmissible diseases, are not free of risk to their users. Hospi-
tal acquired infections and drug induced illnesses are causes of growing concern.
Emphasis on quality through constant validation and improvement of protocols
aimed at minimising hospital risks to patients are necessary in every hospital. It is
sometimesnecessary to recogni sethat quality improvement isnot synonymouswith or
dependent upon investment in or greater use of high technology. The achievements
of hospitalsoperated by Inter-Mountain Healthcarein the State of UtahintheU.S.A.
are noteworthy. Their hospitals achieved measurable quality improvements by de-
veloping protocols which progressively reduced the periods of time patients were
supported, post operatively, on respirators thereby reducing dramatically the inci-
dence of post operative respiratory infections.

| referred earlier totherole hospitalscan performinidentifying the causesof injuries
and advocating and supporting health promotion programmes which can reduce the
incidence of injuries. In some situations it may be financially attractive for the hos-
pital to fund the health promotion programme. The cost of providing cycling helmets
free or at reduced cost may, in some situations, be lessthan that of treating the inju-
ries suffered by children who were not wearing ahelmet. In other situationsthe hos-
pital data base may contain within it arich vein of unmined information on social
problems ranging from family violence, to drug and alcohol abuse, industrial risks
and child abuse. Transmissible disease, which 15 years ago was considered to be no
longer amajor problem in many countriesis once more a source of concern. It isno
less acceptable now than in the past that hospitals would deal only with those pre-
senting with an infectious disease and not seek to trace and treat otherswho may have
incurred arisk of infection. The vision of healthy peoplein ahealthy world requires
hospitals to perform two key roles. The immediate one involves diagnosing and
treating the symptoms of ill health and the ongoing oneisto collect, interpret and
communicate the intelligence hospitals encounter daily and which can amount to a
sizeable contribution towards devel oping understanding of the causes of ill health,
assessing health need and promoting popul ation health.
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Thisinitial personal reaction to the request for advice and guidance from the hypo-
thetical new member state is based on my own experience of health care manage-
ment, policy formation and my perception of current trends. The advice would have
to be validated as to its appropriateness to the needs and opportunities in the new
member state. It would be necessary to consider if, in that situation hospitals would
be asked to expand their role to include localised primary care provision, including
health promotion and care for the chronically ill or whether some entirely different
approach should be recommended. Alliances are necessary but local circumstances
will determine which permutation is most appropriate.

The more important consideration would be to get the function of the new system
agreed and understood in terms of its contribution towards ,, healthy peoplein a
healthy world“. In any event form (structures) ought to follow function. How relevant
then would the checklist drawn up from that initial reaction beto the situationin one
of the existing member states? The checklist, would, | expect, be broadly speaking
valid in each of the member states but the current status of that checklist would no
doubt vary from member state to member state.

Health care systemsin the member stateshave evolved over timefromvery different
origins, in responseto needswhich differed greatly in many casesand in responseto
different political and health servicepriorities. Thelaws, regulationsand institutions
of the union haveimpacted on health care providers and on health care provision but
toamuch smaller extent compared to other areas such asagriculture, fishing and em-
ployment creation and support. The interpretation of the principle of subsidiarity
places health care firmly within the domain of the member statesalone. Yet, theciti-
zen, accustomed to mutual recognition and parity of provision in arange of other
areasdoes not alwaysdifferentiate between thegreater level of competency afforded
the commission in areas other than health and not surprisingly seeks equal accessto
health care and equity with the provision made for other citizens of Europe in other
member states. There are well articulated links between poverty and ill health. My
colleague, Professor Win de Gooyer, President of the Economicsand Planning Com-
mittee of the Standing Committee of the Hospitals of the European Union (HOPE)
inamajor address, on the Reform of Health Care Systems, when hewasinstalled as
Professor of Comparative Health Care Studies at the University of Leiden last Sep-
tember identified the significant implications for, ‘the healthy people in a healthy
world’ vision of the economic and political philosophies of the developed world in
the eighties and nineties and of how the reforms of the health care systems areim-
pacting on the health status of poor people in developed countries. This address,
which will be published in English by HOPE very soon, isworthy of careful consi-
deration by proponents of the ‘healthy peoplein ahealthy world’ vision everywhere.

Health care systems throughout Europe either have been reformed or are in the pro-
cess of being reformed. The number of hospitalsis declining, demand, even need, is
outstripping supply, lengths of stay in hospital are shortening and the ratio of day
proceduresto in-patient proceduresis expanding. Primary careis seen asthe prefer-
red location for delivering health care with the hospital seen asideally providing a
range of services which cannot be optimally provided in a primary care setting but
with an emphasison discharging patients back to primary careasspeedily aspossible.
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Two years ago the Standing Committee of the Hospitals of the European Union
(HOPE) carried out afundamental review of our constitution. Our Committeeis
comprised of the national hospital sassociationsor national institutionswhich arere-
sponsiblefor the hospital sector in the member states but significantly our constitu-
tion now refers to hospitals, in its aims and objectives, in the context of the health
systemsinwhichthey function. When | became President ayear ago | sought and ob-
tained the approval of the Plenary Assembly that during the three years of my Presi-
dency the emphasis of HOPE will be on improving quality. In the pursuit of that ap-
proach the main emphasisis on quality improvement in the delivery systems area
rather than intheclinical areas. We are, of course, fully supportive of quality impro-
vementsin clinical practiceand thework of cliniciansand other health professionals
inthat area. However, we consider oursto be acomplementary role aimed at quality
improvement through systems delivery enhancement. In the current year alone qua-
lity considerationswill dominate our Plenary Assembly in May, our young managers
exchange programmein May, amgjor conference devoted to the theme of quality in
Limerick, Ireland in June and at AgoralV in Odense in Denmark in October. At all
of these events the role of the hospital in the context of the health care systemsin
which they function will be explored and developed. Hope isin an unique position
of having accessto all of the 15,000 hospitalsin the union, to their 5,000,000 staff
and through them to the 370,000,000 citizens of the community. This represents a
significant opportunity to promote health on acommunity wide basis. We are cur-
rently exploring actively ways and means of doing that in co-operation with other
European wide and member state partners.

In conclusion, therefore, | trust that the view of the Health Promoting Hospital | have
conveyed to you isfar removed from the small officein aremote part of the hospital
with the health promotion sign on the door. Rather, | trust we are approaching a
stage of development where hospitals, view health promotion astheir raison d’ etre.
At that stage health care systemswill be viewed as having alead role in promoting
population health. Dr. Mahler, former Director of W. H. O. once said, ,,those who
know must inform those who need to know*. In the case of health care systemsthat
duty could extend to informing economic, social, fiscal, employment, education and
agricultural policies. Within the health care sector the system would recognise the
major role hospitals can perform in promoting health. Their contribution can be di-
vided into two categories, one concerned with promoting health directly in avariety
of hospital settings, and one as a source of intelligence capable of being amajor in-
fluence on system wide health promotion policiesand programmes. There are many
ways in which health promotion can play arolein enabling hospitalsto addressthe
policy challenges they face. Hospitals can themselves be a major influence in
informing future health promotion policy and in promoting health. | trust | have
succeeded in demonstrating how, in my view, thetwo are inextricably linked.

If that hypothetical new member state were to emerge as real, what a fantastic op-
portunity it would present, what a scramble there would be for the opportunities it
would offer to effect real change and add great value. Perhaps equally challenging
opportunitiesexist in our hospitalsnow. If they dothey’ll still bethere next week and
wereally will be ableto make adifference.
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Globalising Health
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Contributions
from other Countries
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Health Promoting Hospitalsin developing countries
Ghada Hafez

A mer e concept today

Theword hospital bringsto one’'smind arather dismal picture of rows of beds occu-
pied by agonized human beings eagerly awaiting the healing of their sufferings and
to return home. The thought of going to hospitalsis so depressing that many indivi-
duals, inspite of their sufferings refuse to go to hospitals. Yet, hospitals are the felt
need of highest order of every community. It isnot often remembered that establish-
ment and maintenance of hospitalswith modern technologiesin adevel oping coun-
try takes away a disproportionate share of health budget, which isinvariably meag-
re. Today, hospital beds are extremely scarce even for acute and emergency, suchis
theload on hospitals.

That maintenance of proper health, through adoption of a proper life-style, will
greatly minimize the need for taking recourse to hospitals, is not clearly understood
by the common man. Hospitals do not have the objective of going beyond the hospi-
tal premises and to counsel common man how to protect and promote. Most often,
the primary objective of al hospitalsisto acquire high-tech gadgets for sophistica-
ted diagnostic and curativework. In other words, health promoting hospitals, at | east
in the devel oping countriestoday, isamere concept.

Early attempts— Extension to communities

It must be conceded that in the fifties, most devel oping countries started to convert
this concept into reality, though with a different objective, by “adopting” urban and
rural communities as the “practice fields’ of all teaching hospitals. This was done
purely as an extension for the teaching of preventive and social medicine, later re-
named as community medicine, in the medical schools. Through this, thediscipline
of community physician was born.

Theinitial goal of such practice fields wasto get exposed to the people in the com-
munity — both urban and rural —with afocus on how they livein their own environ-
ments — and how within these constraints their quality of life could be improved. In
other words, instead of focussing attention on the sick patient, it wasfocussed onthe
environment which made them sick. Health protection and promotion in their own
environment was the key word. In alarge number of developing countries, these
“community practice fields’ received national and universal acclaim through their
excellent research studies. The concept of extending theimpact of hospitals, beyond
their indoor beds and out-patient clinics, to the outside community was gradually
established. Fortunately, amost all teaching hospital sin the devel oping countriesto-
day are following this concept, and are indeed promoting health in the community.

Attempting health counselling

Regrettably, thelaudable move, mentioned above, by the teaching hospitalshad little
influence on the thousands of hospitals scattered over a given country, whose main
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motto was basically curative. Health promotion counselling, it was argued, was not
the responsibility of the hospitals, excepting as an advice in the curative regime of
patients, who have been discharged from hospital, e. g. dietary restriction in obesity
or diabetes and fat restriction in cardiac cases.

Over the years, and with the gradual emergence of diet- related chronic clinical dis-
orders as major causes of morbidity and mortality, and with the increasing realiza-
tion that the life-style of an individual isthe major factor in influencing the indivi-
dual’shealth, several approachesare being tried out to spread the message of healthy
life-style through various approaches. The health sector, and to some extent the
social welfare sector of the government of many countries are spearheading such
campaigns.

Counselling servicesin hospitals

In many hospitals, counselling clinics have been established in the out-patient de-
partments, initially asdiabetic or cardiac counselling services, but later on emphasi-
zing thetotal life-style which ishealth promotive in nature. In many hospitalsin se-
veral countriesof thisRegion (e. g. Kuwait), such counselling services are extreme-
ly popular among community at large. An areawhich iscoming into sharper focusis
the need for having regular outpatient counselling servicesfor elderly individuals—
not as ageriatric clinic but to make the elderly individuals aware of the ageing pro-
cess and how to cope with it. Many of the geriatric disorders could be taken care of
by the elderly themselves, if they know what to do. In fact, the hospitalsin many de-
veloping countries extend their helping handsto Day Care Centrefor Elderly.

Hospitals rolein information, education and communication

Another important step which has been taken by a few urban hospitals, but which
needsreplication widely, isto organize from timeto time small “health fairs’ or ex-
hibitionsin the hospital campus to undertake information, education and communi-
cation measures designed for the protection and promotion of health. Sofar, the hos-
pital-based exhibitions have been focussing attention on promotion of breast-feed-
ing, on the need for fertility-regulation, and in recent years on the dangers of smok-
ing, drinking alcohol, drug-abuse and recently and most widely on AIDS. Hospitals
have ahigh degree of credibility inthe community, and as such any health promotion
messages have all chancesto be effective.

How to go about it?

Hospitals have a great potential for health promotion, but one should confess that
thispotential isvastly untapped. Thereisan urgent need to develop astrategy for this
purpose enlisting other partners, among whom schools in general and secondary
schoolsin particular and social and women’'s welfare sectors are the major ones.
Health promoting schools are already getting adequate attention. Targeting adoles-
centsfor health education is now recognized as an urgent need. The schools and the
MCH set-up have major responsibilities. Needlessto say, the hospitals will have to
undertake the spearheading role in most situations.
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Health Promoting Hospitalsin Australia
Judith Dwyer

This paper givesabrief overview of how health promotionisstructured inAustralia
and three examples of successful HPH projects, and then draws out some thoughts
on the mgjor problems and challengeswe face.

Theoverall impression of health promotioninhospitalsinAustraliaisoneof avigor-
ous but unco-ordinated field of activity. Thisisnot uncommoninAustralia, whichis
aset of states and territories, federated in 1901 from separate British colonies. We
enjoy 3 levelsof government —national, state and local, with difficultiesin co-ordi-
nating anything nationally. With apopulation of 18 million, clustered largely around
the coasts, and acountry of our relatively large sizewith 8 major jurisdictions, thisis
not surprising. We also tend to be very pragmatic asanation, and thistendency isclear
in our approach to public policy on health. We have a strong history of successin
healthy public policy interventionsat avery concretelevel —such asseatbelt legisla-
tion, anti-tobacco measures, protection of the food supply etc; and ahistory of com-
munity action for the establishment of public health services, such as hospitals, ma-
ternal and child health services, family planning etc. Australiais undergoing a shift
totherightinpolitics, and aspart of theemphasisonindividual asopposed to collec-
tive responsibility, we are also experiencing some rolling back of traditional public
health protections.

In spite of this history of successinwhat | will call “applied policy” we tend not to
write alot of policy on how the health system should actually work. What we have
instead isalot of rulesand | egid ation and practicesabout how health careisfinanced.
With a mixed public and private system and 2 levels of government directly invol-
ved, lifeisvery complex for your average hospital manager. In this environment,
therehasbeen little policy (other thanfinancia policy) relevant to hospitals, whether
or not they wish to be health promoting. We do have some of the necessary infra-
structure, including good national health statistics co-ordinated through the Austra-
lian Institute of Health and Welfare; a University-based National Centre for Health
Promotion in Sydney, which isaWHO collaborating centre; and some progress to-
wards a national network of health promoting hospitals, through a major project of
the New South Wales Health Department.

With that very quick overview of the policy contextinAustralia, itisrelevant toturn
to afew short case-studies of HPH practice at hospital and regional heath servicelevel.

Improving the Health of Aboriginal Australians: Hunter Area Health Service
and Awabakal Aboriginal Co-oper ative, New South Wales.

The Hunter Area Health Service serves apopulation of about half amillion, includ-
ing about 10,000 Aboriginal people, though very few direct descendants of the ori-
ginal people remain. The Goori people of the Hunter came from several tribes, the
largest wastheAwabakal. Thecreation or dreaminginthisregionisfrom Biami, who
gavelifetothefirst goori person. Biami stepped from the sky onto amountain, which
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has adistinctive flat top. On the surrounding ridges are carved footsteps and other
designs marking the Creator’s journey. One of the best known and sacred sitesisa
painting of Biami with his outstretched arms covering approximately 5 metres. Heis
the creator and “the guardian of the valley”. The goori people recorded their genea-
logy through hand-stencilling, or what isknown as abirth registry, where peoplere-
gistered their belonging and custodianship to theland.

The Aborigina community was decimated when the Hunter Valley wasinvaded in
1797. It is perhaps fitting that this year, the bi-centenary of white settlement of the
Valley, Aboriginal people are at |ast being encouraged to make decisions about their
well-being. Marilyn Wilson, the Aboriginal Health Co-ordinator for theAreawhois
the author of this material, advises me that Goori people do not use the word health
asitisnot intheir language, they use ‘well-being’ thereby incorporating “all aspects
of our being...our living”.

The Hunter Area Health Service, in conjunction with the Awabakal Aboriginal Me-
dical Service, developed anAboriginal Health Planfor theregionin 1995. Whilethis
exercise was undertaken in response to a health department requirement, the part-
nersin this project took avery positive approach in this case, and set up an Aborigi-
nal Health Service Development Group, chaired by the Chief Executive of the Abo-
riginal Medical Serviceand with broad representation of the Aboriginal community.
Over 10 months, thisgroup devel oped both the plan itself and abasisfor amore pro-
ductive partnership between Hunter Health, the Awabakal Aboriginal Medical Ser-
vice and thelocal Aboriginal community.

Importantly the plan recognises the significance of “200 years of unfinished busi-
ness’ and proceeds from arecognition that attempts to address the serious health
problems of Aboriginal communities must be based on acknowledgement of invasi-
on and dispossession. The plan has several aims and has already made significant
progress. Thereisnow an Aboriginal member of the hospital Board, several training
positions have been established for young Aboriginal people, and in 1997, Marilyn
Wilson took up her new role asAboriginal Health Co-ordinator, with responsibility
to oversee the implementation of the policies and strategies of the plan. Four Abori-
ginal Health Liaison Officers have been appointed to the major hospitalsof theregion,
and they are promoting the view that “ ashealth workerswe need to practicewhat we
areteaching and encourage othersto do the same”. Marilyn summed up the material
she gave me for this talk by saying “Much can be achieved by afew aslong as
we work together ... but much more can be accomplished by many with respect, co-
operation, understanding and acceptance of differences’.

Transforming a Country Hospital: Denmark District Hospital,
Western Australia. (Jenny Thompson, Health Promotion Co-ordinator)

Denmark isasmall community south of Perth in Western Australia, with a popul a-
tion of approximately 4000 people. The hospital has 16 beds, and providesarange of
primary services, including hospice care, midwifery, emergency care, health promo-
tion and general medical care.

Thistiny organisation has devel oped itsown Denmark Health Promotion Plan, based
on authoritative sources such as the Ottawa Charter, and on extensive consultation
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with the local community. The plan has 3 key priorities, one of whichisInjury Pre-
vention. The aim is to reduce the incidence of preventable injuriesin the Denmark
community. One of the keysto the success of this project has been strong community
participation, in this case in the form of a Reference Group, which includes repre-
sentatives from the local school, the Shire Council, the Police, the general practi-
tioner, Tourist Bureau and individuals. This group is seen asthe key to an effective
program, ensuring that issues relevant to the community are taken up, and it was
established in May 1995.

Assessment was carried out by staff who collected information on injuries present-
ing to the Emergency Department and thelocal general practitioners, and they found
major injury ratesin children 5-14 and people over 65 years as would be expected,
but al so among tourists. The group started small —their first achievement wasto get
aparticular play areaat the school resurfaced, and there has since been areduction
In soft tissue injuriesto children. Next they conducted a hazard audit on proposed
changes to the highway through the town, and this has led to afeasibility study on
building abypassfor heavy vehicles.

Denmark isapopular tourist destination in summer, with beautiful Karri forestsand
fabulous beaches including Williams Bay. A highinjury rate at this beach wasiden-
tified, and ahazard audit was conducted by the reference group, in conjunction with
the local government and the Parks authority. Steep steps leading to the bay, which
end on alarge rock, were identified as amajor hazard, causing slips and falls. The
beach is surrounded by rather high sand dunes, which are unstable, but people tend
to sit right underneath them. There have been a couple of major incidentsin Austra-
liain recent years with several people killed by the collapse of sand dunes, so this
was an obvious problem. In the end it has been agreed with the authorities that the
stepswill be moved to enter the beach at a safer point; and the duneswill bereinfor-
ced in some places and revegetated to stabilise them. Warning signs have been erec-
ted in the interim while the re-vegetation program is underway.

Flush with success, the Injury Prevention reference group has devel oped an ambi-
tious forward program. There are several other projects underway in this small but
vigorous organisation, and | am advised that the hospital has decided to change its
name to more accurately reflect its broader role in the community, and it is now
called the Denmark District Health Service.

Public Advocacy for Health: Women’s and Children’s Hospital, Adelaide,
South Australia. (Anne Johnson, Health Promotion Co-ordinator).

The Women's and Children’s Hospital, amajor tertiary centre in Adelaide, develo-
ped a“Framework for Action for Health Promotion for the WCH” in early 1994,
whichincluded apolicy on public advocacy for health and committed the hospital to
an advocacy program.

The hospital has since implemented a strong series of policy and practice interven-
tions to improve the health and safety of children. The first arose from the work of
the Child Protection Unit, which was seeing consistently about 30 babies ayear ad-
mitted as aresult of their carers shaking them and unintentionally injuring them.
With financial support from a service club and the involvement of many agencies
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concerned with children, they developed a public campaign called “Never Shake
Your Baby”. The program waslaunched in December 1993, and since then only one
baby injured by shaking has been treated in any hospital inthe state. The programre-
ceived anational Violence Prevention Award in December 1995, and has since been
used in other states of Australia.

Thenextinitiative arose when Jesse, ayoung boy just 17 monthsold died from chok-
Ing on acarrot stick in achild care centre. Staff upset by this event worked with Jes-
se's parentsto bring about achangeinfood policy at child care centres. The coroner
had identified that Jesse should never have been given raw carrot to eat because he,
like all other children of that age, did not have the back teeth to chew and grind the
carrot into small pieces, but did have theincisor teeth to bite the carrot into chunks.
Injury Surveillance data from the South Australian Health Commission was
checked, and showed that incidents of young children choking were becoming mo-
resevere, with increasing lengths of hospital stay. The common food problemswere
raw sticks of carrot, raw apple pieces, celery, popcorn, hard candy and chicken.

With financial support from the state’s health promotion foundation, the hospital
worked with Jesse's parents, the local Department of Education and Children’s Ser-
vicesand other agenciesto devel op aSafe Eating program aimed at preventing chok-
ing on food. The program enjoyed enormous support from other hospital's, primary
health careworkers, the dental profession, publishing companiesand themedia. The
pre- and post- campaign eval uation identified quite significant changesin knowledge
levels of parents, child care providers and health professionals. State-wide data
indicate a significant reduction in numbers and severity of choking incidents. This
program has now been taken up nationally by an organisation called KidSafe, and
won two awards for the communication strategiesit used. Ironically, because of the
use of capped Casemix funding for the hospital, the success of this prevention cam-
paign, which has theoretically saved about $180,000 in 8 months from reduced ad-
missionsto hospital, haslost the hospital revenue. So thishasbeen areal test of com-
mitment to health promotion.

Conclusions

These case studiesareaimed at providing somefeeling of the style of work being un-
dertaken by health promoting hospitalsin Australia. They also tend to illustrate
some underlying themes.

Firstly, as good pragmatists, Australian hospitals which seek to reorient their servi-
cesto health promotion set about first of all to get some runs on the board, to have a
few projects which demonstrate the value of the health promotion approach. Thisis
an activist rather than atheorist style, and tendsto focus on what may be seen asthe
easier components of the Budapest Declaration, that ison external, community-ori-
ented programs.

Secondly, in common with hospital sel sewhere, organi sation devel opment and change
Isin many ways the biggest challenge. Of the three organisations | have described
probably Denmark District Health Service has come closer to really integrating
health promotion into its mainstream operations, but that is not surprising given its
small size. Other speakers have reviewed the common major reasons why organisa-
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tion changeisthe hardest plank of the HPH program, so | will ssimply reflect on how
someAustralian hospitals are seeking to make inroads on thisissue.

Health promotion has quite along history in Australia, and we witnessed the transi-
tion from the health education model to afairly smplistic early approach typified by
social marketing on life-style risk-factor issuestargeted at the individual. Evaluati-
on of several of theearly projectsshowed the predictabl e results—the campaignswe-
re more successful withthosewho needed them least (in both health status and socio-
economic status terms), and almost totally failed to reach important target groups.
Other aspects of what is now embraced by the term health promotion were going on
under many labels including the community health program, the women’'s health
movement, primary health care and the new public health.

One of the results of this diverse debate and activity isalegacy of confusion about
concepts and language. Health promotion as aterm suffers from a perception that it
Isreally about patient information |eafletsand social marketing of healthy messages.
There is experimentation going on with other terms, and currently significant inte-
rest in anew policy initiative called the “ public health partnership”. This emerging
government policy embraces all theterritory that the Ottawa Charter for health pro-
motion claims, with perhaps more emphasis on the regul atory, protection measures
of theold public health.

At Flinders, we are still trying various terminologies, but consistently find that the
term health promotion isaturn-off for most clinicians, largely because of its history
inAustralia. We find it more useful to talk about health — health gain, health out-
comes, health status, health and wellbeing, and about illness prevention rather than
about health promotion. Theaimisto find ways of thinking and talking about health
promotion, and the kind of cultural and organisational change required by the re-
orientation goal, which will be effective in our environments, particularly large
teaching hospitals.

The third maor theme arising from review of activity in Australian hospitalsisthe
conviction that mainstreaming health promotion goals will only happen when it is
seento bestrongly related to the managerialist and financial goalsof current govern-
ment policies. Without limiting health promotion in hospitals to those areas of ac-
tivity which have the potential to directly and immediately reduce the demand for
acute care services, it isimportant to make the link between health promotion and
ilIness prevention and reduction in some aspects of personal health care needs. The
next step isafuller exploration of what thisreally might mean in practice.
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Health Promoting Hospitalsin Canada
David A. Korn

The Canadian Context

Over the past 25 years, Canada has demonstrated strong leadership in the devel op-
ment of health promotion concepts. In 1974, Canada's Federal Minister of Health,
Marc Lalonde, issued alandmark report entitled A New Per spective on the Health of

Canadians. It introduced the heal th field concept which outlined 4 determinantsthat

strongly influence personal health. In 1984, a major international conference was

held in Toronto, called Beyond Health Care. It expanded the Lalonde determinants
to include the concepts of healthy communities and cities, and healthy public poli-
cies. In 1986, the WHO Charter on Health Promotion was formed in Ottawa, Cana-
da as an extension of the widely accepted WHO definition of health. Thiswas fol-
lowed in 1987 by a document issued by the federal Ministry of Health and Welfare
entitled Health for All: A Framework for Health Promotion. In 1989, the Faculty of

Medicine at the University of Toronto, one of Canada’'s leading universities,

established the Centre for Health Promotion, a WHO collaborating centre. The

Ottawa Charter was particularly important in the evolution of health promotion

strategies in Canada. The Charter encompassed 5 broad themes, each of which

received expression through variousinitiatives.

e Intheareaof Building Heathy Public Policy, Canada was among the early lea-
dersin developing aNational Drug Strategy based on harm reduction principles.

e To help Create Supportive Environments, Canada devel oped a Tobacco Strategy
that encouraged smoke-free workplaces and restricted tobacco advertising.

e Participaction, a non-profit national organization led the way in asocia marke-
ting approach to promoting physical fitness. Participaction illustrates the third
theme of Strengthening Community Action.

e Therehasbeen awidevariety of examplesof Devel oping Personal Skills. For ex-
ample, Canadainitiated its periodic health exam by providing primary care phy-
sicianswith arange of health promotion / disease prevention tools.

e Re-orienting Health Services remains a major challenge. The prime focus of
Canada's national health care system hasbeen universal accesstoillnesscare. As
a conseguence, there has been considerable tension between community health
promotion and hospital illness care.

Health Promoting Hospitals

Hospitalsin Canada have been slow to embrace health promotion principles. How-
ever there have been some recent devel opments worthy of note. In 1989, the Cana-
dian Hospital Association issued areport on hospital-based health promotion. It ar-
gued that the purpose of hospitalsisto improve health and not just providesick care.
In 1995, the Canadian Hospital Association was renamed the Canadian Health Care
Associationin an effort to broaden itsrole by incorporating community-based orga-
nizations that are active in health promotion. In 1995, the Canadian Council on
Health FacilitiesAccreditation issued aset of health promotion standardsthat would
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henceforth become part of its accreditation process. In 1996, a network of Health
Promoting Hospitals, linked with the international network, was established across
Canada, with 47 hospital s participating.

An Exampleof L ocal Health Promotion

Torontoisacity whichillustrates at alocal level how planning for health promotion
has devel oped recently. A report was prepared in 1995 by the District Health Council
for Metropolitan Toronto, aregional health planning body which cons stsof many stake-
holdersincluding hospitals. The report, entitled Towards a Healthier Tomorrow: A
Srategy for Promoting Health in Toronto, recommended that all health care deliver-
ers, especialy hospitals, be health promoting organizations by establishing corporate
policies, fostering staff health, marketing health promotionto clients, and incorporat-
ing disease prevention into clinical servicedelivery. It al so recommended that hospi-
talsform partnershipswith other community agenciesin health promoting projects.

Within Toronto, local hospital networks are being formed. In one case, 12 hospitals
and thelocal public health department have cometogether toforman alliancecalled
HealthNetNorth. The hospitals consisted of abroad spectrum of institutionsinclud-
ing community hospitals, teaching hospitals, rehabilitation centres, pediatric spe-
ciaty organizationsand my organization, acentrefor addictions. It initiated amajor
review of health promotion practicesin member organizations, and devel oped apro-
posal for ahealth promotion strategy directed to hospital staff. Although the project
was not sustained in a climate of hospital restructuring, closures and downsizing, it
did lead to increased awareness of theissue within all member organizations.

L ookingtotheFuture

| am optimistic that Canadawill continue to show leadership in health promotion ge-
nerally and will strengthen itseffortsin the hospital sector. Health care reform and re-
structuring, which iswell underway in many provinces of Canada, provides an oppor-
tunity to imbed health promotion principles into the core values of a more integrated
delivery systemfor healthand health care. | foreseethat morelocal health plannerswill
emulate the Toronto example by establishing standing committees on health promo-
tion aspart of their planning structures. Fiscal constraint will continueto put pressures
on the health care system to embrace disease prevention interventionsin order to reduce
high cost hospital utilization. There are some positive signsthat individual hospitals
arewilling to become non-dominant members of community coalitions committed to
promoting health for the people and communitiesthey serve. | believe that the Cana-
dian Network of Health Promoting Hospitals, which has been arecent grassroots de-
velopment, will continueto gain stature and acceptance amongst awiderange of health
care professionals, leading to amajor value shift in hospital s across Canada.

| began by referring to thelandmark Canadian document of 1974, A New Per spective
on the Health of Canadians. Aswe look towardsthe year 2000 and beyond, itisin-
teresting to note that the Minister responsible for that report, Marc Lalonde, is now
the Chair of aMontreal Hospital. | see hiswillingness to take on thisrole asawon-
derful example of how health promotion strategies and practices are becoming mo-
reinfluential in the hospital sector.
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Part 3

Health Promotion
For Hospital Patients
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I ntroduction

Tamas Halmos

The topic of “Health Promotion for Hospital Patients* covered various important
guestionsin order to visualize the changed role of both patients and hospital staff.

Four topics were discussed, each the focus of a session:

Patients Rights:. It became clear that thisisamajor theme of what iscalled ‘in-
formation-education-communication’ in health. The problem is still unsolved,
becauseit containsat the sametimeissuesrelating to civil and political, aswell as
economic and social rights. Inthissession, wewereaso given anoverview of the
German situation, which clearly pointed out that thereisat present nolaw dealing
with patients’ rights.

Health Education: It became clear that the successful treatment of chronic non-
communicable diseases can only be carried out by increasing the knowledge of
patients (and rel atives) about their disorders. Different forms of education for dif-
ferent diseases were presented.

Servicesfor Women and Families: Thistopic is multifaceted, sinceit involves
medical, psycho-social and economic problems. This session discussed many
problems, from breast-feeding culture to sex education among adolescents. It al-
so underlined the changing role of hospitalsand how to movefrom atraditional to
awomen-friendly hospital. Thisshould include patients' rightsand more humane
behaviour towards patients.

PatientsSurveys. Modelsand experiencesof patient surveyswereintroduced. In
general, the answers offered agood picture of carein hospital, but because of cer-
tain difficulties, the validity of replies seemsto be rather questionable.
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Patients rights: Aninternational approach
Michel Belanger

Do actual international texts really and completly set up the link between the asser-
tion of patients rights and the promotion of health? In this respect, we must underline
the importance of hospitals, for which international cooperation now is one of the
essential missions. And, in fact, international organizations are privileged tools for
the accomplishment of thismission.

a) Theinterest of the international approach of patients' rights can be found on a
doublelevel. Onthelevel of themethod, it completesthe approach of compared law,
by the study of standards established by the intergovernmental and non govern-
mental organizations. Onthelevel of theaims, it influencesthe choices of the coun-
tries, but on condition that international texts express early enough the new orienta-
tions.

b) There are three stages of international approach in patients rights. Thefirst stage
showsthe precursory aspect of the international texts about patients rights. General
international texts (in the fifties and the sixties) did not accept specificity, at that
time, to patients' rights: the universal declaration of human rights (UN, December 10,
1948), the European convention of human rights and fundamental freedoms (Coun-
cil of Europe, November 4, 1950), the European social charter (Council of Europe,
October 18, 1961), theinternational covenant on civil and political rightsand thein-
ternational covenant on economical, social and cultural rights (UN, December 16,
1966). Some specific texts constitute the international texts of the first generation of
the recognition of patients rights (in the late seventies and the early eighties): they
have been adopted by intergovernmental organizations (for example the European
Economical Community, with the charter of the hospital user patient, Hospital Com-
mittee of the EEC, May 9, 1979, or the resolution of January 19, 1984, of the Euro-
pean parliament on an European charter of patients rights) and non governmental
organizations (for examplethe World M edical Association, with the Lisboadeclara-
tion of 1981 on patients' rights).

The second stage showsthe gap between theinternational textsand the national texts
about patients rights (in the early nineties): the main explanation is the irruption of
the national texts about health ethics (for instancein France with the bioethical laws
of 1994).

Thethird stageis characterised by the actual effort of theinternational organizations
to modernize patients rights. In reality, international reflexion started in the early
nineties (and even before), centered on the question of bioethics, but came off inthe
middle and the second part of the nineties. Four main texts have to be pointed out,
two of them being adopted by intergovernmental organi zationsand thetwo othershby
non governmental organizations:

e the declaration of the World Health Organization on the promotion of patient’s
rights in Europe (Amsterdam, March 30, 1994);

e theconvention of the Council of Europe on human rightsand biomedicine (Stras-
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bourg, November 19, 1996, opened to signature on April 41, 1997, and already
signed by 21 countries);

e theBali amendment at the Lisboa declaration of the World Medical Association
(September 1995);

e andthedeclaration of patients rightsof the European Forum of Medical Associa-
tions (Stockholm, February 2, 1996).

c) Patients rightsare an essential part of the promotion of health. The question of pa-
tients rightsis thus a major theme of modern international health law. But acertain
number of questions have not been solved yet.

Theglobalisation of patients rightsby international textsfavours
the promotion of health.

There aretwo main trends:

a) Actual international texts tend to take into account the global dimension of pati-
ents rights. Asfor the procedure, the emphasisis put on the fundamental principles
of the person, especially hisautonomy and the respect of his privatelife. Strategies
have been established (see the Amsterdam declaration), not only through the legal
texts (legidative or reglementary dispositions, codes and charters), but also by the
social, economical and cultural activities (as the participation of the media or the
promotion of research).

Asfor the basis, not only the identification of patients rightsis carried out (see the
Bali declaration) with particularly the distinction between social and individual
rightsinthefield of health (see the Amsterdam declaration, section 2-1) or the com-
plementarity between rightsand duties (seethe Amsterdam declaration), but alsothe
definition of therole of physicians (seethe Bali declaration) with the notion of part-
nership (seethe Amsterdam declaration, section 2—2) and, morewidely, relationship
between physician-patient and society (the Bali declaration). The concept of equity
applied to the fact of giving health care isinteresting (see the Amsterdam declara-
tion, point 5-5, and the convention on biomedicine, art. 3 with the report, point 25):
the aim isto overtake the geographical and financial discriminations, aswell asthe
socia and cultural ones.

b) Actual international texts also tend to favour thelink between the assertion of pa-
tients rights and the promotion of health. Promotion is more than the information-
education-communication (IEC). The idea of high quality medical care or appro-
priate careisused (seethe Bali declaration, point 1, and the convention on biomedi-
cine, art. 3). The setting up of patients rightsis promoted (seethe Amsterdam decla-
ration). Two contributors are favoured, such as physicians (see the Bali declaration
and the Amsterdam declaration, point 1) and medical associations (see the Stock-
holm declaration).

However, inter national textshaven’t yet been ableto solvea number
of questions.

a) Isthedefinition of the patient impossible? It appearsthat the definition chosen by
the Amsterdam declaration («user of health care services, whether healthy or sick»)
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isunsufficient. Thefinal text of the 5" conference at Warsaw of the member states of
the Council of Europe helds a contribution, by defining the patient as at the same
time aconsumer, aclient, auser and acitizen.

b) The globalisation of patients rights is uncomplete. It must take into account the
other health professions, and not only physicians (health law goes beyond the frame
of medical law). Moreover, the preventive dimension in the health promoting policy
must be favoured. And the patient’s representation must not be forgotten.

¢) Promotion haslimits. Thereisarisk of putting asidethe creation of new rights (see
theAmsterdam declaration, section 2-1a/). Limitations are brought to some patients
rights: superior interest of athird person, with the doctrine of the «conflict of obliga-
tions» (seethe Amsterdam declaration, section 1-1&/), or to evitate aserious damage
to the patient, that is the «therapeutic exception» (see the Bali declaration, point 7).
And local culture may be abrake to promotion (seethe Bali declaration: «theinfor-
mation must be givenin order to respect local culture», point 7 c).

However, the general aspect is positive. Theinternational organizations participate
not only to becoming aware of the evolution of the patients' rights, but also to bring-
ing together the conceptions and the national systems, intheway of recognizing and
putting into practice these rights as much as possible.

References

FLUSS, S. S.: Comparative overview of international and national developmentsin regard to pati-
ents rights legislation» (in WESTERHALL, L. and PHILLIPS, C., eds.: «Patient’s Rights: In-
formed Consent, Access and Equality», Stockholm, Nereniusand Santerus, 1994, pp. 439-471)

LEENEN, H. J. J, GEVERS, J. K. M., and PINET, G.: «The Rights of Patientsin Europe» (Deven-
ter and Boston, Kluwer Publishers, 1993)

PICHLER, J. W.: «Internationale Entwicklungen in den Patientenrechten» (Wien, Bohlau Verlag,
1992)

PIGARIVERO,A.and GALAN, T.A.: «Une perspectiveinternational e desdroitsdesmalades» (in
Council of Europe: «La santé face aux droits de |’ homme, a I’ é&higue et aux morales», Stras-
bourg, 1996)

CERDES (Center of study and research on the European health law, Universities-Hospitals,

Bordeaux and Nantes): « Lasituation juridique des patients » (international seminar, Bordeaux,
January 24-25, 1997, in «Petites Affiches», Paris, May 1997 ; see the papers of M. BELAN-
GER, C.BYK, G. PINET, H. SCICLUNA and K. SCHUTY SER)

60



Thepatient charta of the hospital “ Alten Eichen* aspart of the
strategy towar ds patient orientation and quality

Wolfgang Mursa, Oliver Martini

Introduction

The discussion about patient rights, their guarantee and implementation, areincrea
singly beingfocusedinthesocial and political discussion.! Thematter isoften exclu-
sively raised in connection with faulty treatment and its persecution. Besidesthe as-
pects of free access to medical care and consumer protection, there is the enforce-
ment of patients’ self-determination.? The alteration is aiming at activating the pati-
ent’shealing- potential by strenghtening hisrolein the recovery-process.

In Germany exists extensive jurisdiction which derives from citizens' fundamental
rights guaranteed in the constitution, but it lacks aknowledge of these rights and pa-
tient support systems nationwide. Institutions offering medical care, the hospital at
the forefront, have got the opportunity to make a significant contribution by setting
up and publishing a Patient Charta. Apart from the information it is the self-com-
mittment of the service-offering institution and its employees to treat patientsin a
specific way. Despite political considerations and objectivesthe Patient Chartaof a
hospital ought to consider the foll owing aspects:

e Making the market more transparent for the demander.

e Increasingthequality of serviceby consistently translating its contentswithin the
Service-process.

e Increasing the patient’s participation in the recovery-process (empowerment).

Increasing thetransparency of themarket

The demand of hospital service necessitates the patient to abandon his self-determi-
nation. Thisentailsahigh level of uncertainty about the outcome of the service. The
patient places himself in the hands of doctors and nurses, who carry out certain ac-
tions on his body. He has no means of participation in their performance- or at |east
only to an unsignificant extent. (Thisin any caseisthe patients’ predominat opini-
on). The demander cannot —or only to an unsignificant extent —assess or control the
quality of service before making the decision of demand that is before he decideson
acertain hospital. He only acquires a promise of service. Asit isnot possibleto re-
storethingsinto their original state acover by guarantee doesn’t seem useful for the
demander. The demander’srisk is consequently very high, as his chancesto evalua-
tethe serviceex post ist very limited.

Demanding of hospital servicesconstitutesbuilding arelationship of trust for the pa-
tient. The more serioustheillness seemsthe more serious al so the service of the hos-
pital seems to influence the patient’s life so that uncertainty may influence the de-

1 see Declaration of European health secretaries, Warsaw, November 1996
2 see Sachverstandigenrat flr die Konzertierte Aktion im Gesundheitswesen, 1992
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mander. Such anticipated uncertainty results in the demander’s wish to reduce that
uncertainty. Patients need alternative or substitute criteriato compensate their cog-
nitive dissonances. To achievethisthey for exampleturn to an opinion-leader (family
doctor or specialist), fall back on experiences being made by the group of people
closeto them or rely on quality check-upsfrom outside.

ThePatient Chartaasasignal of quality

Communicating quality directly and convincingly isadifficult task for the hospital
which can hardly be done by itself as hospital services are goods of experience and
trust. In the framework of classic communication there are incentivesfor the hospi-
tal to put recordable substitute criteriain the foreground (e.g. hotel service). There
Isadanger of adverse selection in the medical sector. Therefore the hospital would
haveto commit itself to performing the quality of serviceasit promised to. The hos-
pital loses a serious part of itsreputation if it fails to meet its obligations and faces
higher costs than meeting them in the first place thus making its self-commitment
credible. The Patient Chartacan be such acredible sel f-commitment and can be used
to reduce uncertainties for the patient. The danger of a possible loss of reputation
also has, however, adirectly quality-promoting effect on the actual service process
of the hospital.

I ncreasing the quality of service by self-commitment

As aresult of the potential negative external effectsit is necessary to make its con-
tentsinto the guideline for the employees and the organisation. A particularly urgent
aspect isthe communi cation between doctor and patient. Onthe basisof the patient’s
right of self-determination all processes of informing and explaining to the patients
would have to be examined and re-engineered. A necessary and up-to-date presup-
position that hasto go along with the establishment of patient rightsisto changethe
traditional ,, benevolent paternalistic* doctor and patient role model into amodel of
partnership. In the center of its establishment thereisthe principle of informed con-
sent. It should be the doctor’s aim to convey competence to the patient to help him
make the choice for a specific therapy. The patients engagement and sense of
responsibility isbeingincreased if their rightsare being respected by doctors.® Apart
from the right of self-determination, preservation of the personality and protection
of the private sphere arein the centre of the Patient Charta. The hospital hasto ensu-
rethat the patient’s private sphereis preserved consultation.

I ncreasing the patient’sparticipation in therecovery-process

Theredlization of the,, model of partnership* hasalso thetarget to convey morecom-
petence to the patient. Medical progress increasingly widens the gulf between the
doctor’s and the patient’s knowledge. This adds the task of improving the patient’s
ability of judgement to the task of changing the doctor-patient relationship. The pa-
tient can befreed from hispassiverole and take over an active onethusbecomingin-

3 See concluding declaration of the 5th Conference of the European health secretaries (Warsaw,
11/1996)
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volved in the process of shaping his recovery-process. Valuable potentials for heal-
ing areno longer buried and possibly promote salutogenic effectsin the patient’sre-
covery. Infutureit will bethe doctor’stask by using hismedical knowledgeto build
aframework within which the patient can make a decision with the doctor’s help.
Thisway the patient isforced to take over responsibility for himself.

The Patient Chartacan contribute decidingly to implement the point of the Budapest
Declaration that recommendsto ,,encourage an active and participatory role for pa-
tientsaccording to their specific health potentials.* Medical consultationisnot limi-
ted to risks and alternative medical treatment being explained to the patient but the
patient’ s support to handl e the disease ought to beincluded too. The decision to back
the therapy by one’'sown effort isapart of it.

Theprojectproup , Patient Charta* at thehospital “ Alten Eichen®

Apart from the preceding remarks, devel opments within the Diakonie Krankenhaus
Alten Eichenledto the blueprint of the Patient Charta. Theresults of two patient sur-
veys (carried out by Prof. Trojan, University of Hamburg) showed a lack of infor-
mation and some uncertainty on the part of the patient. In four meetings seven mem-
bersof the WHO-project team haveworked out aPatient Charta—writtenintheform
of apatient information—and arecommendation which should ensureitsinternal im-
plementation.

The Patient Chartaitself isworded in such away asto commit the hospital rather
than to advise patients legally. It offers the patient the chance to make others reco-
gnize hisrights. Thisdemandsthat he playshisrole actively. Every patient receives
such abooklet on the admission into the hospital before medical treatment starts.

Table 1: Contents of the Patient Charta

Thefollowing subjects are part of the Patient Charta:

All employees are obliged to wear name-plates
Information on confidentiality and data protection
Protection of the private sphere

Information about procedures

Information and explanation

Anticipation of property and the patient”swill
Consultation before discharging the patient
Representing the patientsinterests

Noga~wpdNhE

The hospital commitsitself to explain and advisethe patient on thoserisksand alter-
nativesthat are related to treatment in akind of language understandabl e for the pa-
tient. It isbeing pointed out to him that he has time enough to refuse measures being
proposed. Heisasked to enquirewhenever hedoesn’t understand anything. A real in-
novationistheinformation of foreign patientsby external specialistinterpreters. Al-
ten Eichen cooperateswith theinterpreting service of the sociol ogical department of
the University of Hamburg.
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Inahospital quality survey*it wasclearly stated that almost all hospitalscan only de-
ficiently advise on dealing with an illness, its further course and the course of reco-
very. The doctors of Alten Eichen are going to try to give priority to these consulta-
tions. A consultation of discharge at an earlier stage makes further enquiry possible
for patients or their relativesin order to create the right conditions at the patient’s
home and its surroundings. In order to improve an effective and patient oriented
complaints-management Alten Eichen decided on cooperating with the Consumer
Advisory Service Hamburg (Verbraucher-Zenrale Hamburg) the patientscan turnto
with problems they don’t want to disscuss with employees of the hospital. For this
matter the Consumer Advisory Service hasitsown tel efone servicewhose number is
indicated in the patient booklet. They are being advised there and the Consumer
Advisory Serviceactsasmediator if the patientswish so. Besides, the Consumer Ad-
visory Serviceregularly hands over the reports made to them anonymously before.

From the hospital’s point of view thereis another target furthering our very ownin-
terests: risk-management. We hopethat theinternal effect the chartawill have onthe
house will help to minimize the probability of faulty treatment and the damage
caused for the house thereby.

Itisour aimto stimulate patientsto becomeactively involved. Thevalueof rightsde-
pends essentially on the fact of their existence and people knowing about them rat-
her then on patients being aware of them and exercising them every moment. The
merefact of their existence already determinesthe behaviour of all peopleinvolved.
At all, cost reduction by making staysin hospitalsshorter, lessinput expenditure and
increased health potentials of the patients could be the result of introducing a Patient
Charta.

4 The DAK Insures Survey on Hospital Quality in Hamburg, 1996 carried out by Hildebrandt Ge-
sundheitsConsult GmbH
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Health promotion asaform of counseling —
Psycho-educative patient and family groups

Hartmut Berger, Hans Gunia, Rainer Paul

Health promotioninthefield of psychiatry isoriented towards patientsaimsto stabi-
lize the personal and social identity of the patients and to enable their reintegration.
Thisis best achieved with the instrument of psychoeducative group work.The im-
plementation of psychoeducative groups for patients and their relativesin the form
of a patient-centered subproject focusses on enabling the patient to live with the
mental disorder and relatives, partners and friendsto live with the patient.

Theinterest in psychoeducativegroupsfor patientshas suffered to datefrom the ques-
tion of whether patients are able to consume and process information adequately.
Psychoeducative effortsin an inpatient setting have devel oped despitethis, aimed at
Improving patients compliance with medication treatment and achieving their goal,
asanumber of empirical studies have shown. All these studiesimpressively counter
the above-mentioned question. They agree that psychiatric patients are very well able
to consume information about their disorder. In the meantime, a different question
arose whether the effect of psychoeducative groups might not far exceed theincrease
in compliance. In the course of the discussion on the quality of life, it was asked to
what extent patients, on the basis of such groups, would be able to better inform
themselves with regard to medication, to recognize relapse warning signs, to learn
social skills and self-management procedures, to improve their individual well-
being and to better maintain their social functioning (see Atkinson, 96). The current
types of psychoeducative work endeavor to systematically use the effects of psy-
choeducative groups that go beyond compliance coeffects and to avoid the disad-
vantage of work centered exclusively on relatives. They point to experiences gained
as early asthe 1970s from efforts to inform patients and rel atives about medication
by means of joint groups.

Development and Founding of Group Work with Patientsand Relatives

Psychoeducative groupsfor patients and rel atives devel oped among othersfrom the
discussion of research results which showed that the course of a psychosis could be
positively influenced by certain styles of communication within the family. This
field of researchisknown as,, Expressed Emotion“ , or ,, EE* for short. The degree of
»EE" (high or low) isassessed by means of specific, structured interviews on the ba-
sisof threeindicators: criticism, hostility and overcaring. Therisk of relapse for pa
tientsin families with a high degree of emotional involvement on the part of relati-
ves (high emotional EE Index) appearsto beat least four timesthat for patientswho-
serelativesarelessemationally involved (L eff, 1984). Proceeding from thisconcept
of expressed emotions, intervention strategies were devel oped whoseaim wasto lo-
wer therate of relapse by influencing the family environment, above all thelevel of
EE, through psychoeducative measures.
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Patient and Family Work asa Counseling Project within a
WHO-Subproject Group

Similar positive effects were expected from the Patient-Family Groups planned and
instituted in 1996 at the Philippshospital within the framework of the WHO project.
It was hoped that their quality would exceed the known effects (improvement of ill-
ness insight, increase of medication compliance and lowered relapse rate) in sepa-
rately conducted groups. It was also hoped that the disadvantage of separate
treatment of patients and relatives could be avoided. In the context of the concept of
expressed emotionsit seemed feasibleto vary the emotional involvement by includ-
ing membersof other families so asto gain the necessary distanceto thedisorder, the
family or the patient. It was hoped that thiswould improvetheintrafamilial problem-
solving behavior. Given thisbackground the project activistsformulated in 1993 the
following goalstogether with the hospital administration:

e Development, standardization and evaluation of concepts for the information-
centered and health-promoting work with patients and relatives.

e Development of amodel for integrating work with patients and rel atives.

Setting of psycho-educativework at Philippshospital

Current or past inpatients and their relatives participate in the groups, which consist
of 4-10 members and meet atotal of eight times at weekly intervals. The groupsare
moderated by either adoctor or apsychologist. Asaruletherearetwo moderators. A
corresponding easy-to-understand list of literature is recommended to support the
active search for and retrieval of relevant information (Bauml, 1994; Finzen, 1993;
Hell-Gesterfeld, 1993). The material for the communication exercises, the crisis-
and problem-solving diagrams, aswell asthe coursetablesfor the early warning signs
are handed out in the family groups. The exercises and role games offered in the
family groups are borrowed from common programs for establishing ,,social com-
petency” (Gunia, 1992) and offered according to behavior therapy guidelines. This
means that particular attention is paid to a climate of emotional acceptance, the
group makes suggestionsfor improvement and the participants|eave the group with
afeeling of success.

Structureand Cour se of Group M eetings

1st Meeting: Mutual getting acquainted, introduction of the concept, expression of
desiresand needs

2nd Meeting: Information on psychosis, categorization, genesis (vulnerability-
coping model), course and prognosis, optionsfor thefamily (EE con-
cept).

3rd Meseting: Information on medication treatment, physiological and biochemical
foundations of medication therapy, side effects

4th Meeting: Nonmedication treatment methods, forms of residence, coping, per-
spectives after release, professional rehabilitation.
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5th Meeting: Early warning signs: recognition and their usein relapse prophylaxis,
crisisplans

6th Meeting: Introduction of aconcept of problem-solving

7th Meeting: Role games proceeding from aconcept of problem-solving

8th Meeting: Role games proceeding from a concept of problem-solving and final
discussion.

The program consists of an informal section (Meetings oneto five) and atraining
section (Meetings six to eight) and the blocks proved useful in our hospital. In the
meantime the WHO group has devel oped a treatment manual (Gunia, 1996), accor-
ding to which the meetings are conducted.

Experienceswith Group Work-Evaluation of Effects

The experiencesfrom the perspective of patientsand their familieswere assessed in
aninitial evaluation study. A structured interview and a self-eval uation questionnaire
covering changes in knowledge, self-confidence and individual and familial prob-
lem-solving behavior were used. Results of thefirst interview show trends towards
anincreasein theoretical knowledge about the disorder, increased self-confidencein
dealing with relatives and a positive assessment of the problem-solving behavior
withinthefamily. This could mean that the participants are able to exhibit moretrust
intheir ownfamily, thanksto the discussionswithinthegroup. Inanswer to the ques-
tion asto what they found positive, the reply wasthe mutual work of patientsand re-
latives, literally, ,that patientsand relatives sit down together” and, ,, that my mother
Isaware of what isgoing on.” The most listed the information received as positive.
In the foreground isthe aspect of being ableto talk about the disorder and its conse-
guencesin asetting other than the usual one.

The experiencesfrom the perspective of the group moderatorswere al so assessed by
means of questionnaires. Their report indicatesthat it was agreat relief to the fami-
liesto discover that other families had similar problems. They also seemed to bene-
fit fromthe model of thetherapistsin dealing with difficult situations. It was evident
that the patients in the respective families considered themselves to more partner
than patient. Especialy fruitful was the therapeutically induced trade between rela-
tives and patients (atype of intervention that in thisformisnot possiblein either fa-
mily therapy or homogeneous patient or family groups). By means of such atradeit
was possibletowork on current conflictswithout the pertinent ,, familial conflict his-
tory“. Theemotional distance was greater and the conflict thus easier to resolve.

Experiencesin I mplementing the Group

It was no easy task to implement the group, based on experiences to date with psy-
choeducative group work, into the pattern of everyday hospital life, despiteitsdesir-
ability. The framework of the HPH Project helped both formally and informally to
guarantee the continuity in implementing group work. Formally, because the hospi-
tal administration donated both staff manhours by allowing members of the subpro-
ject group a certain number of hours for work on the project, and material support.
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Informally, because the reputation of the HPH project made it easier within the hos-
pital to engage staff membersfor work on the subproject andto,, sell“ the group pro-
gram,,in house".

Theframework of the WHO project thus aided a program which could be promoted
throughout the hospital only thanksto the cooperation of all involved (nursing staff,
doctors, psychologists, patients, families) (WHO project image as,,door opener”).
In doing so, theinformal work on the part of the very much involved participantsin
the subproject group was essential. By their continual weekly discussionsand occa-
sional evening meetings, by specifically addressing interested colleagues working
on the potentially interesting wards, they have managed to implement psychoeduca-
tive groups for patients on all seven admission wardsto date (September 1996). All
general psychiatry wards participate in addition in a system of regular information
eveningsfor families, thus guaranteeing every patient who so desires, the opportunity
to participate in a psychoeducative group.

Final Evaluation

Our experience with group work has shown that patients with mental disorders (in
this case, firsttime patients with adiagnosis of schizophrenia) benefit highly from a
program of group work that will enable them to better cope with their disorder. The
patients’ responsibility for coping with their disorder is strengthened and the infor-
mation on relapse prophylaxisis discussed and explained. The experiences with an
integrated psychoeducative group program for patients and their families are still
new. Nonethelessit can already be said that all participants consider it an enrichment
that allowsboth patientsand their rel ativesand themoderatorsadifferent view of the
dynamics of familial interaction which can lead to new opportunitiesin the produc-
tiveresolution of conflicts. Patientsare given astimulusfor active coping strategies.
Together with their families, they experience a strengthening of thefamily help sys-
tem as the primary and essential crisis intervention network. The program of psy-
choeducative family intervention (PEFI) iswell integrated into the pattern of every-
day hospital life and meets with acceptance on the part of all thoseinvolved. More-
over, theexperiencesto datelead usto expect that greater attentionwill be paidtothe
information distributed within the constructive environment of the meetings on
topicssuch asearly warning signs and the opportunities of prophylactic medication,
and that a corresponding learning effect will thus prevail.
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Theroleof patient education for the successful treatment of
chronic non-communicable diseases

TamasHalmos, Lasz 6 Kautzky

Epidemy of chronic, non-communicable diseases stand now in focus of clinical and
preventivemedicine. Inthelast decadescliniciansrealized, that successful treatment
can be carried out only with active involvement of patients, suffering from different
chronic diseases. Diabetesmellitusisanincreasing public health problemin wester-
nized societies. By estimation, the prevalence of diabetes seemsto be more than 5%
among the population. Diabetes mellitus, and, in abroader aspect, carbohydrate in-
tolerance hasastrong linkage with other metabolic diseases, and with severe cardio-
vascular alterations, mainly myocardial infarct and stroke. Early diagnosis, regular
medical care need the patient’s active cooperation. This can be achieved only when
the patients (and relatives!) know much more about their disease, the potential dan-
gers, and the possibilities how to avoid them. In the field of diabetes, many teams
started to educate patientsin different forms, in order to obtain an excellent metabo-
lic state and to avoid the l ate specific complications.

The situation is similar in other chronic diseases, like asthma bronchiale, chronic
bronchitis. The number of asthma patientsis steeply increasing, because of industri-
al pollution, smoking, cars, etc. Alcohol consumption is a great complex problem,
which has medical, social, and psychological aspects, aswell. By estimation, the
number of alcohol-dependent individualsis roughly about 5% in our country. Suc-
cessful fight against alcoholism is an extremely difficult one, but the increasing
number of liver cirrhosis in Hungary makesit clear, that we have to concentrate on
thisproblem. In our patient-education program we have chosen three different types
of chronic diseases:

e Diabetesmellitus

e Chronicrespiratory diseases

e Chronic alcoholism

In all three patient groups we performed three types of education:
e Individual educational form

e Small group teaching form

e Club movements

Thedesign of these different diseasesisof courserather heterogeneous. In educating
diabetics (and relatives!) wefocused onteaching patientshow to keep their diet, how
to carry on blood sugar self-control, how to use the sophisticated insulin-injecting
devices, etc. Special attention had been put on chronic complications, how to detect
them asearly aspossible, etc. In dealing with asthmatic patients, respiratory gymnas-
tic played an important role. Alcohol patients needed strong psycho-social support,
apart from detailed medical information, for alcohol patients usually die (as a
consequence) from severeliver, cardiac or pancreas organic diseases. Individual and
small group education needs no further explanation. Club events were the focus of
our teaching programs. The design of the three club eventswere different:
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1. In the diabetes club, there were three short presentations (one of nutritional
problems), afterwards there was a discussion, the patients put questions to the
lecturers. Finally there was a food-presentation from selected health-foods.
There was also a possibility to check sugar, blood pressure, sometimes blood
cholesteral.

2. Inthe“asthmaclub” attention is focused towards respiratory gymnastic, how to
avoid severe asthmatic shubs, how to eliminate” statusasthmaticus’ by involving
family members, when necessary.

3. The anti-alcohol club event reminds mostly of a“real” club. Thereis absolutely
no strict frame, people are liberally chatting about their personal problems, and a
psychologist and/or a social worker tries to find some solution to their uneasy
worries.

We evaluated the efficacy of thethree different disease groups by using questionnai-
res. Best results could be achieved in the diabetic group (based on theoretical and
practical knowledge and manual skills). Lessgood resultswere obtained in the asth-
matic group, and theworst in the alcohol group. Dueto different educational forms,
best results were documented by individual teaching forms, worse in the small
group, and theworst inthe club events.

In spite of these results, all the patients insisted to continue the club-educational
form, probably because:

e Itisa“social event”

e They cantalk about their personal problems with people, who have very similar
problems.

e At club events — especially in diabetic clubs — they have the opportunity to

measure blood pressure, blood-sugar, they can buy healthy nutritional materials,
etc.

e They are encouraged to put questions to the lecturers, partly according to their
personal complains, etc.

In summary: Education programsfor different chronic diseases seem to be useful in
treating better the patients. Individual teaching-formsproved to givethe best resuilts,
but club events also havetheir specific role. Best results could be achieved in diabe-
tic patients, while the worst were among chronic a cohol consumers.
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Health education asabenefit of health promotion in the Upper
Silesian Rehabilitation Centre‘Repty’ — Tarnowskie Gory

Anna Zielifiska, Krystian Oleszczyk, Urszula Mizerska,
Ewelina Kosiewicz-Nosowicz, Bronislaw Buczkowski

Theaim of thisstudy isto present the benefits and results of education in the Upper
Silesian Rehabilitation Centre * Repty’. Our hospital consists of two parts: the main
Centrein Tarnowskie Gory and the Annexein Ustroi. Themain Centreissituated in
abeautiful park surrounded by an oldforest. Underground, thereare old 13th century
silver mineswhich are atourist attraction for patients and their guests. Our hospital
consists of 14 wards: 5 neurological departments (including 2 wards for patients
with hemi- and tetraplegia), 4 cardiological departments, 3 orthopaedic depart-
ments, the Clinic of the Silesian Medical University and a department for children
with orthopaedic and neurol ogical diseases. Morethan 7,500 patients are treated an-
nually in our Centre. A Health Education School was created for themin 1994. This
was the beginning of health promotionin our Centre.

In 1992, when the European Health Promoting Hospitals Network first started, our
Annexe became amember in this Network, but staff from the main Centre were not
interested in that problem. So our Director began working in health education out-
side the hospital in primary schools, during the meetings of self-government of the
town Tarnowskie Gory and our ‘voivodship’ (county) (Katowice State). People
workingin Hospital Administration, specially inthe Director’soffice, wereinvolved
in helping the Director in preparing slides and copying texts for presentationsin
order to better understand what health promotion is. Then he asked the heads of
Cardiological Departments to give lectures within hospitals, for patients. This was
the beginning of Health Promoting Schools. L ecturestook place once aweek.

When the Health Promoting School s programme was established, aspecial commit-
tee to oversee diet was created. They checked if food was healthy for patients who
suffered from hyperchol esterolaemiaor hypertriglicerydaemiaand for patientswith
hypertension and for patients after cardiac events. Subsequently, amedical doctor
was employed as co-ordinator. The Health Promoting Group consisted of 10 people€;
the hospital became involved with the Polish National Network in 1995. When the
programme for fighting waste was created, the hospital joined the European Health
Promoting Network.

Now there are abut 40 peoplein the Health Promoting Group. More than 20 of them
work in health education. Thelecturestake place 2-3 times per week and are carried
out by doctors, nurses, psychologists and physiotherapists. We use the following
methods: lectures for our staff, patients and their families; individual discussion;
video cassettes; books; and | eaflets.

Every Wednesday we have special lecturesfor patientsand their families. Thetopics
of these lectures are:

e What do you know about your heart and how to support it?
e What should you eat to be healthy?

72



e How canyou give up smoking?
e Physical training and health;
e Howtofight stress;

e How to manage menopause (for women);
e Osteoporosis—the quiet thief of bones.

There are also demonstrations on how to prepare healthy food. During these presen-
tations, slidesand video cassettesare used. Individual discussionisprovided by nur-
ses, doctors, psychologists and dieticians. Nurses have been trained by doctors and
psychologists for thistype of discussion. Patients can also receive advice on social
issuesand law.

Insomewards, small libraries of material s on health have been organised; for exam-
ple, including adviceon how to live after amyocardial infarction, how to manage hy-
pertension, how to protect oneself against AIDS. Our hospital has different kinds of
|eaflets because of the co-operation with the following Polish foundations: The
Foundation for Healthy Nutrition, The Foundation Against Smoking, and also the
Department of Health in our voivodship. Because of our work patients know more
about their ilIness; can manage themselves when they feel ill; and know how to
changetheir life style and bad habits.

Once aweek, concertsare organised for patients’ guestsand hospital staff. Entrance
Isfree. These are much enjoyed by participants. They sing with the singersand clap
their hands. They can also learn alot about the history of music and the composers
whose music is presented, because there are interesting introductions before every
concert.

Patients can aso learn how to deal with stress. Special counselling groups are orga-
nised, wherethey can discussthe main problemsin the new situation caused by their
ilIness. Practical lessons are given, in which the techniques of good respiration are
demonstrated. In addition, music therapy isavailable every day.

The Health Promoting School s programme hastried to reach out to the environment
outside our hospital. There are lectures for teachers of kindergardens, directors of
schools, and sometimesin private industrial factories.
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Figurel Answersreceived from people before and after lectures.
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We have also tried to evaluate the results of our activity. Krystien Oleszczyk — Di-
rector of our Centre, designed asimple questionnaire. It was divided into two parts:

detailed and general. Inthefirst part, we asked about: smoking, indulging too freely
in alcohol, taking uncontrolled medicines, taking drugs, low exercise activity, stress
and fears, bad organisation and atmosphere at work, bad personal relations between
people, bad atmosphere at home. Aswe can see, the answers did not differ greatly.
Doesthat mean that our listenersknow about risk factorsand do not need education?

We observed a completely different situation in the answers to questions in the se-
cond part. Inthispart, weasked how life style, environment, medical careandinborn
traits can influence health. Figure 2 presentsthe answers:

life style

B enviroment

B health care

[} inborn traits

before after

Figure 2: How do lifestyle, environment, health care and inborn traits influence
health?

Aswe can see, the results of education and health promotion were needed to show
people how life style can influence health. For this reason, Health Promoting
Schools are necessary for patients and other people outside of hospital. Following
lectures, they understand that not only inborn traits, but medical health care or envi-
ronment can improve their health. Looking at the resultsin percentages, we can see
that thosefactorsindependent from usdecreaseinimportancein all threegroups (the
answers as between groups were not significantly different).

To conclude the presentation, we would like to introduce the *‘model ward’. In our
opinion, the health promoting ward based on education should offer: information
about healthy food; how to overcome smoking; leaflets which patients and their
families can take home; aboard with information on how to copewithillnesstreated
intheward. For example, acardiological department should teach patientsall about
coping after cardiac events. In our hospital thisispossible only because of collabora-
tion with the Polish Foundations: The Foundation of Healthy Nutrition, The Founda-
tion Against Smoking, and also the Department of Health in our voivodship.
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Someresultsof the patient satisfaction survey at
the Prague University Hospital

Helena Hnilicova

Introduction

Thehistory of patient satisfaction surveysinthe CRisnot very long. Just in the last
34 years, suchsurveysare proceeded in some hospitals. Patient satisfaction surveys
areusualy thefirst stepinintroducing systematic quality assurance (QA) programmes
inhospitals. Very often such surveysare stimul ated and organized by the hospital direc-
tors who have participated in international health care management courses. Under
theinfluence of quality management ideasin international perspectives, some mana-
gerstriedto develop their own hospital QA concept. At present (1997) there are about
10 hospitals— mostly teaching hospitals—where such surveysare being regularly or-
ganized by the hospital QA departments. The School of Public Health at the Postgra-
duateMedical School, in cooperationwith the management of thelargest Prague Uni-
versity Hospital, organized one of thefirst such surveysin 1993/4. Thissurvey wasan
initial part of the larger research project that was scheduled up to this year. (See
Janeckova, H.: Patient Satisfaction SurveysasaPart of QA inthe Czech Hospitals.)

M ethodology

Description of survey. Sample of respondents: 8 clinics/100 patients from each cli-
nic — 3 internal clinics, surgical, gynecological, dermatological, ORL, eye clinics
wereincluded inthe survey. Asamethodol ogical tool, an anonymous questionnaire
of our own constructionwasused. The questionnairewasbased on arating scalewith
7 points. Only the poles of the scale were verbally expressed. Number 1 expressed
,very satisfied® —number 7 expressed ,, unsatisfied”.

Data collection: In cooperation with the hospital director, afinal version of the
questionnaire was elaborated and adata gathering procedure was organized. Anin-
formation campaign about the survey was created for middle management (head of
clinics, wards, and nurses). All details of procedure were personally discussed with
responsible staff. In addition information sheets about the survey were provided to
al health personnel. Patients received the questionnaire immediately after the deci-
sion was made about their discharge from hospital and very short time before the
were leaving. Head nurses were responsible for the distribution of the questionnai-
resinthewards. This process continued 2 to 3 months. Nurses gave the questionnai-
reto all patients who were discharged from the hospital after the particular starting
date. Only peoplewith mental disorderswere excluded (e. g. therewerefew patients
with dementiaininternal clinics). Beforeleaving the clinics patients put thefilledin
questionnaires into special closed boxes installed in each clinic. Anonymity of
guestionnaire respondents was protected. The response rate was 53%.

Description of sample: GENDER: 37 % Males, 50% Female and 13% without gen-
der identification. AGE structure of respondents. 30 yearsand less(13.2%), 45-59
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years (30.4%), 3045 years(19.2%), 60—74 years(25.2%) and 75 yearsand more
(8.7%). EDUCATION: distribution was similar to the distribution of education in
the total population. Most of the respondents were with apprentice or with high
school education (66%).

Results

In most items on the questionnaire arelatively high level of patient satisfaction was
found. (See Figure 1). There were no statistically significant differences among pa-

cleanness

food service

diet

information in
information out
commitment of doctors
commitment of nurses
tech. qual. of doct. care
tech. qual. of nurs. care
admissing procedures

global satisfaction

Figure 1. Mean values of individual items obtained in our questionnaire

tients according to age, education and gender. However, detailed analysis showed
that, in some respect these characteristics could influence patient satisfaction. In our
sample, theyounger patientswith higher education and hospitalized inthe gender se-
parated departments showed a tendency to be more critical and less satisfied with
provided hospital care. Two categories of outcomes seem to be most important in
our survey:

a) ldentification of the patient satisfaction factors: Factor analysis showed, that
items of the used questionnaire are closely related to three areas of hospital care.
They can beidentified asthe factors of hospital satisfaction:

e Firstfactor—, hotel services* showssatisfaction with hygiene condition and com-
fort of accommodation including the quality of foods.

e Second factor —, information* means sati sfaction with information at the beginn-
ing of the hospitalization, nature of disease, diagnostic and therapeutic procedures
and before discharge from hospital ( how the health care should continue, how to
organizerehabilitation, if necessary...).

e Third factor —, quality of care” expresses satisfaction with communication and
commitment of physiciansand nurses aswell as satisfaction with technical quality
of medical and nursing care. In spite of the fact, that we asked separately about
satisfaction with interpersonal aspects of care and its“ technical quality”, itis
possibleto concludethat, for patients, thesetwo aspectstended to merge into one
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common factor. Patients did not distinguish between these two aspects. Figure 2
Illustrates the value of satisfaction in three main factors of satisfaction for all cli-
nics.

1. factor: ' :
hotel services : : . .
2. factor: '

information - : , : : ,

3. factor: : ! . X

quality of care -

Figure 2: Average valuesin factors of satisfaction

o
-
N
W s eranmaan
»
(3
»

b) Differencesamong clinics: Thereisastatistically significant difference between
the best (5th clinic) and theworst (3rd clinic) in global satisfaction with care (see
Figure 3). Inthe sameway, data related to all itemsof questionnairein all clinics
were proceeded. There were some statistically significant differences among cli-
nics—usually according to those of the best and the worst.

Clinics

© N o o » DN =
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Figure 3. Global satisfactioninindividual clinics
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Discussion

Itisnot surprising, that theleast satisfaction wasidentified in quality of hotel servi-
cesin hospital. Patients expressed many comments regarding the quality improve-
ment in thisarea (in open-ended question). In spite of thisfact, it seemsthat, in our
conditions, _they are able to tolerate some problems and shortages in these services
regardless to their negative impact on the global impression and satisfaction with
hospital care.

Thebest valuein satisfaction wasreached in the 3rd factor —quality of care. Thereis
the strongest relation between this factor and global satisfaction. Patients are as
equally satisfied with the hospital care asthey are satisfied in this aspect of care. In
thisfactor, there was closely connected satisfaction with ,, technical“ quality of pro-
cedures provided by the physicians and nurseswith interpersonal behaviour of both
groups. It ispossible to conclude, that satisfaction with interpersonal aspectsof care
could be considered as type of filter through which patients perceived the ,, techni-
cal“ quality of care. When patientsare satisfied with interpersonal behaviour of phy-
siciansand nurses, they believethat physiciansand nursesreally want to use all their
professional competencein caring for thelir patients.

Information: The items of this factor are in the second position from the point-of-
view of satisfaction with hospital care. Theresultsof our survey verified that appro-
priate and understandabl einformation about illnessand itstreatment determinessig-
nificantly positive patient experience with hospital care.

Conclusion

Satisfaction in this concrete hospital is quite high. But there are some differences
among clinicsin all aspectsof care. In our survey, differences between the clinic on
thefirst position and clinic on the last position were mostly statistically significant.
These outcomes could be very useful and inspiring for hospital management aswell
asfor health personnel.

References:
Hnilicov4, H.: Pruzkum spokojenosti pacientu, atestaeni prace, SVZ IPVZ Praha 1994
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Patient satisfaction surveysasapart of quality assurance
in Czech hospitals

Hana Janeckova

On the basis of previous experiences from the study of patient satisfaction in 1994
(Hnilicova, 1994), aresearch project has been prepared for 1997-1998. The purpose
Isto describe the present situation of patient satisfaction research in the Czech Re-
public and to devel op the methodol ogy whichwould allow comparison of patient sa-
tisfaction in different hospitals. Finally, severa typesof hospitalswill be compared,
using innovated methodol ogical tools.

Situation in hospital care

Theapproach to hospital care haschanged radically inthe Czech health policy. From
the broadly liberal approach and rapid privatization, emphasis has moved to more
coordination, public interest, cost-effectiveness and standardization. Thereis a sort
of financial crisisin hospital care, which isjust a part of the global financial deficit
in the whole health care system. The costs of hospital care have increased enor-
mously during the last five years. They represent about 60% of the health care bud-
get, including in-patient and out-patient hospital care. Although the number of hos-
pital beds has decreased, aswell asthe length of stay and even the number of physi-
cians, the costs have increased as aresult of growing wages, growing cost of medi-
cine, medical technology, energy, etc. In addition, increased solidarity and afee-for-
service payment system for medical care have caused a huge increase in the cost of
health care in this country. It is generally accepted that the previous, very liberal
transformation of health carerelying solely on market mechani smshas not been suc-
cessful, and the system does not work effectively enough.

A new concept of reform has been prepared for the government by the Ministry of
Health and new principles have been suggested regarding hospital care:

1. The centre of health care must be moved from hospitalsto primary care. Primary
care must overtake therole of gate keeper and must be improved in quality.

2. Hospital care must be provided mainly when any other type of health careis not
effective enough. The type of care must be appropriate to the actual condition of
the patient.

3. Hospital bedswill berestructured and reduced to the European level. The number
of expensive acute beds will be transferred to long-term beds or even to social
beds (belonging to the sector of socia affairs).

4. A network of health services and the standardization of hospitals will be imple-
mented

5. Investmentsfrom the state budget on high technology and building will be strictly
regular.
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6. Changes in the manner of payment will bring a cumulation of procedures to
more global units of payment (DRG, hospital days, global prospective budgets).
Co-payment will be asked in given cases such as direct access to a specialist or
long-term care.

Although some of the mentioned points are still to be discussed and can be changed
only before the new law will be approved in 1998, quality assurance is being em-
phasized in all proposals of the reform. Effective care of high quality is seen asthe
way of saving money in the hospital sector of health care. Concernin quality will be
necessary in the process of restructuralization of beds, reduction in the number of
hospitals, the accreditation process, competition for public orders, contract negotia-
tionswith insurance companies, preparing standardsfor hospital care, guidelinesfor
the most important and most frequent diagnoses and competition for patientsto influ-
encetheir choice of hospital.

What hasbeen doneregarding patient satisfaction?

The present situation in hospital care showsthat patient satisfaction surveyswill be-
come an important part of quality assurance in Czech hospitals. Until now, we can
identify two periodsinthe application of these surveys. Inthefirst period (1990-92),
only rare and unprofessional attempts to investigate patient satisfaction were
performed. In the second period (1993-97), rapid development of patient satisfac-
tion surveys started spontaneously, depending on theinitiative and the motivation of
the hospital management. Only afew surveys were an integral part of the quality
assurance programin ahospital. Thereisno information about the effectivenessand
quality of the surveys, about their continuity and utilization or about the number of
hospitals which have performed patient satisfaction surveys. We know nothing ab-
out the validity and reliability of questionnaires. Thereisvery little information ab-
out the results of the surveys, what factors of patient satisfaction were identified or
how the results were used by the management of the hospitals.

Description of thecurrent situation in patient satisfaction research

We redlize that the good contacts of the School of Public Health with many hospital
directors who have participated in our courses make it possible for us to collect in-
formation regarding the surveys which have been donein Czech hospitals. A sort of
metaanalysis of patient satisfaction surveys performed in three large hospitals will
be done through the expert’s study. In an additional 200 hospitals, the directorswill
receive a questionnaire in which they will try to evaluate the surveys executed in
their hospitals by answering the given questions. Both the meta analysis and the
questionnaire will be oriented to the description of the attitudes of the hospital ma-
nagement to patient satisfaction surveys, to their understanding of the aim of these
surveysinrelationto quality assuranceandtotheutilization of theresultsin practical
management. In addition, we shall evaluate the methods used in patient satisfaction
surveysinthe Czech Republic and the contents of these surveysaccording to thefol -
lowing scheme:
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Evaluation of methods

Way of application: questionnaire — given to patients and collected in the
department before discharge or sent and
collected by post after discharge

interview — personal or by telephone

L ength of questionnaire: how many items

Return rate: percentage of collected questionnaires from number distributed
Anonymity

Assurance: Way of control of possibleinfluence of personnel

Sample of respondents: selection, number, representatives

Time specification: Timelimitation of datacollection

Periodicity: Frequency of repeating theinquiry

Any problemswith application Quantitative analysis of obtained data: Level of
classification, correlations, factor analysis

Evaluation of contents: Factor sof patient satisfaction investigated

Perceived quality of medical care

e professional competence of physicians
professional skillsof nurses
human approach of physicians and nurses
communication skills of physiciansand nurses
information to patients
privacy during procedures
admission and discharge procedures

Perceived quality of hotel services
e cleannessand order
e Mmealsfor patients
e scheduleof day
e patient safety

Perceived quality of socidl life
e Visits, programmes, activities, TV, telephone

Global satisfaction
e direct question
e non-direct question (for example, if the hospital was recommended)

| dentification questions. gender, education, age, length of stay, seriousness of
the disease, global health status, life satisfaction, returns to hospital, other
indicators.
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Comparison of hospitalsand evaluation of differences

Factors would be classified and the most frequent and important of them would be
identified. The data disposable until now show remarkable similarity in factorsin
various hospitals. The experience and technical skills of physicians seem to show a
high correlation to global satisfaction, while “hotel services’ are not so important
fromthis point-of-view, evenif they are usually evaluated astheworst of all factors.
Somedifferences, accordingtothetypeof healthinstitution (central hospital, district
hospital, long-term institution) are expected. Differencesin global satisfaction bet-
ween hospitals will be evaluated from the point-of-view of the method used. The
hospitalswill be compared according to the utilization results.

Construction of the new methodological instrument for patient
satisfaction surveys

After finishing theanalytical period of the project (1997), we shall usetheresultsfor
the construction of the new questionnaire and for the standardization of the process.
The method should beimproved so asto makeit possibleto useit universally for the
comparison of patient satisfactionin various Czech hospitals. Thequestionnairewill
be used and standardized in the second year of this project (1998) through the pati-
ent satisfaction survey inthreetypesof health facilities: University hospital, District
hospital and a special treatment institution or nursing home.

Because patient satisfaction research was performed in 1994 in the same University
hospital, the results of both surveys (1994 and 1998) will be compared. Theinfluence
of the transformation processin this hospital regarding patient satisfaction can be
evaluated. In addition, theimpact of possible changesin the quality of medical care
on patient satisfaction will be evaluated.

Conclusion

The presented research project, which hasjust started in the School of Public Health,
wantsto contribute to the improvement of patient satisfaction research and its effec-
tivenessin the Czech Republic. Thetarget of the project isto help hospital manage-
ment to improve the quality of medical care through the tools of patient satisfaction
surveys which would be fast, regular, ssimple, easily applicable and understandable
in the presentation of results to hospital top and middle management. It would also
provide reasonable interpretations and acceptable recommendations to all person-
nel, thus allowing for permanent monitoring of the hospital asaliving organism. It
would give meaningful feedback and play an important rolein conflict prevention
and other management problemsin ahospital. For insurance companies, state admi-
nistration and other bodies involved in the accreditation process and in contracting
health services, it would hel p to eval uate heal th care servicesfrom the point-of -view
of the needs of patients and to assure health care of high quality for the population.
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M easuring patient’ssatisfaction in our hospital

Marta Kovacs

Evolution and history

Our Hospital wasbuilt during the years 1926 to 1929. At that time, it had 1000 beds,
and wasresponsiblefor the county of Vas and the town of Szornbathely.

Theremodelling of the hospital began early inthe 1960s. The operating theatres and
the departmental buildingswererenovated in 1966. The new, modern surgical wing
and the internal medicinewing were built in 1970. The latest results of the remodel -
ling were the maternity, radiol ogy, laboratory and oncology wards.

At present, the hospital is under the jurisdiction of the commune. It isauniversity
teaching hospital, with 1437 beds and 24 departments, responsible for the county of
Vas but also open to patients from other counties.

Our hospital isin an old-fashioned pavilion style and it is difficult to meet modern
working conditions.

The measurement of patient satisfaction has been of major concern in medical care
research. A general satisfaction measure providesan assessment of physiciansand of
themedical care delivered, while aspecific sati sfaction measure assesses past expe-
rience with theregular care provider.

Since 1988, patient satisfaction in the hospital has been measured. Datacollectionis
by questionnaire. Since 1994, all datarel ating to satisfaction have been studied, eva-
luated and taken into consideration every half year.

Data collection involves the nurse's drawing attention at registration to the follow-

ing:

e itispossibleto expressviews about satisfaction with all the services provided in
the hospital;

e theformsare set out inthesitting room;

e expressing viewsisvoluntary and anonymous,

e the completed questionnaires can be placed in the box in the hospital ward, when
leaving the hospital.

The patients receive simple questionnaires. The questionnaires will be processed
each semester. The number of questionnaires processed isillustrated inthefirst dia-
gram. The small quantity inthefirst semester of 1995 was due to acomputer defect.

Every six months, datawere assessed by the head of the department. All the datahave
been studied and evaluated by a control commission, and the departments get feed-
back on theresults.

Dissatisfaction with theaccommodation:

e Intheolder departnents, there are no sitting rooms; the beds are uncomfortabl e;
the telephone serviceisold.
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The necessary steps:

e Therenovation of the older departments, although sitting rooms cannot be con-
structed in all departments because of the unsuitability of the type of building.

e Changingtheoldbeds; but sincetherearefinancial problems, thiscan only becar-
ried out step by step.
Dissatisfaction with the cleanliness of the bathrooms:

e Intheold pavilions, there arefew bathrooms; there are often repair works, which
give a bad impression; and during the repair works they are out of use; patients
often smoke in the bathrooms.

The necessary steps.

e Indicating smoking areas; establishing a patients’ education programme in the
departments; no smoking noticesin the hospital.

Dissatisfaction with food:

e Patientsdo not likethediet food prescribed by physicans; most peoplein Hungary
prefer thetraditional food containing fat and spices.

The necessary steps:
e Dieticians should give advice and organise programmes for patients about

healthy eating.
Emer gency stand-by servicesand contact with nursesand physicans:

e Patients, mainly in-patients, are dissatisfied with emergency stand-by services,
and the restricted number of nurses on nightshift; the number of nursing person-
nel istoo small, and the nurses cannot spend the necessary time with patients.

The necessary steps.

e Instruction and education programmes for the nurses; do not allow the financial
situation of the hospital to limit an increase in nursing staff [or ‘the financial
situation of the hospital prevents an increasein nursing staff’].

At theorganisational level

e Most patients complain about the long waiting timefor care.

The necessary steps.
e Theorganisation has been rationalised, and the care days are shorter.

Instructionsat registration and discharge

e Old people do not understand the information; at discharge they do not receive
advice about risksand lifestyle.
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e Physicansfail to spend the necessary time with the patients and also fail to give
additional written information.

The necessary steps.

e Instruction for the staff on giving advice to in-patients; organisation of health
education programmes on varioustopics.

Around 15-20 per cent of patients leaving placed completed questionnairesin the
box. Explanations of thelow completion rate are:

e dlderly patients cannot understand the questions;

e thenursesdo not draw attention to the existence of the questionnaire;

e fear of peoplein charge;

e disagreement with the method;

e lack of interest.
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Part 4

Health Promotion
For Hospital Staff
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Introduction
Pauline Fielding

Health promotionfor hospital staff and their healthisanimportant focusnot only for
the staff themsel ves, but also for managerswho have avested interest in maintaining
ahealthy and productive workforce.

Session 1 of thischapter considersinterventionswhich might combat organi sational
stress and includes not just organisational approaches to the management of change
but to serious crises which can and do occur from timeto time.

Session 2 is concerned with the assessment of health status of hospital staff. The pa-
persin this session range from the assessment of smoking prevalence amongst stu-
dent nurses, muscul o-skeletal disordersamongst nursesand clerical staff and whole
workforce health assessment.

In Session 3, some likely interventions are discussed. Interestingly, although from
different authors, the interventions (relaxation courses and back school training,
policies on smoking, and empowerment of staff) aredirectly relevant to thoseissues
discussed in Session 2 of this chapter.
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A hazard control approach to occupational stress
Margaret Johnston

Introduction

Theaim of the presentation isto provide information on an NHS project researching
Mental Health At Work. This project was initiated in 1995, within Borders Health
Board, South East Scotland (UK). Subsequent years have seen the devel opment and
implementation of an action framework appropriateto thefindingsof the project and
to the needs of the rapidly changing health service. Indeed government reforms to
Health Promotion in Scotland, re-directed the project itself in 1996. This paper re-
flects progress made to date and a proposal for the way forward in the devel opment
of amodel to address organisational stress.

Background

When reviewing the literature, there appears little consensus of opinion on defini-
tions of Mental Health and Mental Health promotion. Similar difficulties arise
regarding primary, secondary and tertiary stress prevention. Therefore for the
purpose of this paper, working definitions are offered in Appendix 1.

The prevalence of mental health problemsinthegenera populationisvery high, and
even higher level s have been documented in workplace settings. Thisisparticularly
the case within the NHS. Furthermore, in arecent survey of 112, UK companies
showed that 65% believed stress was the most important health issue within their
workplace.

Thefinancial cost to industry has been conservatively estimated at £5.3 billion per
annum, equivalent to theloss of 9,000to 10,000 full time staff for theNHS. Morere-
cently, 1996 figures (1) released indicate that 360 million working days arelost an-
nually through sicknessat acost of £8 billion (approximately ECU 9.5 billion). Half
of these are, reportedly, related to workplace stress. Overall within the UK the cost
of occupational stressis approximately 10% of the Gross National Product (GNP).
Compared to other European countries Denmark (1990) 2.5%, Finland (1990) 3.5%
and Sweden (1990) 5.1%.

The causes and influences of work-related stress are many and complex, involving
intraand inter-personal issues; group and organisational processes. Tangible issues
such asisolation, bullying, violence, job insecurity, long/unsociable hours, work un-
der/over load are asimportant asthe *lesstangibl e’ issues such as poor communica
tion, little/no feedback and a non-supportive organisational work culture. It isfrom
within this scenario that the research project has evolved.

This paper outlinesthe four stage process of the Mental Health at Work initiative.
Stage 1 —the pilot project, Stage 2—implementing the action framework, Stage 3 —
Thehazard control approach to stress, Stage4 —Theway forward —the devel opment
of an organisational model for occupational stress. At the present time (summer
1997) we areimplementing stage three and planning stage four.
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Stage 1: ThePilot Project 1995

The Framework for Action (1993) reminded Health Boards and Trusts of their re-
sponsibility and exemplar rolein supporting and encouraging staff to improve their
own health, and identified the development of arange health promoting policiesin
theworkplace. They also specified that ‘ mental health’ should be apriority.

Aims and Objectives of the Project:
e Toidentify levelsof stress; stressors; and individual coping strategies

e To provide feedback to the individuals and to the organisation from the quest-
lonnairein the form of areport.

e Todevelop actions oriented towardsindividual and organisational change and to
improve individuals mental health status.

e To develop arange of actions for Occupational Stress covering promotion,
prevention, treatment and rehabilitation.

Funding was provided by Borders Health Board with the contract being awarded to
Touche Ross Consultants, an English based company.

Mental Health, Stress and the Workplace Consistency of terminology isthe key to
any mental health project. Our project focused primarily on stress, because this con-
cept is consistent with aholistic understanding of health as outlined previoudly. Itis
increasingly recognised that stress at work is amajor cause of mental health prob-
lems. Thiswasthe rational e behind the project focus.

Process— Assessing Needs:

Needs Assessment is fundamental to health promotion not only to determine size,
nature and the pattern of stress, but also the actual consultation processitself encou-
raged future participation and ownership of the project. The stages of the project were:

e Stagel Project preparation

e Stage2 Datacollection, both quantitative and qualitative (OSl)

e Stage3 Dataintegration, analysisand project report

e Stage4 Development of recommendations, interventions and implementation

strategy
OSl in Stage 2 refersto the Occupational Stress Indicator, aquestionnaire based tool
developed by Cooper, Sloan and Williams (1988) and was used as the main instru-
ment to establish the level and nature of participants occupational stress.

Outcome:

Key findingswere structured into four main categories
e General mental well being

e Sourcesof stress

o Effectsof stress

e Coping strategies.
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Recommendations:

e Dissemination of results—as quickly aspossible
Workshopsfor managers

Mental Health policy

I mplementation strategy

Devel oping the action framework

Stage 2: TheAction Framewor k 1995/1996

To assist with this process of implementing, identified interventions, an ‘action
framework’ was developed (see appendix 2). This matrix was introduced to help
participants focus resol utions from two perspectives:

e Atthreedistinctlevels—individual, group (department, ward) and organisational.

e Acrossafull range of interventionsfrom mental health promotion to
rehabilitation.

A monitoring procedure was set up to ensure implementation of the interventions.

Stage 3: A hazard control approach to occupational stress 1996/1997

Therational e behind this approach being adopted is because:

e It hasproved effective within the health and safety system.

o |t offersasystematic problem solving framework.

e It supportsthe plethoraof information surrounding the management of stress.

e Itisbased on sound theory.

Yet, thereisadearth of well designed evaluative studies addressing mental healthin
the (NHS) workplace setting, using this approach.

Thefirst phasein our research isto explore the concept of risk:

e Definition/perceptions of the concept of risk — how much gender, age and occu-
pation affect the perception of risk.

e Identification of ‘at risk’ groups—who
e ‘Risky’ behaviours/risk appraisal
e Health consequences

e Role of health education/health promotion.

Thereafter thereisaneed to:

e Recognise and acknowledge legidlation

e Themanagement of the current legislation
e Action control —thecycle

e Implement the process

e Ultimately evaluate the concept
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Stage4: An organisational model for occupational stress 1997

This stage of the research is being planned at present. The research team has been
established and funds are being actively pursued. The proposal at thisstageisto ex-
plore pre-employment screening tools to determine potential employees’ mental
health status (person —rolefit), risk behaviours and organisational behaviour/deve-
lopment. With this stage still in itsinfancy, any support would be greatly apprecia-
ted.

Conclusion

The aim of this presentation was to illustrate how Borders General Hospital NHS
Trust is addressing Mental Health at Work. This comprehensive, long-term study
evolved from agrowing awareness and concern around employees’ mental health.
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Appendix 1

For the purposes of this presentation | would like to offer the following definitions:

STRESS is derived from the psycho-social model, and isthe product of interaction
between individual and their environment. (Cox 1993)

MENTAL HEALTH isviewed asan integral part of overall health or well being and
Isintegral to physical and social health. In this context the term encompasses not
only the absence of mental ilIness, but also positive aspects such as quality of life,
high morale and good self esteem. (W.H.O. 1946)

MENTAL HEALTH PROMOTION. Empowerment is central to thisconcept andis
reflected within the definition of Health Promotion —the process of enabling people
to increase control over their ownlives...” (W. H. O. 1986)

Confusion surroundstheterm’ Mental Health’ not least becauseit isfrequently used
in place of theterm *Mental llIness’, on the groundsthat thisisless stigmatising; si-
milar confusion surroundsthe term * Mental Health promotion and Stress'.

Inaddition | offer these definitionsin relation to stress prevention:

Primary: Relates to taking action to reduce or eliminate stressors (sources of
stress).

Secondary:  Relatesto increasing the awareness of stress and providing opportu-
nities for employersto develop the necessary skills to manage their
stressmore effectively.

Tertiary: Relates to rehabilitation and supporting employees who have or are
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Appendix 2

Table 1: ACTION FRAMEWORK

Group

Individual

Mental Health

Promotion

Organisational Constructive

feedback on
performance

Team building
activities

Takeholidays

and lunch breaks

Prevention*

Treatment*

Review/develop- Accessto
ment of atraining counselling

policy.

Staff personal
appraisa
interviews.

Training
programme
surrounding
mental health
issues

Participatein
training e.g.
assertiveness

support

Peer support

Self referral to
Occupational

Health Services

or counselling
services

Rehabilitation*

Personal policies
providing flexibility
on taking up
employment again
(e.g. intermsof
responsibility and
time)

Caring and sensitive
support structures
for individuals
returning to work

Develop awareness
of stress-inducing
situations and coping
strategies
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Critical incident debriefing of staff involved in thewest
of Scotland E. Coli 0157 food poisoning outbreak

Mark Kennedy

The food poisoning outbreak involving E-Coli 0157 from 22nd November 1996 to
January 1997 isdocumented, intermsof fatalities, asbeing theworld's second worst
incident of itskind. Theincident occurred within the Lanarkshire areain the West of
Scotland, with the source of the outbreak traced to alocal butcher selling contami-
nated meat. The Infectious Disease Unit (IDU) of Monklands Hospital, situated in
Airdrie, near Glasgow wasresponsiblefor managing theinfected popul ation. Onthe
22nd of November ‘96, five confirmed and ten possible cases of E.Coli 0157 were
admitted. Normally the IDU receives less than five admissions per year. In the
following days the resources within the Unit became increasingly stretched, with
over fifty patients admitted during the first week. In total over 160 patients were
admitted in afive week period.

Emergency clinics set up at the hospital and within the local community dealt with
over 2000 referralsin thefirst 14 days. The hospital also set up atelephone helpline
manned by nurses experienced in counselling skills, in an attempt to provide accurate
information and to reduce the prevalence of fear within the local population. Over
the outbreak period the hel plinereceived morethan 15,000 calls. At the height of the
incident 53 beds were occupied by patientsinfected by the E. Coli 0157 bacterium,
requiring the extra services of 24 agency nursing staff. 19 patients, all elderly, died
asaresult of the outbreak.

The physical and mental consequencesof continually working within such demand-
ing conditionsfor aprolonged period of time arewell documented (K ennedy-Ewing
1989, Gilliland 1988, Robinson 1995). In order to addresstheresultant high level s of
stress, perceived by the staff involved in managing the incident, a debriefing

Goal of theDebrief

Cognitive Emotional
Responses Responses

Team C'ohesi on

Figure 1: Goal of the Debrief
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programme, particularly aimed at nursing staff involved wasintroduced. The goal of
the debriefing programme was relatively simple. “ To explore both the cognitive
and emotional issuesin apositivemanner, resultingin areduction in stressand
an increasein perception of achievement and teambuilding.”

There were many aimsinvolved within the process...

Aimsof the Debrief

< Provideforum allowing voicing of experiencesand reactions
% Normalisestressreactions

% ldentify employeesrequiringindividualistic input

% Increaseteam moraleand Unit identity

< Demonstrate staff arevalued by the or ganisation

Figure 2: Aimsof the Debrief

The debriefing sessionswere structured around Jeffrey Mitchell’ s pioneering model
developed regarding emergency services staff (Mitchell 1983), with aslight modifi-
cation withinthefinal stage of the debrief. The processinvolved thefacilitator guid-
ing the staff group on ajourney beginning and ending at the cognitive state via ex-
ploration of emotional issues. The processis subdivided into seven stages.

Critical Incident Debriefing

M odel
M odifed Mitchel
M odel Individual
Reinfor cement
Phase2 ——— ¢
Phase 7

-«— Phase6

Phase3 ——»
' <«—— Phaseb

}

Phase 4

Figure 3: Critical Incident Debriefing Model
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Thefirst stage (Phase 1) is fundamental to the success of the programme. Here the
ground rules and boundaries were set and agreed by all staff involved. Up to 30
minutes were spent reassuring staff that the facilitator was totally independent and
that thisprocesswas owned by the staff intheroom. Timewas spent gaining thetrust
of the staff aswell as creating an environment where individualswere ableto contri-
bute freely. Thisinvolved agreement around issues such as confidentiality (“What's
said in theroom, staysin theroom.”), and all participants being viewed equally re-
gardless of status and grade. Many staff required repeated reassurance that senior
management would not be made aware of the results of the debriefing sessions.

Once staff were comfortable with the setting and boundaries, the debrief began by
each person in turn explaining their perceptions of events during theincident period
(Phase 2). The details and varied perceptions recreated the event for the group as a
whole. This gradual piecing together of the facts proved to be the easiest and least
threatening method in initiating discussion within the group. Further discussion
aimed at what the group were thinking at the time follows (Phase 3), thisresulted in
more personal aspects becoming involved and began the transition towards an emo-
tional level. Thefourth phase, or reaction phase, addressed theworst part of theinci-
dent for the participants, with anger, rage, frustration and manifestations of helpless-
nessall clearly displayed.

After exploring al theissuesthe processreturned to encouraging the group to describe
their physical, behavioural and cognitive reactions during the outbreak (Phase 5).
Thefacilitator thenled the groupin explaining the variousramificationsof stressand
the many ways of naturally coping with extreme conditions, encouraging staff to
view these as*“ Normal reactions by normal peoplein abnormal circumstances.”

The final stage encouraged the participantsto reflect upon their main stresses. Two
boardswere provided, one marked “ Personal Issues’ the other “ Professional | ssues”
and the participantswereinstructed to sel ect their 2 main stressors, writethem down,
and pinthemto therelevant board. They were encouraged to do thisasif they would
now be leaving the issue in the room, and not taking it with them back to the work-
place. After the process was compl eted a short period of time was set asidefor gene-
ral informal discussion prior to returning to duty. This period was usually very ani-
mated asindividuals realised they had travelled through a difficult process success-
fully.

The main issue and stressor to most staff involved surrounded inadequate internal
communication during the event. This combined with lack of role clarity (self and
others) exacerbated an already demanding situation. Thefindings are given below:

Staff Profile

38 nurses (all grades), 4 Medical Staff, 1 Senior Nurse Manager, 4 Ward Managers,
2 Infection Control Sisters, 6 Ancillary workers.

Findings

No significant problems, other than fatigue with Medical & Ancillary
workers. However with nursing staff the following were identified as problematic:
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e 81% experienced frequent sleep disturbance
o 52% recall responding inappropriately

o 39% recall frequent loss of concentration (with simple tasks)

e 18% experienced an intense perception of being unable to cope (wave of panic)

Main stressorsidentified
o 92% unaware of “bigger picture”, strategic management
e Work becameincreasingly reactivein nature

e Ward manager’s time increasingly spent co-ordinating other overspill areas,
resulting in lack of decision making

ManagersFindings

e 70% unclear of role boundaries

e 58% felt unsupported by peers and senior management
e 58% blamed poor communication across disciplines

e 42% had problems devolving responsibility

e 28% were stressed by mediademands

Action taken

e Review of Hospital “Magjor Emergency Plan”

e |DU developed plansto address communication issues

e Training in debriefing techniques offered to ward managers
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Psychiatric, psychosocial and stressassessment in pre-
employment screening for nursesand other health careworkers

Ulrich Soessdl

Introduction

Pre-employment screening is undoubtfully an important measure in occupational
medicineto protect people at risk from entering into apotentially hazardous profes-
sion. The interest in pre-employment screening is not alone restricted to the appli-
cants or to the occupational health services. The employer himself has an increased
Interest in selecting applicants which fit to his special needs. Thus, not only medical
reasons are dominating the discussion on pros and cons for selection proceduresin-
cluding medical screening programsbut al so argumentsthat follow thetrack "how to
adapt the worker to theworkplace” and not, asit is postul ated, how to adapt work to
theworker.

In contrast to pre-employment screening for chemical or physical health hazardsthe
discussion of apotential pre-employment screening for psychiatric, psychosomatic,
psychosocial health hazards has to face more and other problems. The measurable-
ness of disordersand diseasesisagreat methodol ogical problem dueto lacksin me-
dical history of the applicants, lack of criterial clarity for psychiatric and psychoso-
cial disorders, lack of valid indicator variables that allow a sensitive prediction of
health consequences (besides other consequences, e. g. quality of job performance
etc.). Thereisaneed to make adistinction between the different purposesof pre-em-
ployment screening and of health surveillance when performing ajob. Pre-employ-
ment screening can deliver information on the health status of aperson but hasto ex-
pressin some kind of probability assessment whether this person will suffer from a
diagnosed disorder or disease when performing thejob. Health surveillance seemsto
be a much better measure to control the potential health hazards of ajob to a person
with pre-existing mental/emotional or psychiatric disorders, impairments or physi-
cal handicaps. So conclusionsof health surveillance programs can, but must not pro-
vide the information needed to decide whether pre-employment screening can be
helpful both for the applicant and the employer and if it isreasonablefrom an ethical
point of view.

Another dimension of our problem isthe specific character of work in ahealth care
profession compared to other professions e. g. in the construction industry or in ad-
ministrative or clerk professions. Work analysis of patient centred work in the medi-
cal and nursing profession has demonstrated that the role strain of physicians and
nurses can be very different but that both have to function within agroup of co-wor-
kersand intheir work with patients. So the purpose of pre-employment screening for
health care professions could be athree-fold one:

e to protect the health care worker from self-damaging or aggrieviating his health
status;

e to protect colleagues and employer from failure of the employeein hiswork;
e to protect patientsfrom care- and treatment failure.
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In arecently published WHO report of Cox & Cox (1996) on psychosocial and or-
ganizational hazards at work, the focus lies not on pre-employment screening but on
improving strategies and techniques of controlling and monitoring these hazards.
Their list of hazards includes much more organizational factors than personal
factors: Thefunction and culture of aorganization, degree of workers” participation,
the vision of individuel professional career, role clarity in the organization, content
of work, job demand and stress, decision|atitude, social gratification of work results,
social interaction in work and the compatibility of work and private socia life are
in the eyes of the authors important sources of psychosocial health resp. health
hazards.

Thelr list of possible mental/emotional reactions (besides alot of physiological re-
actions) e. g. on stressin the working life includes drug abuse and addiction, dulln-
ess, depressions, nutritional disorders, disturbances of concentration, sleeplessness,
susceptibility, low self-esteem, nervous breakdown, hallucinations, phobias, post-
traumatic stress syndrom, suicide, fatigue, tremor and stuttering. So when we start to
study psychosocial factorsinwork and work environment in depth, we are confron-
ted with a sophisticated body of knowledge in psychology which could help us do
determine the possible areas of pre-employment screening for psychosocia health
hazards.

Asde Frank & Cooper (1987) could demonstrate, objective stressors of different
character meet subjective stressors and |lead to the choice of acoping strategy which
can have certain outcomes in both positive or negative way. The stressors, the pro-
cess of coping and the handling of results of coping are modified by personal varia-
bles (independent from work related stressors) like age, gender, negative affectivity,
optimism, locus of control, hardiness or type A-behaviour. It is not surprising that
most of the scientific debate is concentrated on the process of coping or intervening
health hazardous structures, procedures and dynamicsin the workplace, whereas|i-
ttleisdiscussed on the possibleimpact of pre-employment screening on future perfor-
mance of job and coping with stressors.

Assessment and interventionsfor occupational mental health asdiscussedin alot of
publications on stress and well-beeing at work (e.g. Quick et al. 1992) form the body
of knowledge we can useto find answerson the question whether planned or already
practiced screening procedures are feasible, applicable, helpfull and ethically un-
doubtful. At the moment only avery few results are reported in scientific literature.
Often potential alcohol and drug abuse and its pre-employment screening in health
careworkersisreported with contradictory results.

Preliminary conclusions

Itisdifficult to come to conclusions when experiences and scientific results of pre-
employment screening are as scarce as described in this short review. General re-
commendations like the screening guidelines of the U.S. Preventive Services Task
Force (2nd edition) e.g. for depression, drug abuse, suiciderisk, problem drinking or
other chronic mental disorders and handicaps prefer a very cautious position when
recommending screening in asymptomatic patients.
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Perhaps aguide to professional practice in pre-employment screening published by
Lowman already in 1989 represents still the state of devel opment in thisfield because
the questions he rose seem to be valid even nowadays. His catalogue of problems
compromisesthe following, and we should regard them with caution before starting
to implement a practice without scientific evidence:

I's there enough evidence that traditional screening devices which have been
tested in other circumstances are applicable without modifying the interpretation
procedures?

What's about false positive and fal se negative results of screening and what are
the consequences for the employee?

Which kind of psychopathology and mental disorders interferes with job
performance?

Isthereaneed for using multiple measuresrather than basing decisionson results
of only one measure?

What about adjusting the scores within and/or outside the professional group at
risk?

Which kind of further investigationsis needed to get more preciseinformation on
the predictive value of psychological screenings?

Other questions would have to adress whether infrastructure, compliance, and pro-
fessional qualification of occupational health services staff is sufficient or wether it
would be necessary to train them intensively before starting screening programs.

Psychosocial health hazards and psychopathology in health care workers are em-
bedded in the same way into a context of avoiding unfavorable working conditions
asisthe casefor other industrial work designs.

101



Ontheway tointerdisciplinary teamwork —
A journey full of mishaps

Sonja Novak-Zezula, Ursula Trummer

Interdisciplinary teamwork as precondition for handling the complexity
of hospital work

Hospital sas one of the most compl ex organisations of modern society are character-
ised by a highly specialised division of labour. Communication and organisation
build the linkage between the different professional qualifications and therefore are
basic preconditions for the integration of different kinds of knowledge, skills and
performances and strongly influence the quality and efficiency of interdisciplinary
teamwork. Teamwork is built up by processes of social learning. Realising, reflect-
ing, and analysing the social connections and consequences are most important and
necessary. One strategy to realisetheseidealsisto establish ameta-level of commu-
nication wherereflection becomespossible. Creating ahealthy hospital organisation
needsinvestment in thedirection of devel oping their capacity of self observation and
maodification through meta-communicative processes.

Thedesign of the study and central results

The presented data are drawn from an empirical research and innovative project on
structures of communication and interaction between the staff members of one spe-
cificinternal hospital ward (comp. Novak-Zezulaand Trummer, 1997). Over aperi-
od of three months a combination of five qualitative methods was applied: unstruc-
tured and structured participant observation, SY MLOG, narrative interviews, and
survey-feedback.

The gap between individual ideal conceptions and every-day perception aswell as
discrepanciesinroleanticipation, lead to dysfunctional communication between the
staff members. Interdisciplinary teamwork is negatively affected by the lack of
formally installed opportunitiesfor interdisciplinary communication on aprofessio-
nal aswell ason asocial level. Thedisregard of theimportance of communicational
processes for efficient teamwork hinders the adjustment and balancing of the diffe-
rent role anticipations according to professions. Perceptions, attitudes, values and
concepts were measured and visualised with SYMLOG (Bales, 1995). The
visualisation of group constellations and individual perceptions was used as an in-
strument to give feedback to the group and to initiate a process of discussion.

Thedatashow crucial discrepanciesbetween the self-perception of medical and nurs-
Ing team members and the perception of their colleagues from the other profession
and between the ideal role conceptions and the actual experienced , typical“ nurse
and physician. Thefrustration, disappointment, and disillusionment about members
of the other profession and the non-articulation of these feelings in an appropriate
frame and constellation, e.g. in interdisciplinary team sessions, lead to a strategy of
defensive co-operation that is characterised by mystification (comp. Laing, 1992),
attempts to avoid responsibility and explicit decision making. This defensive co-
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operation also contradicts the necessity of involving and integrating the different
perspectives and perceptions in decision making processes, which is an essential
part of teamwork.

Sociological intervention and support

With the instrument of Survey-Feedback (comp. Rechtien, 1995), we formally in-
stalled alevel of meta-communication both as an instrument of intervention and as
aninstrument of collecting data. I nter-professional andinter-hierarchical workshops
were utilised to initiate an organisational development process. On the basis of the
analytic extraction and visualisation of the specific views, motivations, ascriptions
and ways of acting dueto profession and statusin hierarchy, an intensive discussion
was initiated. On the level of socia relationships the group-specific and communi-
cational strategiesof bargaining, decision-making and conflict-coping were connec-
ted with the SY ML OG-results. The group members could at one hand integrate the
SYMLOG-findings into their every-day perception, but also had the chance to go
beyond and find amore distant and reflecting point of view for problemsthey norm-
ally cannot recogni se because of their direct involvement.

Thisposition of self-observation and self-reflection of the group both asawholeand
asindividual members, built theframework for amore analytical and functional dis-
cussion of chosen topics. The central problems were formulated explicitly by the
team members at the beginning of the workshops and an agreement was settled con-
cerning the selection and concentration. The workshops were designed as a social
process consisting of the following phases:

e Phase of defining the problems and subjects

Two main problems of interdisciplinary teamwork were chosen for discussion,
namely (1) difficultiesinthe co-ordination of admission and discharge of patients
and (2) difficultiesin information transfer especially concerning new patients.

e Phase of communication

Anopendiscussionwasinitiated where every member of theteam, irrespective of
hisor her statusin hierarchy or membership inthedifferent professionscould feel
freeto articulatetheir individual perception of problemsand existing coping stra-
tegies. Both problems were formulated by the nurses who had to deal with the
problem that decisions made by doctorsthat influenced their daily routineswere
not communicated and discussed in regard to their consequences. The admission
and discharge of patients gets committed by doctors and patients. The chosen
point of time oftenishard tointegrateinto theroutinesof the nurses. Secondly, the
nurses felt informed to a very marginal degree asfar as the disease, its conse-
guencesand therapies, and the status of information of the patient was concerned.
In thisphaseit was essential for the mediatorsto concentrate on thelevel of rela-
tionships, especially on the culture of communication and conflicts. This gains
special importance because the group showed atendency to take over traditional
hierarchical patterns. Closely connected was the moderation of the discussion
with regard to its contents.
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e Phase of intervention and focusing

In this phase we brought in the results of our survey especially when the articula-
tion of critical statements was difficult for the participants. At this point we
offered recommendationsand suggestionsfor handling specific problemsboth on
thelevel of social interaction and organisation of working processes. The central
point in connection to the mentioned problemswasthe lack of aformally installed
framework for interdisciplinary discussion and case management.

e Phase of future perspectives

Several arrangements were agreed upon immediately in the workshop. They
mainly referred to the division of labour and responsibilities between the profes-
sions. Most important was the agreement on weekly interdisciplinary case meet-
ingswith two formal subjects: (1) basic information about the patient for all team
members and (2) formulation of common aims and related work organisations
concerning all professions.

Conclusion

The experience of the workshops shows that interdisciplinary teamwork can hardly
be handled in traditional structures. It also shows that interventions can be set with
very little effort but can lead to the implementation of ongoing innovation. In this
process aready existing resources can be utilised. Theteam membersareclosely in-
volved ininnovation processes when, through mediation and moderation, their con-
tributions are transformed into concepts for new communication strategies. This
providesthe opportunity to produce enduring reorganisation of team work culture.
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Smoking prevalence among student nurses

Denise Comerford, Veronica O’ Nelll.

Aim
The overall aim of the study isto document the smoking prevalence and attitude to
smoking of student nursesthroughout their training.

Objectives

To assess smoking prevalence and attitudes of student nurses entering a new diplo-
macourseinnursing studiesat St. Vincent’sHospital, to follow up those nurseswho
continue with their studiesat 2nd and 3rd year to assess any changein their smoking
status. A smoking education programme will be offered at each year as part of the
student’s ‘ health promotion” modul e of their training.

M ethods

The baselineinformation was obtained by means of aquestionnaire. Baseline smok-
ing prevalence and attitudes of 56 student nurses were studied within 3 months of
entry to nursing college in October 1996.

Setting

All 56 student nurses accepted into a new diploma nursing course at a large nurse
training college of aHealth Promoting Hospital (St. Vincent'sHospital).

Basalineresults

Number of nurses— 56 (100%).

Average age 18.5 Years.

Numbers of smokers— 25 (44%), of these 6 (10.7%) smoked ‘ only afew but not
every day’.

Average age of starting smoking 15 years.

Average amount smoked ‘ each work day’ — 7.7 cigarettes.

Average amount smoked ‘ each day off’ — 9.2 cigarettes.

The smoking rate among the student nursesis significantly higher than the national
average. A study commissioned by the Department of Health in 1993 reported ana-
tional smoking level of 38%in 17 year olds.

It isplanned to follow up these nurses at 2nd and 3rd year to identify any changein
their smoking status. This baseline and annual follow up information of this project
will allow for amore focused smoking education programme using information
from this study.

105



Self —rated health of personnel in a Health Promoting Hospital
Margareta Kristenson, Elisabeth Warnberg Gérdin, Johannes Vang

Introduction

In recent years, studies of health outcome have been given increasing priority in the
evaluation of health care servicesat the policy level. One essential part in health out-
come measurement following medical intervention is the relevant, structured and
reproducabl e information on the patient’s own perceived health gain. At present at-
tempts are being made to obtain thiskind of information using psychometric instru-
ments and computer technique(l).

At the University Hospital in Linkoping, we are investigating the possibilities of
using the SF— 36 instrument (2—4) asameasure of patients’ perceived health. The 36
guestionsaddresshealthrelated qualitiesof life. SF-36 isageneric questionnaireand
therefore does not ask for specific disease symptoms. Questions asked are such as:

»Canyouwalk upthestairs‘?, Canyou do thethingsyou liketo do, or are you han-
dicapped by physical (mental) problems? ,,Do you feel anxiety”? The answers are
compiled to scoresin the following eight dimensions: Physical function, mental

function, role function impaired by physical problems, role function impaired by
mental problems, social function, pain, vitality, and perceived health.

The questionnaires are self administrated i.e. patients themselvesfill in the ques-
tionnaires. Still , the questionnaires need to be introduced to the patients by the per-
sonnel. Thismay sometimes create problems, for instance when nursesfind it insen-
sitive and even tactless to ask critically or chronically ill people to fill in ques-
tionnaires about their health. In a disease oriented paradigm health and disease are
placed against each other asopposites. Intraditional disease oriented thinking health
Is associated with fitness programmes and ideal weight. In ahealth oriented para-
digm thisis different. Modern health orientation aims at self-worth, self awareness
and coping capacity asthe goal of theintervention. The objectiveislesspain and an-
xiety, increased autonomy and self-reliance, as good alife as possible even in the
face of chronic or fatal illness (5-8).

Obvioudly it is mandatory to discuss this matter with the personnel in order to deal

with their feelings of uneasiness but also with the purpose of introducing them to a
modern view of health orientation in health care. Thisis particularly necessary as
they have most often been educated within adisease oriented frame of reference and
because most of their patientsin fact are chronically ill.

Another perspective isthe personnel’s own health. Often managers have little kno-
wledge about the personnel’s health status. Activities taken to support the health of
the staff are most often reactive towards long term sick leave and seldom proactive
or preventive. One of the central ideasin,, The Health Promoting Hospital“ concept
isfor hospitalsto be modelsfor healthy workplaces. To be able to meet this demand
it isimportant to have agood knowledge of the personnel’s own perceived health.

Aimsof thestudy
e to introduce the personnel to the concept of health orientation of health services
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and to illustrate that health measurements are possible, and to familiarize them
with the SF — 36 instrument.

e to create data on self-reported health amongst personnel, thereby offering valua-
ble information on the health status of personnel in different ages, occupations
and over time, in order to improve the hospital asahealthy workplace.

M ethod

Ontwo geriatric wards and at the Clinic for Pulmonary Diseases, the personnel was
asked to fill in the SF — 36. The participation was voluntary and anonymous. Apart
from the SF — 36 questionnaire the respondentsfilled in their working place, age ac-
cording to 5-year age-groups and their profession, grouped in four: 1) nurses, 2) au-
xiliary or untrained nurses 3) physicians, psychol ogists, physiotherapists or occupa-
tional therapistsand 4) secretaries.

Results

Participation rate was 80 %. 88 persons answered the questionnaire; 33 auxiliary or
untrained nurses, 40 nurses, 10 physicians, psychologists, physiotherapists or occu-
pational therapistsand four secretaries. In the cal cul ationsthe age groups were com-
bined into threegroups; ages20-34 (n=17), 35-49 (n=59) and 50-64 (n=12) years
old. Thevariancewaswithin the samerangeinthethree age groups. The personnel’s
scores on SF-36 was very close to those of the corresponding age groupsin the
Swedish normal population, and if different, the personnel’stotal mean werein ge-
neral higher. This was the case for body pain, general health, physical functioning
and emotional rolefunctioninthegroup 20-34 yearsold and for general health, phy-
sical functioning and physical role function in age group 50-64 years old. The age
group 3549 years old differed little compared to the normal population. They had
higher scores for socia role function and lower for emotional role function. Small
differenceswerefound between age groups 3549 and 50-64 yearsold. Somediffer-
ences were found between 3549 and 20-34 yearsold (Table 1). These differences

Table 1. Comparisons of SF-36 scale scores between hospital personnel of different
agegroups; means(SEM). Also the confidenceintervals(C-1) for the Swedish normal
population of the corresponding age are given (i.e.thelowest and highest confidence
limitsfor the threeincluded age groups). P-valuesfor difference between means.

Agegroup Population Agegroup Population

SF-36 20-34years  C-l 35-49 years C-1 (pop) p-value

Body Pain 86 (4) (75,81) 75(23) (70,76) 0.025
General Health 86 (3) (75,83) 77 (3) (75,79) 0.056
Mental Health 82 (4) (77,83) 79(2) (78,81) 0.063
Physical Functioning 98 (2) (90,95) 90(2) (86,93) 0.012
Role Emotional 93(6) (82-90) 84 (4) (85-87) 0.259
Role Physical 88 (6) (83,90) 85(3) (84-87) 0.701
Social Function 89 (5) (86,92) 89(2) (86,88) 0.992
Vitality 65 (6) (63,71) 66 (3) (64,67) 0.871
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werefound in the same variableswhere 20-34 years old were heal thier than the nor-
mal populationi.e. on body pain, general health and physical function. Comparisons
between occupations showed only small differences; significant in few cases. Thus
auxiliary or untrained nurses compared to the physician group had lower scale
scores on role emotional (81 + 6 versus. 95 + 3, p = 0.04), and nurses compared to
physicians showed a tendency to have lower scale scores on body pain (70 £ 3
versus. 83 + 6, p = 0.07), with a confidence interval for the difference of -25 - 0.8,
indicating alarge [3-error risk because of the small sample size. Theresultsfrom the
threewards differed little.

When discussing the questionnaire together with the personnel, the above mentio-
ned fear of asking serioudly ill persons about health was changed to the contrary. Ha-
ving seen and answered the questionsand having discussed the concept of healthand
thegoal of health services, there was unanimous agreement about the value of thein-
formation obtained through this kind of measurements. It was generally agreed that
theinformation will enhance the understanding of the patients' situation, give amo-
re detailed picture of the therapeutic possibilities and greatly increase the participa-
tory role of the patient both in curative and palliative efforts.

Conclusions

We found it valuable to let personnel fill in SF-36. It gave information on the per-
sonnel’s perceived health. The study showed that the personnel by and large per-
ceived themselves as being in good health. However, differences between occupa-
tionsindicated possibleimportant differences, which need larger sasmplesto evaluate
properly. Also thiswork strengthened the understanding of the instrument SF-36
amongst the personnel and created an opportunity to discuss and deepen the under-
standing of health orientation inthe care of theill. Thiswasimportant because of the
need for the personnel’s closeinvolvement in a proper outcome evaluation .
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Health at work
Lorna Wbods

Thispaper describesthe Health at Work Project in Preston Acute HospitalsUK. The
project isacomplex matrix of interventions managed by a multiprofessional team.

Aims

e to establish baselineinformation on the health of Preston Acute NHS Trust staff

e todevelop arange of appropriate health promotion and manageria interventions
in order to improve staff health and increase the health promotion role of the hos-
pital

e toevauatetheimpact and outcomes of theinterventions

I nterventions

The main activities of the group initially were to agree the range of interventions
which would contribute to achieving outcome targets and their cost effectiveness
and which were likely to make the greatest impact on improving health. The
strengthening (by improving staff support) or adaptations of existing health promo-
ting policies, such as smoking, healthy eating, alcohol policieswere considered im-
portant first stepsin realising these study objectives.

Over 20 events have been facilitated by the Health at Work Group including stress
management workshops, fitness testing and road shows, family fun sports events
and health promotion training. Health at Work activities promoted through impro-
ved publicity in newsl etters, notice boards and the hospital communication system —
Team Briefing. Joint staff and management meetingswere al so used. A brochurewas
issued individually to each member of staff outlining availability of various staff
activitiesand leisurefacilities.

Evaluation M ethods

Quota samples, structured interviews, non-participant observation, staff ques-
tionnaires, review of documentation, e. g. policies, staff attendance, accidents at
work, back injuries.

Results

Some of theinterventions have been evaluated in terms of knowledge and/or attitude
change, but the majority of interventions have not yet been evaluated in enough
detail and in terms of behaviour change.

Conclusions

The aims and objectives were rewritten to ensure they were achievable and measu-
rable. The project team must be representative of all staff groupsto achieve credibi-
lity and support. Beware of raising staff exceptionstoo highly. Publicisefacilitiesal-
ready availableinthe hospital and thewider community to maximisetheir useamon-
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Theroleof staff empower ment in the prevention of patient
aggression and staff burnout at psychiatric hospitals

Reinhold Kilian, Rainer Paul, Hartmut Berger

I ntroduction

Aggressive behaviour of patientsisacommon phenomenon at psychiatric hospitals.
In different studiesit was shown that during one year nearly 25 % of al psychiatric
staff members were aggressively attacked by patients. In a German study including
four psychiatric hospitalswith 2.243 beds aone year incidence of 0,019 of aggressive
acts of psychiatric in-patients was found, that means during one year 2 % of all ad-
mitted patients have been involved in aggressive acts against staff members or other
patients (Steinert 1995; Palmstierna& Wilsted 1994; Whittington and Wykes 1992;
Steinert et al. 1991; Haller & Deluty 1988). For the hospital staff members, aggres-
siveattacksof patientsnot seldomresultin physical injuries. Asit wasshown by Ber-
ger and Paul (1994) 20 % of the work related accidents of psychiatric hospital staff
result from aggressive attacks of patients. Beyond these physical injuriesit must be
suspected that aggressive attacks also result in emotional disturbances of the staff
members. Though there are no systematic datato support thishypothes's, it isknown
from casereportsthat staff memberswho have becomevictimsof aggressive attacks
of patients develop feelings of anxiety, shame and disgrace. In some cases these
negative feelings devel op to serious emotional disturbances such as sleeping dis-
ordersand nightmares. Onelong term effect of such emotional disturbancescould be
burnout which was established to be acommon phenomenon in psychiatric service
staff. Systematic studies on the aetiology of aggressive patient behaviour in psy-
chiatric wards are mostly concerned with the individual characteristics of the ag-
gressive patient. Aggression is thus regarded as a symptom of the mental illness, in
particular as aconsequence of the reduced self control of the patient.

During thelast years, someresearchersstarted to analyse not only the characteristics
of the aggressive patient but also the characteristics of the environmental context of
aggressive behaviour (Whittington and Wykes 1996). As a consequence of the re-
sultsof these studies, it can be concluded that for the prevention of aggressive patient
behaviour in psychiatric wards, the environmental context of the occurred aggres-
sion must be taken into consideration. In particular it seemsto be necessary to find
out which factors will influence whether treatment or caring activities of the staff
members will be experienced by patients as aversive stimulation or not. Though it
will not be possibleto completely avoid aversive stimulation, detecting and controll -
ing these factors could help to reduce aversive stimulation to aminimum.

Description of the study

Inacrosssectional study of 234 staff members of apsychiatric hospital conductedin
1994, we found that the more staff members feel that they can use their personal
competencies in the working process and the more they participate actively inim-
proving their working conditions, the less they experience their working conditions
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as stressful and the more they cope with job stress in an adequate health-promoting
way. At asecond point of measurement 15 month after time one, staff memberswere
additionally asked whether they had been the victim of an aggressive verbal or phy-
sical attack of apatient during thelast year. Furthermore in addition to measurement
at time one, burnout of staff members was assessed at time two.

Thefollowing analysisisbased on the assumption that, when empowerment protects
staff members from experiencing their working conditions as stressful in general, it
could be also afactor which enables them to behave more adequately in situations
where the risk of the occurrence of patient aggression is high. Because empower-
ment was found to be a powerful predictor of active problem-focused coping with
job stress, it could be expected that with increasing empowerment the staff members
will be more ableto cope with the experience of patient aggressioninaway that pre-
ventsthem from harmful emotional consequences, asfor instance burnout.

Results
Active Coping
time,
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Figure 1. Therole of empowerment in the prevention of patient aggression and staff
burnout

Figure one shows the results of a path analysis of the relationships between empo-
werment, the experience of patient aggression, coping style and burnout. Asthe path
coefficientsindicate, empowerment measured at time one lowerstherisk of experi-
encing aggressive attacks from patients during the following 15 month. At the same
time, empowerment increases the ability of staff membersto copewith job stressin
a problem-focused way. Furthermore empowerment and problem focused coping
are both reducing the degree of staff burnout at time two, whereas the experience of
patient aggression between time one and time two increases staff burnout at time
two.
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Ascan be seenin Figure 1 one, thereis no relationship between coping style and the
experience of patient aggression. However it must be suspected that the style of co-
ping influences the relationship between experienced aggression and burnout.

Because it is methodol ogically difficult to include interaction effects into path mo-
dels, the effect of coping style on the relationship between experienced aggression
and burnout was analyzed by breaking down the zero order correl ation between ex-
perienced aggression and burnout by coping style.

140

1204

passive coping

1004

total population

80

active coping

60

Subpopulation
H o * * . .
o e active coping
40- ! ° ° R-Qu. = 0,0423
[
. ° ° % passive coping
5 20 R-Qu. = 0,1607
o °
c Totalpopulation
S _
m 0 : i . . . R-Qu. = 0,0902
-1 0 1 2 3 4 5
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Figure 2: The effect of coping style on the impact

Figuretwo showsthe scatterplot of thisanalysis. Asyou can seefrom theregression
linefor thetotal population, the zero order correlation between experienced aggres-
sion and staff burnout is.30. For the staff memberswho tend to cope with job stress
Inamore active, problem-focused way, theregression lineindicatesthat the correl a-
tion between experienced aggression and burnout isonly .21. For the staff members
which tend to copewith job stressin amore passive emotion-focused manner there-
gression line indicates that the correlation between experienced aggression and
burnout is.40. Thisisto say, for staff memberswho copewithjob stressin an active,
problem-focused manner the correl ation between experienced aggression and burn-
outisnearly half aslow asfor staff memberswho copein apassive emotion-focused
manner.

112



Conclusions

As has been shown by the results of the path analysis and the analysis of interaction
effects, empowerment isacrucial factor in preventing staff membersfrom experien-
cing assaults by patients and al so in reducing the negative impact of such experien-
ceson burnout. What we don’t know arethe mechani smsby which empowerment in-
fluences experienced aggression. From our former analysis on the rel ationships bet-
ween empowerment and perceived job stress, we know that empowerment influen-
cesthe perception of the environment: People with agreater sense of empowerment
arelessafraid of losing control over critical situations. Furthermore, itiswell known
from studies on the process of decision-makingin critical situationsthat people who
fear tolose control tend to take moreinadequate decisi onsthan peoplewho don’t de-
velop such afear.

Inregard to the prevention of patient aggression thefear of losing control over thesi-
tuation by staff members could be asignificant factor. If the above assumption, that
aggression mostly occursin situations where staff members have to do thingswhich
are disagreeable for the patients holds true, it might be that the fear of loosing the
control over a patient’s behavior leads the staff members to act more compulsive
than necessary and therefore increase the risk of aversive stimulation. Testing this
hypothesis would require data which include precise information on how people
with different degrees of empowerment behavein critical situations and how diffe-
rent forms of behavior are related to the occurrence of patient aggression.
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I ntroduction

Carlo Favaretti

Therole of the health promoting hospitalsin their communities has been dedicated
an important task of the Health Promoting Hospital philosophy: the link with the
community and its primary health care services. The 1st session hasbeen focused on
Australian experiences. Theeval uation of arural HPH pilot project was presented by
Susan Baker of the Gatton Health Services (GHS). The objectivesof the pilot project
were:

e to strengthen and support existing health promotion practice;

e toidentify major health concerns of GHS staff and Gatton Shire community;

e toimprove communication within GHS;

[ J

to collaborate with community service providersin thefield of alcohol and drug
abuse and

e toraiseawarenessof the GHS HPH project within Gatton Shire and the Region.

The evaluation wascarried out by analyzing project design, implementation process
and results. Despite some initial methodol ogical uncertainty a change process oc-
curred with the HPH concept providing a systems framework to review and enhance
organizational structure and culture. At the end of pilot phase two HPH Project Offi-
cerswere appointed to devel op and disseminate the HPH concept in Queensland.

Judith Dwyer of the Flinders Medical Centre described the experience of reorga-
nization and reorientation of health care servicesprovided by FlindersMedical Cen-
tre and four major regional partners. To cope with the challenge of the introduction
of managed carein Australia, these institutions signed a voluntary agreement com-
mitting them to form asingle regional health service and to demonstrate the real po-
tential for health gain for people and the improved access to health care. Using the
principle ‘ methods follow goals', the strategy of regionalization was based on the
slogan ‘formfollowsfunction’. The project hasbeen evaluated asasurvival strategy
for public health care agencies faced with a policy of managed care and increased
competition between public and private sector in health care.

The 2nd session has been dedicated to accident prevention. Kieran Hickey presented
theresultsof astudy on‘ Accidental Injury inlreland’ Prioritiesfor Prevention, spon-
sored by the Office for Health Gain. They confirm the potential that hospitals have
to influence policies and the education of the community in relation to accident pre-
vention. Sarifa Kabir (Preston Acute Hospitals NHS Trust) described athree years
programme, carried out through alliances built in the community by the HPH, to as-
sess and prevent accidentsin children aged 0-16. After avery accurate epidemiolo-
gical analysis of accidents, an information strategy was pointed out within the hos-
pitalsand the community. The project iscoherent with the HPH concept and the stra-
tegy ‘ Health of the Nation’. Itsmethod will be extended to other targets (i.e. overdo-
sesand alcohol inyoung teenagers).

The 3rd session has been dedicated to the problems of health promotion and com-
munication in the community. Gunar Baugut presented the experience of Klinikum
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Chemnitz on how to visualize what health promotion means. Following the example
of Altnagevin Hospital in Derry, the Chemnitz HPH created posters. The main diffi-
culty was to distinguish the concept of health promotion in the hospital from health
promoting hospitals also because of the characteristics of the German health care
system. A preliminary evaluation about the comprehension by staff and community
was carried out and an extended communication strategy isin progress. Stig Erik
Westmark (County Councellor and Chairman of the Health Board) and HansNilsson
(Consultant of Internal Medicine) presented the experience of Bergslagen Hospital
in Sweden in building a unifying HPH concept. It is an interesting example of co-
operation between politicians and staff, and of a top down/bottom up approach, in
building abridge between cience and policy-making. In other wordsit isan example
of building apublic policy for health and reorienting health care services. Thispilot
experience will be extended to the whole County, to become a day by day activity,
following two principles: creation of aliancesin the society and cooperation.

Denise Richardson presented the experience of Burnly HPH in creating the hospital
without walls, through acompl ex strategy involving management, staff, patientsand
their families. Thestrategy isconsistent with the program “Heal th of the Nation* and
WHO HFA 2000. A video was a so shown to document results. Hannes Schmidl fo-
cused the challenge for HPH in the light of health care reform in Austria. His pre-
sentation mainly dealt with the benefits of enlarged and proactive communication.
Communication must be understandable, honest, true, correct. Thisis not atrivial
task and needstime, attention and training. He observed agap, if not acontradiction,
between the culture and self-image of the hospital and the needs for communication
and cooperation. This last session has been very stimulating, because severd crucial
topics were discussed:

(@) thecultural, linguistic, political problemsascrucia pointsto communicateanew
concept;

(b) the problems of communication in an extremely professionalized setting;

(c) the problems of building an appropriate information system consistent with the
HPH concept in avery complex environment.
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Evaluation of an Australian rural ,, Health Promoting Hospital“
Pilot Project

Susan Baker

Introduction

Gatton Health Services (GHS) islocated within the state of Queensland and issitua-
ted 100km West of Brisbane. Health services are provided for residents of the sur-
rounding Gatton Shire which hasapopulation of 16 000. The health service consists
of aDental Clinic, Child Health Clinic, Community Health Service and a 30 bed
acute hospital, including accident and emergency, maternity, physiotherapy and
optometry services. A mental health team visit on aregular basis. GHS is acompo-
nent of Queensland Health, alarge government organisation providing health servi-
ces to the Queensland public. During 1995-96, GHS participated in a Queensland
Health Promoting Hospital (HPH) pilot project which included two metropolitan
hospitals, two rural health services and three remote hospitals.

Project Objectivesand Strategies

Objective 1.
To strengthen and support existing health promotion practice.

Strategies. e A hospital newsletter established
e A new integrated Quality Health Committee (agendaitems: Quality
improvement, health and safety, staff development, health promo-
tion, the environment.)
e Collaboration with the Quality Coordinator of anearby regional
hospital
e Support to other initiatives (such asthe GHS Health Expo)

Objective 2:

Toidentify the major health concern/s of Gatton Health Services staff and the Gatton
Shire community.

Strategies. o Staff focusgroups
e Community service provider questionnaire

Objective 3:
To implement a project to improve communication within Gatton Health Services.

Strategies. e Hospital newsletter combined with an existing Community Health

newsl etter

e Communication workshops for staff (topics: Organisational
communication, assertion skills, and problem solving and conflict
resolution)

e Staff suggestions regarding organisational communication
(compilation of GHS communication strengths and suggestions for
improvements)
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Objective4:
To collaborate with community service providers to address the community health
concern of acohol and drug abuse.
Strategies: e Drug and alcohol project briefing session
e Formation of an organising committee to implement the project

Objective5:

To raise awareness of the Gatton Health Services Health Promoting Hospitals Pro-
ject within Gatton Shire and the Darling Downs Region.

Strategies: o Articlesinthelocal paper
e Participationinlocal health service provider meetings
e Poster presentations
e Conference presentations

Evaluation Objectives

Evaluation of the Gatton Health Services HPH Project was conducted to analyse
project design, project implementation, and the success and importance of project
objectives.

Evaluation M ethods

A questionnaire was sent to all Gatton Health Services staff (53 in total) and seven
key informants (health service managers and district managers). Participants were
asked to rate the success and importance of project objectives, strategies and imple-
mentation. The same seven key informants al so participated in taped interviews co-
vering aspectsof project implementation. A grounded theory styleof qualitative ana-
lysiswas utilised to analyse the interview data.

Evaluation Results

The Gatton Health Services HPH Project was rated ‘ moderately successful’ and
‘very important’. Initial project planning was poor and resulted in insufficient con-
sultation, communication and project funds. Inappropriate timing of implementa-
tion and a problematic project management structure also was evident. The Project
Officer assumed therole of facilitator, |leader and advocate and utilised communica-
tion skills based on community devel opment principlesto overcomethe barriersal-
ready listed aswell aslack of support from senior management of the health service.

Project strategiesvalued by staff and managerswerethevisible action strategiesthat
targeted staff directly or targeted the organisational structure. Strategies important
for project successbut not valued and/or understood by the mgjority of staff and ma-
nagers were the developmental or process strategies (such as planning and needs
analysisstrategies).

The strength of HPH wasfound to liein the area of the organisational mission state-
ment with HPH assisting organisational planning processes, providing a structural
framework, facilitating organisational change and functioning asan integrating phi-
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losophy for other organisational reform initiatives. Staff empowerment and the abi-
lity of staff to impact on workplace decisions and practices was also valued by ma-
nagers and staff.

Conclusion

Despite poor initial planning, uncertainty regarding the nature of the concept, and
early project termination, achange process occurred at the rural health service with
the HPH concept providing a systems framework for managers and staff to review
and enhance organisational structure and culture. Commentsindicate that the bene-
fits of HPH directly impact upon workplace culture and service provision. District
managers, local managersand heal th service staff recommended HPH be adopted by
other health services and hospital's, Queensland Health as a whole and even other
businesses.

Following project termination and evaluation, support for HPH has resulted in the
employment of two HPH Project Officersto develop and disseminateaHPH imple-
mentation manual to assist other hospital managers and staff to implement the HPH
concept in Queensland.
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Assessment and prevention of accidentsin children age 0-16
Sarifa Kabir

The annual attendance of children age 0-16 in the Accident and Emergency Depart-
ment at the Royal Preston Hospital is approximately 15,000.

Aims

e to collect and analyse data relating to accidents occurring within the age group
0-16;

e 1o usethedatagathered within this study to provide an outcome evaluation of in-
terventionsaimed at reducing specific accidental injurieswithin children; and

e compare the findings of this project with those of the 1995 children and acciden-
tal injuries project.

Objectives

To identify what accidents are occurring within this age group.
To identify causes of such accidents.

To identify where such accidents are occurring.

To investigate trends across gender within this age group.

To take into account al of the findings and make recommendations for specific
target areas and target agesfor further research and interventions.

e Todisseminaterelevant findingsto various agencies.
e Toevauatetheingestion of harmful products campaign.
e Toevaluatethefinger injuries campaign.

Theproject hasdevel oped over thelast three years, many issues have been highligh-
ted and alliances have been built in the Community, Health Promotion Unitsand Ac-
cident and Emergency Departments. Much interest has been shown on the results
evaluated and the method of evaluation. Many Health Promotion Units haveformed
alliances with their Accident and Emergency Departments. Community Staff,
School-Nurses and Health Visitors have shown a great interest, as it has enabled
them to work with their local Accident and Emergency Departments and set targets
for local campaigns.

Most of theinjuries are occurring in the home such as trapped fingers, head injuries
and ingestion of harmful products. A percentage of them in the age groups 0-4.
Thereforeit is not only important to introduce the prevention of accidentsto child-
ren but also to their carers, such as parents, teachers, baby sitters and older brothers
and sisters. In 1996 most of theinjuriesare still occurring in the home environment,
thereforeit isimportant that heal th education and accident prevention startsfromthe
ante-natal stage.

Thefollowing categories were evaluated, they includefalls, fractures, burns\scalds,
pulled elbows and dog bites, head injuries and sport injuries. 27% of al attenders
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werein the 0-5 age group, with the following injuries. falls down stairs, ingestions,
trapped fingers, burns\scalds and pulled elbows. A pulled elbow is a dislocation of
the elbow joint.

Results:

e Inthe 0-5 age group, head and facial injuries predominate as aresult of falls.
Other consistent and preventable presentations in the age group included pulled
elbows, scalds, digitinjuries, ingestionsand fallson stairs.

e Inthe 6-10 age group, the pattern changes with increasing numbers of extremity
injuriesincluding fractures.

e Inthe 11-16 age group, extremity injuries during sports dominate, overdose ca-
ses and assaults becomeincreasingly common.

Medications can be bought from the local shops, pharmacies and super-markets.
Most people have alot of medicationsin the home that they have acquired over the
years. Itisimportant to discard of medicationswhen they are out of date or no longer
required. Many unintentional deaths are caused by taking medications, even 12 pa-
racetamol can kill.

In 1995 astudy on theingestion of harmful productswas carried out, the attendance
for children age 0—16 was 7%. The attendances for 1996 was less 3%. These figures
would not have been possible without the assistance of the school nurses and health
visitors. A campaign was carried out in the community to bring ageneral awareness
on the importance of storing harmful products such as tablets, cleaning fluids and
oils. Ingestion of medications was the highest category taken, majority of the items
were taken in the home environment in the age groups 0-5 and 11-16. Paracetamol
being the most popular medication taken. The campaign involved the community
nurses, schools health centres, G.P. surgeriesand public places as part of Child Safe-
ty Week. Exhibitions and posters were distributed in the hospitals and in the com-
munity. What is important is that the awareness of storing medications and reading
theinstructions on the medi cation package has continued to be part of the health edu-
cation package in the community. The dangers of taking large amounts of paraceta-
mol isalso being addressed in the community.

A finger injuries campaign was carried out in late 1995 and early 1996. Trapped fin-
gers appeared to be the highest category in finger injuries. Posters and labels were
distributed to 50 schools, there has been ageneral decreasein the severity of thefin-
ger injuries, trapping fingersin car doors still seemsto be the most common finger
injury.

Thelink with the community still remains strong, it isimportant to continue linking
information with the community nurses and keeping them updated with information
from the Accident and Emergency Department. Frequent meetings have taken place
with thecommunity nursesand they are now undergoing their own evaluation onthe
specific accidentsin the schools. A great interest has been shown with sportsinjuries
as these seem to be the most common cause of injury whilst in school. The schools
have become heavily involved in health promotion and are keen on health education
issues and how they can be directed to their children effectively.
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A programme has commenced in Preston since 1995 were posters and comics are
sent to al theinfant and junior schools at selected times during theyear. Loca com-
panies have been very generous in donating money towards the campaign, this has
enabled usto have a health promotion account in the department. Posters and infor-
mation on accidents have al so been sent to many Accident and Emergency Depart-
ments in the country, this has enabled the departments to become interested in the
project and form alliances with other Accident and Emergency Departments, the
community nurses and their local schools.

Adviceisgiven on how the audit work is carried out and how the information is
passed to the children in the schools, the parents and the community workers. Many
Womens groups are interested in Health Promotion and are keen to learn First Aid
and are keen to respond to activities in Health Education with their children. Local
newsfrom their local hospital on accidents seemsto have abetter respond in reduc-
ing the number of accidents and the severity of these accidents. Many local colleges
have also become interested in the project as the students have requested to learn
about their local community on Heath Promotion Activities.

The outcome of this study has enabled the compilation of a profile regarding acci-
dental injury within the target group of children:

Areasthat requireinterventions are malesin need of specific targeting and interven-
tions.

Areasthat require specific targeting are:

e Accidentsin the home environment

e Accidentsduring sports

e Burns\Scalds

e Head injuriesrequire specific attention in terms of targeting and interventions.

L ocal targetsaimed at the area of accidents and children need to be established, tar-
gets must be achievable, yet challenging, relating to the identified needs of this po-
pulation and must be open to evaluation.

Conclusion

Thispieceof research hasaimed to put together acommunity profile of accidentsoc-
curring within children in attendance in the A ccident and Emergency Department at
the Royal Preston Hospital. This research has contributed to what the Health of the
Nation describes as a priority task for the NHS, namely the collection and dissemi-
nation of dataregarding accidents. Such an activity isvital for the overall preventi-
on of accidents at any level, providing the foundation, via the assessment of needs
upon which to set local targets, develop alocal strategy and plan interventions. This
piece of research therefore exists asthefirst crucial step in the development of alo-
cal strategy concerning accidents and children, providing also baseline data by
which any planned activity within thisareamay judgeit’s success.

The point has been reached whereby we have gained avery clear insight into thelo-
cal situation regarding children and accidents, and for those areaswhich are still un-
clear, the need for further investigation has been highlighted. The next step therefore
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Isto make practical use of the information in this project, to begin the process of
devel oping astrategy, to tackle the problems and to meet the needs of the children of
Preston with regardsto Accident Prevention.

Thisresearch hasalso provided eval uation of existinginterventions, highlightingthe
great successwhich has already been achieved. Itisvital that we establish why such
Interventions have achieved these successes so that future interventions may replicate
such success. The results from the evaluation should provide those working in this
areawith great confidence and aknowledgethat we are well on the road to attaining
health for all withinthe population of childrenin Preston andinthe United Kingdom.

Future plans of the project isto continue and build linksthroughout the United King-
dom and Health of the Nation Projects, evaluate specific injuries and set targetsfor
Interventions, such asHead injuries—Burns\ Scalds, Sportsinjuries, Overdoses and
Alcohol inyoung teenagers.

It isimportant that we continuethis project and makethe general public aware of the
accidentsand how they can be prevented. A well informed child isasafer child. A safe
environment makes ahealthy and safe future.
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How to visualisewhat health promotion means?

Gunar Baugut, Konrad Schumann

How well isit understood what a Health Promotion Hospital (HPH) means? —-Ans-
wering this question we cite at first one comment that seems to be typical for those
not involved. A German politician expressed with the following provocative re-
markswhat HPH meansto him: ,,... Thereisevidencethat the quality of health care
for our citizensis not measured solely in terms of technical equipment, but also by
the level of personal attention given. ...\We are therefore in the fortunate position of
being ableto view the health promoting hospital asapleonasm. ...“

Asking thelexicato understand thisin detail apleonasm isexplained asan accumu-
lation of words meaning identical things. The German language uses as an example
»Weil3er Schimmel“; whereas ,, Schimmel“ already means ,,white horse”. The con-
clusion would bethat ahospital isalready health promoting by definition.

Next we want to present some findings from our survey at Chemnitz Pilot Hospital,
Germany. The project had been started in 1993, the survey was performed in the se-
cond quarter of 1996. With a short questionnaire we addressed a panel of the hospi-
tal staff and got answers from 494 persons including medical doctors, administra-
tors, nurses, and nursing students. Let us demonstrate some findings related to our
question:

e Most of the professionals (79 %) agree with the HPH project and are optimistic

that it will have good success.

e A minority (15 %) isagainst the HPH project and esteemsit to be not realistic.

e Inthethird year of the project still about 2/3 of the doctors and nurses responded
not to be informed about the project, although there had been articles in the
hospital newspaper, circular lettersand oral presentations.

e Lacking understanding, interest and motivation regarding the HPH ideahad been
mentioned most frequently as reasons that might endanger the project or even let
it fail.

From these findings we can conclude that a definition, what an HPH is or wants to

be, cannot easily be communicated. That makesthe transport of the HPH ideaacri-

tical factor for success. From that background it isworthwhiletrying new techniques
and finding an answer to the question,, How about visualization to help communica-
tewhat HPH means?*

Altnagelvin Hospital, Derry / Northern Ireland, one of the 20 pilot hospitalsinvol-
ved, had worked out an innovative visualisation approach to communicate the HPH
idea. The goal wasto intensify the understanding of the HPH project. They intended
to run aseries of workshopsfor the staff with the visualisation as an integrated tool .
Until now we did not yet get adetailed feedback on the experiences. At the Interna-
tional HPH Conferencein Derry therewasademonstration of thevisualization tools.
The manager of the HPH project at Chemnitz hospital, K. Schumann, became
curious about implementing parts of these tools in Germany. In the meantime they
have been selected, adapted, and trandlated.
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How can the visualization tools be described? Best thing isto look at the posters.
Finding words about them is the second best choice of presentation, but it is needed
asabasisfor analysis. The posters show the following components:

e Comic-stylepictureseries, e.g. how to deal with children being afraid of hospitals;
with persons speaking in bubbles;

with diagrams and aformular showing contexts;

with coordinateslikein amap;

with references from main postersto interconnected supplementary posters,

e withasmaller text field beyond the comprehensive visualised field.

First reactionsfrom asmall survey among the staff at Chemnitz hospital who |looked
at the posters varied in awide range from strict rejection to enthusiastic approval.
There arethe following effectsthat can be expected from the posters:

e High density of persons, statements, and comments
— high activity isneeded for consideration

e Thereisno reductive way of formulating the message like in a commercial ad-
vertising.
— No,fast food* information styleispossible
— Timeand patienceis needed by those looking at and finding through.

e Thepersonsand their statements are presented in comic style

— Those who dislike highly sophisticated expressions will rather agree; others
feel that seriousnessis missing and reject it.

e Some pictures appear like a sketch, with some openness, not fully outlined.

— Some of those looking at the posters will not look through at first glance and
get confused.

— Some of those will like to discover context on their own and feel the same
experience you have with a picture as a piece of art, that needs the eye of
those contempl ating to get originated.

At present we are preparing the technical prerequisites and work out acommunica-
tion strategy to implement this new visualization tool at Chemnitz hospital. A
brainstorming about the possibilities of utilization led to the following results:

Who could be addressed?

e Hospital staff: nurses, doctors, administrators;

Patients,

Pupilsand children from the ,, Kindergarden®;

maybe even citizensin the community;

and last not least: the hospital management and the stakeholders.

Where could they be addressed?

e InHPH project groups;

e inprofessiona or interprofessional team discussions;
e Wwithinthetraining of nursing students,
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e Wwithin an educational laboratory to help children not to be afraid of the hospital;
e Wwithin ahealth campaign at the market place of Chemnitz;

e and not to forget everybody could be addressed by such a poster hanging in the
hall.

How could they be addressed?
e Without any additional aid: just et the poster have an effect by itsown;
e by anon-directive communication strategy with or without afacilitator;

e by adirective communication strategy, e.g. with ateacher using a slide show
looking at the posters in different segments step by step and exploring the
elementsand their references.

Working with the posters at Chemnitz hospital will be an experiment and we will
organizeit asacontrolledtrial.

e Thepilot implementation will be within thetraining of nursing students.
e A suitable communicative strategy is being worked out.

e The experiences from the aspects of the students and the lecturers will be
documented.

e Theresultswill be used toimprove the application and to prepare atransfer.

And we feel fortunate if the poster-strategy helps making the healthy choice the
easier choice.
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A health promotion unit within the hospital: difficulties
and strategiesto legitimizethehorizontal role
of health promotion in avertically oriented environment

Isabelle Aujoulat, FrancoisMartin

ThePrevention and Education Unit of the hospital of Dreux:
context and difficulties

L ocated one hundred kilometers from Paris, Dreux is atown known for its difficult
economic and social context linked to ahigh unemployement rate affecting ayoung
population (50% of the inhabitants are under 25). In 1994, an external audit pointed
out that the hospital of Dreux, a general hospital with 600 beds, was not able to re-
spond to the needs of patientswho are more and more frequently affected by diseases
linked to behavioural and environmental factors. As aresult of this audit, a health
promotion unit, the Prevention and Education Unit (U.PE.), was set up within the
hospital, to organi se prevention inside and outsi de the hospital and, more specificaly:

e to build bridges and act as a mediator between the medical and social sectors,
care and prevention, the hospital and the city;

e to providethe patientswith acomprehensive approach responding to their needs,
especially the socially disadvantaged patients or those needing specific educa-
tion, like patients suffering from chronic diseases.

Thefirst goal of the U.PE. was achieved through two different kinds of actions:
1. Health education programmes and actions were widely implemented in the city;

2. A special effort was made to create multidisciplinary networks gathering various
professionals from the social and medical sectors, from the hospital and private
sector.

Although somereluctance was met at the very beginning on the part of some profes-
sionalsor organisationswho felt threatened by the U.PE. asapotential competitor in
their specific field (aids prevention, acohol or drug abuse), most structures from
outside the hospital do feel aneed for coordination and it is greatly appreciated to
find with the U.P.E. a structure providing methodological support and relevant
material toimplement health education actions, aswell asamediator facilitating the
communication between professionalsfrom different fields.

Concerning the second objective of the U.P.E., i.e. to provide the hospital patients
with acomprehensive approach responding to their needs, more difficultiesare met,
partly dueto the very organisation of the hospital structure and to the perception the
hospital teams have always had of their professional function.

The hospital can be described as a vertically organised system of professional bo-
dies. Every staff member hasaspecific rolelinked to his/her profession and position
in the hierarchy, and fully understands his/her role. This well established order has
always governed the functioning of the hospital and has enabled its efficacy, notably
In cases of emergency. In this context, both the health promotion unit as a structure
and the health promotersas professionalsnot directly involvedin care, areconsidered
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as outsiders to the system, and as elements likely to disrupt the established order.
One of the most important challenges a health promotion unit faces in the hospital
setting isto enter the system to try and bring about changes from the inside, without
disrupting the established order.

Strategiesto implement health promotion in the hospital setting

In order to improve the quality of health care interventions, a new articulation bet-
ween the verticality of the hospital setting and the horizontality of health promotion
isto be found. Following strategieswere adopted so far at the hospital of Dreux:

creating a structure for health promotion with permanent staff attached to it, and
making it amultidisciplinary team from the beginning, wasthefirst step towards
formalising theidea of health promotion in the hospital!;

regularly participating in the meetings of the medical and senior nursing staff
from the different departments helps remain aware of the staff’s needs and pro-
vides opportunity to inform on the activities and orientations of the U.PE.;

seeking (and gaining) institutional support by regularly informing the Board of
Directorsof the activities of the U.PE. isan unavoidable step towardsinternal re-
cognition and legitimisation. Among the factors influencing the type of health
carethat isgivento patients, the organisational and institutional factorsarenot the
least;

allowing groups of patientsto enter the hospital, and enabling them, through the
representativesof their associations, to convey their needs and expectationsto the
hospital Board and medical staff is one of the most important outcomes to be
achieved by ahealth promotion unit in ahospital;

formalising anetwork (i.e. creating a patient education committee) of profession-
asrepresenting the different bodies and departments of the hospital and wanting
to work in partnership for amore comprehensive approach responding to the pa-
tients' needs, isanother step towards building a stronger health promotion policy
in the hospital. One of the main difficultiesisto get professionals from different
bodiesto accept to sit together on an equal basis, given thetraditional representa-
tion of their role (it issometimesas difficult for aphysicianto accept tolistento a
nursing auxiliary, asit isfor anursing auxiliary to begin to think that she/he has
something to say);

organising training seminars on specificissueswithinthe hospital (patient educa-
tion, prevention of the burn out syndrom...) and giving various professionalsthe
opportunity to sharetheir experience and learn from each other helpsimprovethe
practice by creating adynamic, based on the promotion of existing team practice
and organisation;

Currently, the U.PE. countsaphysician (alung specialist who practices part-timeclinical activi-

ty in the hospital), acoordinator specialised in the management of public health projects, asoci-
al worker, asecretary responsible for the library and documentation centre, anurse and a medi-
cal secretary responsiblefor the early detection of tuberculosis, aswell asafew consultants, such
asapsychologist and ageneral practicioner.
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e implementing teaching curricula, where possible, helps slowly disseminate the
concept of health promotion and amore comprehensive approach towardsthe pa-
tient. Teaching and monitoring the public health course at the nursing school for
instance, helps prepare for the future, as the image we have of health and of our
functioninthehealth care systemformsvery early in our mind. Professionalswho
«grow up» with a broader image of health from the beginning will convey this
Image when they enter a professional team, and thus participate in the change of
practicein thelong run;

e establishing linkswith the appropriate national authorities and different research
intitutesis necessary in order to have the practice improved, and to gain visibility.

Inall this, agolden rule should beto accept that changetakestime. Convinced of the
importance and relevance of health promotion and education, we may tend as pro-
fessionalsin thisfield to want things to change quickly. Yet, we must be aware that
organisational changestaketime, asthey are aso the result of anumber of individual
changeswhichinturn taketime.

Health promotion in hospital settings—
another way of thinking, another way of acting?

People who are motivated enough to promote and put into practice a broader image
of health often have to struggle against institutional rules and organisational inade-
quacies, such aslack of time and staff shortages.

When wanting to promote a broader approach of health by implementing, for in-
stance, multidisciplinary patient education programmes in the long run, one must
keep in mind that thefirst aim of the hospital asaninstitutionisto ensureitsown sur-
vival, based first on economic andfinancial criteria. Yet, what hasbeen accredited so
far by the national health authorities in France, are medical care and technical
acts.

I f the hospital asa vertical systemisto change and open up to a more comprehen-
siveand horizontal practice of health, then directions based on the progress made
so far and models of good practice devel oped by health promoters and/or patient
educatorsfromdifferentinstitutions, must beissued by theappropriateauthorities
at both the national and international level. Only then can the system change ac-
cordingly and adapt to the patients’ needs.
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Cooper ation or Confrontation

Regarding the Relationship between Health Insurance Agencies (Financing
Agencies) and Hospitals (Care Providers) in Health Promotion Projects

Elimar Brandt, Wblfgang Niebuhr

Tensionsin thePolitical Arena

The HPH-Project at the Hospital and Polyclinic Rudersdorf (Limited), entitled
» Health Clinic Rudersdorf 2000“, is supported by two agencies:

e theinstitution’'sowner
e aGerman health insurance agency (AOK inthe state of Brandenburg)

Political conditions have changed profoundly since the project began two and a half
yearsago. Wefor our part are most concerned about the reform of thewelfare state—
isthewelfare state still affordable? Thisquestion strongly affectsand determinesthe
relationship between the health insurance agencies (the financial support providers)
and the hospitals (the care providers). We would like to share some thoughts in the
light of our attempt to jointly realize ahospital project.

The present trend is clearly illustrated by the first and second ,, Lawsfor the new re-
gulation of public healthinsurance” (NOG). They are part of the third stage of Ger-
many’s present health care reform program. In order to slow down price increases,
the number of care services has been decreased and the financial burden of theinsu-
red person increased. A larger percentage of the costsfor services must now be car-
ried by the patient. Such practiceswill ultimately |ead to atwo-class system of health
care and endanger the principle of solidarity inherent within the traditional Public
Health Insurance program. Heal th promotion measures can no longer be paid for by
thefinancial support providers.

Besidesincreasing the amount paid directly by the hospitalized patient from 9to 14
DM per day (whichislimited to 14 days per year), all publicaly insured individuals
will beforcedto,, participate” inthe costsof clinic upkeep by paying anextra20 DM
per year. Thisbeginsto undermine the traditional 50:50 division of health costs bet-
ween employer and employee.

Public health insurance agencieshopenot only for increased financial responsibility,
they also expect greater publicinfluence. They desiregreater possibilitiesto investi-
gate the necessity of medical serviceswith the goal of limiting in-patient care while
increasing partially stationary and out-patient care and strengthening economical
structuresfor in-house care. Heal th insurance companieshopeto makebilateral con-
tracts between themselves and individual health institutions. These political measu-
reswill lead to acompetitive struggle between hospitalsand could result in the clos-
ing of hospitals. (One should mention in this context, that 122 hospitals have been
closed in Germany since 1990 and that the number of hospital bedsin the state of
Brandenburg have dropped from 25,376 to 16,922 by the end of 1996.)

Decreased resources will increase insurance agency pressure to limit expenditures
and servicesinthehospital sector. Thisalso meansthat patientswill bereferredtothe

134



most inexpensive institution. One current example: It is expected that patients from
the state of Brandenburg be treated in Brandenburg because Berlin is significantly
more expensive. Hospitalsfor their part face increasing competition and frequently
refuseaccesstoinformation ontheir care processesand strategic planning. Thesede-
velopments make tensions between insurance agencies and hospitals inescapable.
They are divided by both real and imagined conflicts of interest.

What does this mean for HPH-projectsin general and for our project in Rudersdorf
in particular, which has an insurance agency as one of itstwo supporting bodies?

Doesour HPH-project reflect any mutual interests?

The political conditionswe have briefly described result in several criteriafor rating

amodern hospital (seeFigure 1):

Criteriafor rating
amodern Hospital:

Appropriateness
Proper response to need

Quality
, Effectiveness*
Healthgain
Patient orientation

Economy
e Cost awareness
e expenditureand
output ,, Efficiency”

Mutual interestson HPH —Projects

Traditional
Principleson HPH:

Health promotion
for patients

Health promotion
for staff

Health promotion
and Hospitals
surrounding community

ORGANIZATIONAL
DEVELPOMENT

Hospital as
, Organizations of learning*

Figure 1: Mutual interests on HPH-Projects.

1. Appropriateness (Proper response to need)
e Through the optimal intermeshing of inpatient, out-patient and post-hospital-

ization care
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e Through strong cooperation and the cultivation of contacts between hospitals
and private practices
2. Quality
The effectiveness, health gain and patient orientation of services provided

3. Economy
Cost awareness aswell asthe proper relationship of expenditure and output — ef-
ficiency
Health insurance agencies and hospital s share acommon overarching interest in the
realization of these goals. We believe methods of organizational development
shaped by these goals (hospitals as ,, organizations of learning*) obtain increasing
significance when combined with the traditional principles of health-promoting
hospitals:
e Health promotion for in- and outpatients

e Health promotion asastrategy for improving the working environment
inahospital, and

e Health promotion through cooperation between a hospital and its surrounding
community.

The 10 years since Ottawa and the 8 years since initiation of the international net-
work of ,, Health-Promoting Hospitals* have proven this concept to be asound deve-
lopment strategy for hospitalseven inthe context of radical social and political change.
Thiswas demonstrated clearly in November 1996 by the following workshop struc-
ture published at thefirst Austrian conference of health-promoting hospitals:

Workshop structureat thefirst Austrian conference
of health promoting hospitals (November 1996)

, Hospital without Walls"
Cooperation between ahospital
and its surrounding community

i

The Hospital asalearning organization —Health promotion as
avision for organizational development during
periods of radical change

O U

Health promotion as strategy for
improving the working
environment in ahospital

Health promotion for
In- and out- patients
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Thefollowing Figure 3illustratesthe structure of the Ridersdorf project.

Project Groups

Guiding principles /
Vision
Subproject
Service Offerings \
A i
Cultivation "Health Centre"
of for
relationships * Patients
* Staff and
* local population
Art and
Culture

Staff Morale
Involvement in the
analyzation of

problematic areas
and implementation

61 staff members are involved in the project groups:

22 from the nursing sector (including the Centre for the
Chronically III)
18 physicians ( including four senior physicians and two
psychologists)
10 from the administrative sector
6 from the diagnostic sector
5 from the service sector

Figure 3: HPH-Project ,, Health Clinic Ruder sdorf 2000*

Intermsof content and strategy, we adhere to the following principles:

1. Health promotion, especially regarding the subjective feeling of patient well-
being, isan integral part of all project activities. Hospital projectsin formerly East
German states need to respect questions emanating from the subjective health expe-
riences made during the social transformation process from a planned to a market
economy.

If we comprehend health promotion as avision for organizational development for
hospitalsin aperiod of transition, then we need to take an especialy closelook at the
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social transformation processin the former East Germany. The transformation from
aplanned to amarket economy fundamentally altered living conditions. The abrupt
halt to all continuity affected every aspect of one's life and was reflected in the ge-
neral well-being and health condition of the East German population (see B. Maier,
1997). Although the East German state collapsed seven years ago, it still continues
to shape East German thinking. The state’s demise not only challenged the entire
system of existing values, it also profoundly affected the work and living surroun-
dingswhilethreatening identity and self-confidence. Many whose careerswere sud-
denly halted are now confronted with the task of reinterpreting their biographies, so
that they agree with their past and future expectations and identities.

Negativeramificationstowell-being and general state of health arenoticeable onthe
following levels:

e On the psychological level: A loss of selfconfidence and identity coupled with
greater fear.

e Onthesocial level: New forms of social isolation and relational impedimentsre-
sulting from the lack of employment or training opportunities (mass unemploy-
ment) or from the ssmplefear of becoming unemployed.

e On the physical level: Bodily symptoms psychosomatic in nature aswell as a
strong tendency towards addiction.

Thesetraits manifest themselvesin many wayswithin our hospital project. Without
going further into these matters, | would like to ssmply mention the following inter-
relationships.

Regarding patients:

e Impact on the general well-being of patients (and their families) as well astheir
associ ation and communi cation with hospital personnel (medical, nursing, admi-
nistration).

e An especialy strong need for information, consultation (also on social and legal
regulations), communication and human attention. Also help and support for the
coping strategies of patientsand their families.

e Impact onthe, morbidity structure” (psychosomatic illnesses, al coholism, etc).

Regarding staff:

e Impact on their behavior towards and communication with patients and their
families.

e Impact on the amount of motivation for participating actively in the process of
organizational development in our hospital.

e Their relationship to the HPH-project (not only negatively, but also as an indivi-
dual means of coping')

2. The entire project is becoming more and more aligned with the following goals:
the appropriateness, quality and economy of medical and nursing services coupled
with the largest possible amount of human attention. Therefore, the devel opment of
guiding principles as well as awork and performance profile by maximized com-
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muni cation and cooperation within and without theinstitution remain of primary im-
portance for the project.

3. Increased utilization of staff competence and its possibility to participate in the
transformation process are indicators for the project’s development. Step-by-step,
the project’sfindings are being integrated into management decisions, whichinturn
effect normal, everyday activities. Obvioudly, this process cannot befree of all con-
flict, itisalearning processfor both the project participantsand the hospital manage-
ment. The hospital isthereby learning to react properly to relevant external demands
and to support the development of internal integration.

We concludethat the project’sbasic principlesremain inthegeneral interests of both
the hospital and the health insurance agencies. But are they both interested in shar-
ing their project experience and resultswith other hospital networks?

I sthe sharing of project experience problematic?

Experiences within the international HPH network of the WHO have and are de-
monstrating the great usefulness and value of information- and experience-sharing
for the implementation of health promotion in hospitals. Recently formed national
and regional networks want to continue these devel opments on abroad scale.

Combining HPH-projects with quality management and organizational develop-
ment isgiving participating hospitalsacompetitive edge. But the question regarding
the usefulness of such networks on the regional and local level for hospitals which
arefighting for their survival remains. Insurance agencies have an unlimited interest
in spreading project experience on the local and regional levels. Thiswould help
hospital sto economically offer high-quality services producing the greatest possible
health gain. But the perspective of theindividual ,, health-promoting hospital“ isquite
different.

Revealing project results gives other possibly competing local hospitals (and thein-
surance agencies) accessto the situation, problems and strategies of agiveninstitu-
tion. The one-sided disclosure of data can lead to a competitive disadvantage, or it
can lead to an unduly restrictive disclosure of information. Maintaining acompetiti-
ve advantage through the certificate ,, Health Promoting Hospital“ and transparency
visavis competing health institutions look differently in alocal and in a national
context. We are not fatalistic, but the questionis: How can we avoid losing our com-
petitive edge?

Theexternal conditionshave—asindicated at the outset —changed dramatically. The
,»fat* yearshave passed, hospital stoday need to worry about survival and succeeding
in the open market. But free market mechanisms are only partially applicable to
health care. They lead otherwise to gapsin health care (see for example chronically
ill, cost-intensive patients). The HPH-call for the networking of hospitals will only
be unencumbered onthelocal level onceevery institution hasachieved aunique pro-
file or specialty withinitsgeographic area.

Regarding our project: Wewould liketo do what we can to share our findingsnot only
with the institutions we own and with the ,, Association of Evangelical Hospitals*
(VEK), but also with all other interested hospitalsin Brandenburg and Berlin.
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Managing for clinical effectiveness
Pauline Fielding, Dominic Harrison

The question addressed in this paper is,, What do managers have to do to ensurecli-
nical effectiveness?* Wewould liketo proposethat the most important task for |ead-
ers and managers in the secondary sector isto refocus the business of the hospital
towards health rather than illness and to encourage health professionals to take re-
sponsibility not just for the treatment of ill health but for its causes too. Refocusing
on health rather than on illnessmeanstaking actionin relation to thefollowing topics.

Reviewing the scientific basis of existing resour ce allocation

At apopulation level, health sector investment is unrelated to popul ation health sta-
tus— The World Bank (1993). A principal causeisthat the ‘cultural framing’ of
health need inindustrial societieshasthe effect of allowing apotentially preventable
incidence of ill health to arise in the whole population as aresult of unmet need for
preventative interventions. A recent review of health sector investment in the UK
(Limb, 1996) concluded that lessthan 1% of the UK NHS budget is spent on formal
health promotion and much of this is spent on clinical prevention — aimed at
influencing high risk behaviour inindividuals.

Allocatively efficient health sector investment would seek to shift investment from
individually focused treatment (or prevention ) to population focused prevention as
demonstrated bel ow.

Population
EI
Prevention Treatment
([ Current health sector investment
Individual
Adapted from HEA (1996).

Figure 1. Necessary shiftsfor efficient health sector investments
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Reviewing variations

There are large and unexplained variations in health sector investment. These are
both unethical and inefficient. Evidence which could usefully be explored in ahos-
pital setting would be unnecessary or inappropriate use of hospital beds— studiesin
the UK and United States suggest that between 10-40% of days spent in hospital
comeinto this category and we know that length of stay hasamajor bearing on cost
(Smee, 1995).

Smee (1995) also reviewed datashowing thevariationsin nursing staff timein hours
per inpatient episode for 25 hospitals. Even excluding the outliers there was approx-
imately atwo-fold difference in the distribution of staff time per inpatient episode.
This difference held up even when case mix and type of hospital were controlled.
Similar differences were demonstrated in relation to consultant and junior medical
staff and none of the differences were thought to be related to the quality of care.
There was also no evidence in these hospitals that nurses were undertaking work
instead of medical staff.

We arguethat attention to theseissuesisincreasingly an ethical and financial imper-
ative. The current whole system inefficiencies in health investment are no longer
sustainable. Health isnot an ‘additive’ concept, it isan integrative one. Theimplicit
principle of continuously seeking earlier intervention into the disease or illness cur-
rently treated in secondary care will inevitably lead health care workers beyond the
hospital wallsinto the placeswhere health is created or destroyed in thefirst place—
where peoplelive, work and play —within the community. The concept of the Health
Promoting Hospital has an important contribution to make to the development of
good practicein ensuring clinically and cost effective health care. It doesthisby pro-
viding awhol e system approach to facilitating sustainable practice based on organ-
isational and clinical interventionsthat will increase health gain fromwithinexisting
resources.

Thekey to thisare practitionerswho, taking the best research and available evidence,
interpret the guidelines and protocols for their particular patients, target the inter-
ventions at the earliest appropriate point, and systematically measure the outcome.
Thechallengefor managersisto enablethe processto take place. Long and Harrison
(1996) offer 5 strategies for success—we offer suggestionsfor their practical imple-
mentation:

e Establishing a culture— This should mean giving a high profile to evidence
based practice — perhaps building the requirement into local pay and reward
strategies—ensuring accessto convenient data bases and providing the support to
search and interpret the literature and to establish a multidisciplinary forum for
dialogue and discussion so that interventions, once agreed, can be implemented
speedily.

e Developing skills— Critical appraisal or research appreciation are obvious ones
here but project management skills are critical and perhaps the single, most im-
portant skill needed to ensurethat learning isincremental and the treatment inter-
vention sustainable.
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e Applying skills— Clinical Audit departments have made a useful contribution to
date, but many are under utilised and little investment has been made to date on
the provision of staff who can searchtheliterature, review practiceguidelinesand
protocolswith clinical staff, develop thelocal guidelines and evaluate theimple-
mentation.

e Measuring outcomes— It isvitally important that patient outcomes are consi-
dered aswell asclinical outcomes. If healthisto alarge degree socially determined,
then health gain from the patient’s perspective may have little to do with the im-
pact of the intervention on the disease process.

e Finally —Long and Harrison suggest we need to be modest about the objectives
and aspirations of evidence-based practice. They advisetackling afew areasfirst
to establish ‘successes . Thisis the approach adopted by the 20 hospitalsin the
European network of pilot Health Promoting Hospitals. Successful examplescan
be used to convince others of the val ue of the approach. We al so need to recognise
that, with an evidence-based approach, we will never arrive at the destination of
perfect health asthe knowledge base will always be incomplete.
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Conflictsand the management of change

Karl Purzner

Inthelast yearsthe Psychiatric Hospital of the City of Vienna— Baumgartner Hohe
undertook project oriented action research in the field of organizational conflict.
Withvoluntary teamswe did empirical analysesof conflicts, in order to shed light on
the background of them. In the course of time sometypical causal elementscould be
worked out, which again and again seemed to underly disturbances of communica-
tion on our wards and appeared to be essential in bringing up (unnecessary) conflicts.
Almost alwaysthe consequence of such social tensionswithin our wardsis, that staff
membersreact with ahigh level of anxiety. Thishindersthe organizational develop-
ment of the respective operational unit. To regard the above mentioned factors early
enough andtotry toinfluencethem successfully isthereforean important instrument
for the promotion of organizational health. To know about thesefactorsand to know,
how to modify them could probably facilitate the difficult task of conflict-manage-
ment within the hospital for executivesin the future. Only when thereisasufficient
feeling of security, teams seem to be able to use their possibilities of self-develop-
ment, herein—by theway —not unlike single personalities. Inasimple manner it will
be shown how organizational and personal causes of conflicts interact, to produce
(unnecessary) conflicts. In our investigations we got the impression that the signifi-
cance of organizational causesfor conflictsisgenerally underestimated (seeFig. 1).

Why isconflict-managment soimportant for facilitating or ganizational
developement und why at the sametimeisit sodifficult?

On the one hand conflict isavery strong motivator for organi zation devel opement.
This has to do with the fact, that conflict almost always brings up alot of anxieties,
pain, frustration, shame, guilt etc. within the peopleinvolved in the conflict and they
suffer and want to get rid of these painful conditions. But not only those employees,
who are in the centre of the tensions suffer from the above mentioned feelings, but
also those, who find themsel ves between two conflicting parts of ateam. They e.g.
often complain about their difficult role of mediating. Finally even more remote
parts of an organization are very interested that units are succesful in solving those
problems, which led to aconflict, not so much because of emotional reasons, but be-
cause they either don’t want to be bothered or they fear for their own interests being
entangled by the effects of the conflict.

On the other hand once an organization starts to analyse conflicts — by different
methods — and tries to learn from them, as we do thisin our hospital, it makes a
remarkable experience. It finds out, that thisis one of the most effective meansto
enhance, to raisethe self-reflective potential withinan organization. Itsjust likewith
faults, mistakesand errors, fromwhichwelearn, if wedon’t deny them, but deal with
them. In fact unnecessary conflicts are only a special form of error or mistake. No
wonder then, that dealing with them in a conscious way is avery efficient tool to
further facilitate organisation developement (OD).
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Organisational Causes

1. Nosufficient clarification of organisational and/or strategicissues
Role analysis and description, the self-positioning of units
(corporate identity)

2. Nosufficient structuresfor staff-support
Introduction procedures, training structures, staff devel opement

3. Situational factors
Shortageof staff resources (out of several reasons), entrance of new co-
workers and/or new executives

4. Exagger ated attitudes within the professional area, which cause
troubleswithin cooperation— (level of secondary roles—managersand
co-workers)

5. Exaggerated attitudes within the personal area, which cause
troubles within cooperation — (level of primary roles — emotional or
thought-oriented, orderly or liberal etc., persons with more or less au-
thority, women and men)

6. Anxieties
Existential, in connection with change, punishment, failure

Per sonal-Cultural Causes

\

Rather strong tendency, to DENY ORGANISATIONAL Causes
thusto PERSONAL I ZE conflicts

Figure 1: Causesfor conflicts

Why then — one could ask —isn’t this done more often? We found at |east three rea-
sonsinour hospital. First of all, conflictsare very often ,feared like hell“ and there-
foreeither denied or pushed aside by other means. Another reason istheinfluence of
thelocal, regional or national culture of dealing with conflicts. In Vienna especially
andinAustriaingeneral we observearather denying attitude towardsimportant con-
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flictuousmatters. And thisleadsto thethird reason: sinceaconstructive-creative ma-
nagement of necessary conflictsin order to further developement in our hospitals
doesn’'t happen very often, we are not very experienced in thisfield. Thereis not
enough know-how for thisdifficult task, which causesinsecurity and thisagain|eads
to an avoiding behaviour.

Conflict-management asa developmental strategy in HPH

After several yearsof workinginthisfieldin our hospital, | would go sofar asto say,
that the art of promoting OD in our hospital towards becoming a Health Promoting
Hospital (HPH) dependsvery much onthe skill of our organisation, to usethe enorm-
ous potential of conflicts for OD by dealing effectively with the enormous ambi-
valence around the phenomenaof conflict. It isfor thisreason, that two things seem
very important to us, when using conflict analysis as adevel opmental strategy inan
organisation —at least in the beginning: first of al, it isessential to make peoplefeel
secure, because otherwisethey won't be ableto approach the difficulties of conflict-
management. The second very important point is, to guarantee a successful, helpful
experience when dealing with the conflict. Thereforein thefirst phases of analyzing
conflictswithin an organization it seemsto make senseto use external help (consult-
ants, moderators, supervisorsetc.) to give security and guarantee success. Only later
on, when there is enough good experience and afeeling of security and know-how,
executives and staff memembers can be encouraged to start to try by themselves.

Project- and qualitywork requirescapabilities of conflict-management

Not only because of the potential of conflict analysisto motivatethe staff andtoraise
the degree of self-reflection within an organisation we should deal more conciously
with conflictsinthefuture, but aso because skillsin conflict-management will be of
importance in the future more so than before out of several reasons, one of which |
want to mention here: it hasto do with theincrease of process-orientation within ma-
nagement, e. g. by project work and by quality managment. Thisincrease leads to
necessary discrepancies with the still existing hierarchy and needs more qualifica-
tion to deal with them than before.

Traditional formsof “ supervision* arenot enough

A few remarkstowards apossible objection, towhat | have said so far: one could say
—especially in psychiatry —we have been analyzing conflicts ever since several de-
cades, thinking of the so-called “supervision* (a specific form of external consulta-
tion for professionals). Conflicts with patients are dealt within case “ supervison®,
conflicts within teams are worked on by team “supervision®. By bringing in this
argument, we find ourselves at the core of the topic of this conference: to find out,
whether conflict-management by the traditional forms of “supervision® is of suffi-
cient effectiveness and quality today! | believe, taking into account, the situation
hospitals are in, within a challenging environment — thisis not the case. If creative
productive conflict-management isaHPH relevant project and supposedly has been
so for many yearsin psychiatry, then it ssemsto me, it would make sense, to check
the different methods used and compare them asto their effectiveness, quality assu-
rance and sustainability.
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An audit and accreditation tool for organisation development in
Health Promoting Hospitalsin the South & West region of England

Annette Rushmere

The Health Promoting Hospital (HPH) initiative, with its emphasis on health gain
through health promotion and disease prevention, provides an opportunity for hos-
pitals to contribute to the success of the Health of the Nation White Paper, and the
Primary Health Careled NHS, and isan ideal vehiclefor shifting the focusfromill-
ness and disease to maintaining good health and promoting health and well being.

Health promotion isnot new to hospital's, but being an HPH ismorethan just the sum
of individual health promotion projects. If HPH isto be developed in a sustainable
form that has measurable outcomes, it needsto have atotal organisational approach.
The Wessex Ingtitute for Health Research & Development, together with a manage-
ment group of purchasersand providersin the South & West region have developed a
packagethat consistsof training, aself audit, apeer review and accreditation scheme.

The package has been tested, refined, piloted and evaluated with an independent re-
searcher in 8 hospitals in the South and West region. The size of hospitals ranged
from a 20 bedded community hospital with outpatientsto alarge acute 1500 bedded
teaching hospital. Theaudit tool developedinitially consisted of 8 key areaswith cri-
teriawhich have been condensed into six following evaluations. These are:
Management | ssues

Customer Care

Health at Work

Hotel servicesand environmental issues

Community involvement and health alliances

Clinical audit and effectiveness

These six elementsinclude all the quality initiatives currently ongoing in ahospital
which contributeto thetotal organisational approachto HPH. Someof theinitiatives
referenced inthe document arethe Patients Charter, Health at Work inthe NHS, Jun-
ior Doctor Hours and the Code of Practice of Openness, the Disability & Discrimi-
nation Act 1997, Clinical Audit & Effectivenessreportsand others. Progressin these
areaswill beuniqueto every organisation aseach one devel opskey areasappropriate
to their needs, to the needs of their population and their purchasers. There will be
plenty of opportunity for innovation and creativity asit is not intended that the tool
IS prescriptive.

Undertaking the audit process demonstrated many benefits which included organi-
sational development and raising the profile of health promotion. The outcome of the
action plans developed by the pilots will demonstrate tangible results in terms of
Health of the Nation both for the organi sations themselves and their purchasers.

OO0k, WN P

Benefitsfor providers

e Thetotal organisational approach enabled organisational development totakeplace.
e Theaudit processtriggersand accel erates changes.
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e |t hasembedded health promotion into the culture of organisations

e Hidden starswere discovered and given recognition for their work. This has given
staff amoraleboost —and widened horizonsof other staff invol ved with the process.

e Itraised awareness of health promotion and hel ped to change attitudes by there-
cognition of the concept of holistic health. Nurses are now ableto under stand the
part that they are playing with health promotion and now know whereto hang the
political label to gain recognition for the work that they are doing.

e Health promotion reachesthe parts of an organisation that it wouldn’t otherwise
reach (the" Heineken effect” ).

e It putsall thequality initiativestogether under one umbrella.
e Moraleboost for staff fromthe value they placed on the peer review.

e Theprocesshasalso contributed to the devel opment of the non-executive directors
inthat it hasprovided themwith a clearer under standing of thewor king of their own
organisations, and an opportunity to visit and learn fromanother organisation.

e Most organisations appreciated the support fromtheir purchasers.

Benefitsfor purchasers

e Provides a detailed picture of qualitative activity within a Trust particularly an
acute Trust;

e Providesa framework for discussion and gives a focus for negotiating Health of
the Nation;

e Action plans could be translated into contracts and monitored year on year with
purchaser sexpecting to see evidencethat the action plans had been implemented.

Thistool has provided organisations with a baseline audit which can be reassessed
on aregular basisto measure progressin the identified areas from the action plans.
Outcome measures can beidentified through the action plans, and theref ore measur-
able progress can be achieved. The tool could also be used to help streamline con-
tracting and the monitoring processfor health authorities. It provides qualitative da-
taand therefore givesabetter picture of activity in an acute setting than the quantita-
tivedatacurrently being produced. Further work needsto be doneon anational level
and locally to obtain more purchaser support (including GPs) both for the tool and
the process of Health Promoting Hospitals.

Thistool clearly enables organisational development to take place and puts health
promotion onto everyone's agenda particularly in the secondary care setting. It has
embedded health promotion into the culture of the organi sationstaking part and will
therefore be an ongoing devel oping process because of the commitment at board le-
vel. Action plansdemonstrate this continuing commitment. Monitoring of theaction
planning process over ayear should enable tangible outcomes to be measured and
hence the effectiveness of thistool asan instrument for change and devel opment.

We havereceived agreat deal of interest in our audit tool from purchasersand provi-
dersin England, Scotland, Wales, Ireland and several countriesin Europe. Thisaudit
tool could be used on anational basisas part of anationa schemefor Health Promo-
ting Hospitals.
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Onthehorizon
Magaret Doherty

Altnagelvin Hospital had advocated a smoke free environment sincejoining the Eu-
ropean Health Promoting Hospitals Pilot Scheme some 4 years ago. The Group in-
volved in the promotion of a smoke Free Hospital constantly strivesto raise aware-
nessto the harmful effects of both Active and Passive Smoking. Thegroup’s3 Main
Objectiveswere:

e to provide members of the public with information on the harmful effects of
active and passive smoking.

e toinform & involve colleaguesof actionstaken to implement the Smoking Palicy.

e toprovide Stop Smoking Support.

We achieved two of our objectivesby:

e Organising many events such as public awareness campaigns of official ,,No
Smoking Days". Visual displays were erected in Main Foyers, Posters and signs
clearly stating No Smoking were erected, |eafletswere freely handed out to all at-
tendersat the Hospital, staff were also informed through |eaflets attached to their
salary dipsand many other activitieswere actioned, providing:

Stop Smoking Counsellors,
adatanetwork of Stop Smoking Groups
Audio tapesfor relaxation
Video tapesfor information
Names of clinics providing alternative treatment
Adviceledflets.

So now our major concern wasthe staff’s perception of the Smoking and Health Po-
licy. Prior to itsintroduction, smoking throughout the Hospital was accepted asthe
norm. Cigarettes were sold by the Hospital shop and were even delivered to immo-
bile patientsinWards. Infact patientsoften regarded cigarettes asanecessary part of
their recovery process! If wewerereally going to change peopl €' s attitudesto one of
promoting Health in the Hospital setting then we had to ensure that the policy was
introduced to the staff and accepted and implemented by the staff.

On completion of this task we felt a scientific approach to evaluate our successin
meeting this objective was required, therefore we commissioned this research pro-
ject, the aims of which were:

e toassessthelevel of staff awareness

e togather information regarding staff attitude, behaviour, compliancetothepolicy
and identify any problems.

Thesurvey was conducted by apostal questionnaire sent to 321 membersof staff, ap-
proximately 20% of theworkforce, with afair representation of each staff group. The
responserate of 58% was excellent given thetime scalesand nature of the Project. In
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summary we found that thereisavery high level of awareness of the policy: 98% of
staff areaware of itsexistence of which 56% arequitefamiliar withthePolicy. It was
encouraging to note that only 6% were unsure of its meaning.

Staff groups were asked how they were informed of the Policy. It'sinteresting to note
that although 74% of respondents stated they had worked in Altnagel vin Hospital for
over Syears, only 46% could remember theleafl et we attached to their Salary Forms
during the Policy launchin 1993. The mgjority of respondentsfeel that the Policy in-
formation available ranges from good to excellent, however, information to visitors
could be somewhat improved. 90% of staff think the policy is agood idea and has
been well received by their colleagues but lesswell received by patientsand visitors
who smoke. When asked whose responsibility isit to implement the policy it was
very comforting to seethat 75% of all staff took ownership.

The majority of respondents also felt that senior management were either very, or
fairly determined. However, we obviously have some Senior Managers not doing
enough, as 26% of the respondents have clearly identified this. We have other prob-
lems, too: Thereisahigh level of awareness amongst staff that smoking does occur
in smokefree zones of the Hospital. When approached, some of the offenders can be
quite hostile and aggressive. We have also identified anew illness, the “ The Blind
Eye Syndrome": People turning ablind eyeto visitors smoking on back stairs, rela-
tives smoking near Maternity Wards, thelist goeson.

What are our conclusions of this project?

Thereisahigh level of awareness of the policy, thereis high level of commitment
from our staff, staff are aware offenders are in breach of the policy. However their
knowledge and commitment is not reflected in their behaviour. Therefore our re-
commendations are that: Management give active and visible support to staff, regu-
lar monitoring and review of the policy be undertaken, clearer sign posting al around
the Hospital, and when all else fails a designated smoking room for distressed
relatives. Theseareto namebut afew of our recommendations. If wecan meet all our
recommendations, ahealthier futurefor all is,,Just on the Horizon".
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Health promotion aspects of storing, collecting,
transporting and disposing of domestic and clinical waste

San Fisher

Preston Acute Hospitals NHS Trust consists of two hospitals; Royal Preston, provi-
ding 700 beds and Sharoe Green with 300 beds. The Trust has an annual income of
£85 million and employs 3500 members of staff. The hospitals serve alocal popula-
tion of half amillion and provide specialist services for one and a haf million. In
1993 the two hospitalswere awarded the status of England’s pilot Health Promoting
Hospital with seven subprojects established across both sites. The main aim of this
subproject wasto assess and improve the existing waste management system within
theTrust, inorder to provide asafe and healthy environment for staff, patientsand vi-
sitors. The Trust owns and operates a clinical waste to energy incinerator, which is
based at the Royal Preston site. Approximately 800 tons of clinical waste and 600
tons of domestic wasteis produced each year from the two hospitals.

Thefirst am of the project was to identify and assess existing procedures in waste
management. A number of questionnaire surveys were carried out on staff at the
Trust, to assesstheir knowledge of hospital waste management and awareness of as-
sociated problems. All the surveys proved that staff had not been properly trainedin
waste management. Aim two was to indicate areas where waste management prac-
tices could beimproved. In addition to the questionnaires, observationswere carried
out to identify these areas. Nursing staff, domestics, porters and incinerator opera-
tives were monitored carrying out their daily routines, involving waste. These ob-
servations showed that anumber of the procedures, in particular segregation, hand-
ling, storage and collection, did not comply with either legislation or the hospital wa-
ste disposal policy. It was therefore apparent that inappropriate waste management
was occurring mainly dueto alack of staff awarenessand knowledge and the absen-
ce of facilities to enable employees to correctly and safely deal with waste. To im-
prove waste management at the Trust, a comprehensive staff training programme
was required and additional equipment needed.

Thethird aim wasto implement a health promotion and training programmefor the
Improvement of waste management. It was realised that several different groups
existed in the waste chain, each with varied training requirements;, domestic staff,
nursing staff, porters, incinerator operatives, non-clinical staff and patients and vi-
sitors. It appeared to be more effective to prepare separate material for stagesin the
waste management chain and train each group only in those stages relevant to their
position. It was decided to appoint key personnel asWaste Management Contacts. A
Contact would be nominated for each ward/department and trained by the Waste Mi-
nimisation Officer, to act asatrainer for all staff in their area. Information about
general hospital waste management and the new system in place at Royal Preston
was summarised, smplified and put into aleafl et format, for the patientsand visitors.

Aim five wasto carry out any practical measures necessary for the improvement of
safety in waste management. A consignment of yellow, wheeled binswas purchased
for the secure storage and transport of clinical wasteonly. The use of these binswould
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considerably reduce the number of timesthe wastewas handled, minimising thelike-
lihood of infection and accidents. Washing and lifting equi pment was al so purchased
for thewheeled bins, so that they could be kept clean and manual waste handling mi-
nimised. The segregation of waste was made easier by attaching colour-coded labels
tothebinsused at ward level. Concise definitionsfor the variouswasteswere devised
to assist inthe correct segregation of the different waste streams and displayed on po-
sters. Handbookswere al so designed and printed for each of the staff groups.

It was intended to introduce the system and training gradually, starting with a pilot
ward, so that any maor problems could be solved before implementing on awider
scale. A Waste Management Contact was appointed for the ward and trained by the
Waste Minimisation Officer, so that she could begin training sessionsfor her staff. In
the meantime alarge poster display was produced, providing information on hospi-
tal waste management and the new system for staff, patientsand visitorson theward
to read. The number, type, size and location of all the waste containers on the ward
wererecorded. |n some cases binswerethen swapped around so that they wereinthe
ideal locations for the types of waste likely to be produced in each area. As soon as
the yellow wheeled bin was introduced on the pilot ward, staff were asked to moni-
tor the waste produced, so that the figures could be compared to information pre-
viously collected, to determineif as aresult of training and provision of facilities,
waste segregation had improved. The training methods were evaluated by staff, by
filling in Evaluation Formsand they were al so given the opportunity to list any prob-
lems or ideas regarding the system and training, on a Suggestion Form, available on
theward. Alternatively, they could speak to their Waste Management Contact or the
Waste Minimisation Officer. Updates are sent to the ward, to keep staff motivated.
Theresultsfrom the pilot ward have shown that waste segregation hasimproved, as
thereislessclinical waste being produced and slightly more domestic waste. Thisin
turn, shows that the staff and even patients and visitors have become more aware of
thewastethey are generating and are more careful about where and how they dispose
it. Waste handling has been minimised, as clinical wasteis now safely contained in
yellow bins. Although theimplementation methods used on the pil ot ward were suc-
cessful, they were quite time consuming. Asaresult of increasing pressures on the
Trust to improve waste management, the remaining wards and departments have
now been issued with yellow wheeled bins and the comprehensive training pro-
grammewill follow. Once all staff in the remaining wards and departments have been
trained, it is anticipated that the Trust’s clinical waste production may reduce even
further, hopefully by as much as 50%. Following the implementation of the training
programme hospital wide, further effortswill be made to reduce the waste produced,
through minimisation, reuse and recycling initiatives.

L ong term benefitsto the Trust are expected asaresult of thisproject, which hasnow
become sustainable, these are: increased staff, patient and visitor awareness of wa-
ste management, improved health, safety and waste management procedures, im-
proved compliance with hospital policy and relevant legislation, increased environ-
mental benefits, reduced waste disposal costs, external organisation interest in the
project, and improved public image. The Trust is not only dedicated to provide ex-
cellent healthcare services, but isal so keen to promote health by reducing our impact
on the environment.
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An ethical approach for developing a health promoting culture
Sephen J. Ashcroft

The aim of this paper isto make a contribution to the debate on the role of hospital
managersin HPH projects because, after al, it isthe job of managersto initiate the
debate as to whether a hospital should develop a health promotion policy, take the
decision whether to proceed or not, devise strategiesto ensure any project issucces-
sful —including securing theinvolvement of staff —and monitoring how effectivethe
policy has been. This, of course, appliesto any policy and at the end of the day suc-
cessor failure depends on the skills of managers. As Mintzberg has pointed out:

“Nojob ismore vital to our society than that of the manager. It isthe manager who
determines whether our social institutions serve us well or whether they squander
our talents and resources.”

Too often we pay insufficient attention of the role of managersin creating a HPH
even though the key conditions to be met for becoming one of the pilot hospitalsin
the European network spoke about the need for “managerial commitment to the Ot-
tawa Charter for Health Promotion and the Budapest Declaration on HPH”. This
“management commitment’ must mean more than simply passing afavourablereso-
lution at a Board meeting and then basking in the warm glow of knowing that your
hospital hasjoined the HPH Club. Yet another tick in box of the extensivelist of ob-
jectives managers have to achieve. Rightly, in my view, health promotion can be
Seen as an instrument to change organisation’s structure and culture.

Asthe HPH initiative has developed, increasing attention has been paid to the ma-
nagement processes within hospitalsand the way in which managerscan stimulatea
climate conduciveto asuccessful HP culture. If | knew in 1993, when | first became
involved in the HPH network, what | know now, | would have argued that attention
to management processes should have been at the forefront of the debate. | want to
link the current debate about incorporating the concept of ethicsinto management
and the creation of aclimate within ahospital whichisconduciveto asuccessful HP
project.

My proposition is that managers need to adopt an ethical framework within which
they place their decision making processes. | wish to draw upon examples of such
frameworks, suggest approaches which may be more effective but also offer words
of caution in relation to the potential misuse of an ethical approach by managersin
order to achieve their objectives. It has been suggested there are two broad choices
when considering how best to motivate employees. (Figure 1)

Soif managersaretrying to create aculturewithin ahospital whichismorelikely to
facilitate a successful HPinitiative, | think we would all agree that an approach to-
wards the right hand side of the dlide is more likely to be relevant. Such a manage-
ment style, if | can usethisterm, isrooted in current notions of what kind of society
weliveintoday and assumptions about social order which are vastly different from
those of 50 years ago. Some may say organisations adopt a more ethical approach
than was previoudly the case. Thisis, of course, part of amuch wider issue of ethics
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MOTIVATION, LEADERSHIPAND JOB DESIGN THEORY:
THE UNDERLYING ISSUE
To achieve the employee performance which they require should
managers/supervisors/job designerslean towards:

OR

L ow employeediscretion; High employeediscretion;

worksonly asameansto worksin part asanend initself
other ends
Close management-worker/

Distant management-worker/ organisation-individual relations

organisation-individual relations

Hierarchical authority; Parti cipation/self-direction;
boss— centred style? employee— centred style?

Figure 1. Motivation, leadership and job design theory (From Management Orga-
nisation and Employment Strategy: New [deasin Theory and Practice; Tony J Wat-
son, 1986)

as applied to management. Thisisavast subject and | am concentrating here on the
motives of managerswhen stimulating an HPinitiative.

As| suggested earlier, do managers wish to pursue the status of being aHPH purely
for some kind of commercial or personal advantage? One needs to ask whether the
concept fitsin with an overall approach to the management of the hospital under-
pinned by aset of ethical values. AsVernon Henderson has stated:

“Ethical behaviour isalwaysafunction of context. It isrelativeto culture, an era, to
the pressures exerted in agivenjob* (Quoted in Goddard, 1988).

Organisational hierarchies encourage (in some cases demand) subservience to that
organisation’s basic values and objectives rather than ones own leading to what has
been called ‘ethical erosion’. A number of models exist to assist in ethical decision
making. The International Institute for Quality and Ethicsin Service and Tourism
Ltd hasidentified seven testsfor ethical decisions:

o Isitlega?

Doesit hurt anyone?
Isitfair?

Am | being honest?

Can | livewith myself?
Would | publish my decision?
What if everyonedidit?
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If the question we are attempting to answer is‘ Should we become an HPH’ then the
application of these seven testswould not prevent usfrom proceeding. Glaser (1) has
defined ethics as: “The systematic analysis of our (individual and institutional) be-
haviour’simpact on thedignity of persons. It isthedisciplined approach to choosing
the better alternatives for respecting human dignity.“ Please note the emphasis on
human dignity and ‘ choosing the better alternative’. | think this goes much deeper
that the Institutions seven tests and, again, if applied to adecision regarding an HP
Initiative, | think we could argue to proceed would be acceptable. It does seem as
though ethical considerations are playing an increasing role in organisations. It has
been suggested we are seeing an ingtitutionalisation of ethics. The following quota-
tionisfrom RW Goddard (2). The implication here isthat some managers adopt an
ethical stance because it is good for the balance sheet: “Companies are moving
beyond just writing codesthat comply with the law; they are beginning to usethemto
hel p achieve corporate objectives. Therecognition of thelink between ethicsand the
balance sheet isthe driving force behind the trend toward institutionalising ethicsin
business.”

The point hereisthat health promotion can be used to facilitate anew way of think-
Ing within hospitals, especially where staff haveyet to cometo termswith the chang-
ing role of hospitals. But health promotion could be misused by managersin the
sameway asmanagement theory and ethics. We should be striving for symmetry bet-
ween the absolute recognition that HPH is a worthwhile initiative and ethical
management processes within the hospital. Each can feed off the other in that | do
believe managers should adopt an ethical approach to managing hospitalsand if this
isclear for al to see, the adoption of HPH principleswill be made all the easier.
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Vaugirard Hospital and thedistrict’s GPs:
An exampleof anew careorganisation

AnneLaurenceLeFaou, Anna Ozguler, NicolasNathan, Yanka Sahan, Jean Laudet,
Dominique Jolly

Assistance Publique-Hopitaux de Paris (AP-HP) is afederation of 50 University
public hospital s (30.000 beds, 85.000 employees). The board managers of Vaugirard
Hospital (VH), the most recent AP-HP geriatric hospital have wanted it to become a
reference with the help of the private practitioners of the 15th district of Pariswhere
VH islocated. To reach this goal, the VH team created anumber of tools and servi-
ces. aguidelisting the health professional sand socially-oriented services (sent tothe
GPs of the 15th district in January 1994), a geriatric consultation which allows the
GPsto seek ageriatrician’sadvice, aday care hospital whoseaimisto alow elderly
peopleto stay at home with the help of the district’s health and social professionals
and a gerontol ogic network between VH and the 15th district, whose aim isto en-
courage a partnership between the VH staff and the GPs of the district. A study was
conducted to eval uate the consequences of thisnew policy on therelationshipswith
the GPs. The objectives of the survey were:

e tomeasurethe GPs knowledge concerning theVaugirard Hospital facilitiesinthe
15th district and

e toevaluatethe GPs expectations concerning ageriatric hospital.

M aterial and methods

Two hundred and twelve GPs are listed in the 15th district. Seventy four of the 95
GPs contacted accepted to answer the questionnaire, which corresponds to 35% of
the target population. The survey was carried out by phone from the 15th October
1995 to the 15th January 1996 and it was stipul ated that the person in charge of the
survey would try to contact the GPamaximum of 3 times. It had 9 questionsand an
additional open question in order to obtain qualitative information about Vaugirard
Hospital services.

The survey describesthe GPsrecourseto Vaugirard Hospital in the 15th district, the
use of the Vaugirard Hospital guide, the referral to the geriatric outpatient service,
theknowledge of theday-care hospital, the participation in the gerontol ogic network
by GPs and the GPs expectations from a geriatric hospital. The Statview software
was used for thisanalysis.

Results

Thebreakdown of the 74 contactsisthefollowing : 95.9% answered by phone, 4.1%
answered by mail (after aphone contact). The placeof Vaugirard Hospital inthe 15th
district isassessed. Most of the GPs (82%) have oriented elderly patientsto Vaugir-
ard Hospital, half of them (55%) followed up on patients discharged from Vaugirard
Hospital of whom : 27 % followed up on fewer than 2 patients, 37% between 2 and
5 patients and 32% more than 5 patients (not specified for 4%).
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Concerning the guide, 65% are sure that they received it and 34% suppose they did-
not. Among the48 GPswho received theguide, 23 (48%) useitintheir practice. 49%
(36/74) of the GPs refer patients to the geriatric outpatient service of Vaugirard
Hospital. The day-care hospital iswell known (74% reply favorably). Among these
doctors, 44% (24/54) have used this center.

Concerning the gerontologic network, 59% of the GPs know about it but only 32%
seeit asteamwork. Fortynine GPs explain their expectations of ageriatric hospital:

o 26.5% (13/49) regret that their patients cannot be admitted directly to Vaugirard
Hospital in an emergency situation and have to first go to an acute care hospital
(Boucicaut Hospital in the 15th district which isan AP-HP hospital aswell) even
If the patient does not require surgery,

o 24% (12/49) mention thelack of beds,
e 10% (5/49) would like more hospitabl e rel ationships between staff and patients,

o 10% (5/49) regret the lack of contact with the patient following hospitalisation,
especialy in the long term care department. They would liketo receive aregular
update on their patient,

e 26.5% (13/49) of the GPsrespond ,, everything isfinewith the Vaugirard Hospital
services®.

Conclusion

Theresults of the survey concerning the GPs' knowledge of Vaugirard Hospital ser-
vicesshow that thesedoctorsare aware of the day-care hospital facilitiesand theger-
Iatric outpatient service. Most of them have referred patientsto Vaugirard Hospital.
Nevertheless, it must be pointed out that only half of them use the guide regularly,
thus showing that social aspects are not often taken into consideration. In addition,
the care coordination project between the primary care system and Vaugirard Hospi-
tal is not always seen as a gerontologic network. More time will be needed for the
staff to become accustomed to this new approach and therefore be able to put into
practice what iswritten in the hospital policy. Taking into consideration the GPsre-
quests, Vaugirard Hospital staff hesrecently created an acute care unit. Thisunit can
admit patients directly and facilitates the hospitalisation of elderly peoplein a spe-
cialised environment. The Vaugirard Hospital staff continuously triesto find means
to improve the relationships between Vaugirard Hospital and the health and social
professionals of the 15th district of Paris, for example, the guide will be revised in
1997.
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A psychoanalytic view on health promotion in hospitals—
Social constructionstoresist anxiety

Rainer Paul

The fact that efforts to instigate changes in the work routine and content in institu-
tions encounter obstacles and lead to conflictsis seldom openly addressed. If ahos-
pital isopen to structural changes geared towards establishing it as a health-promo-
ting institution, it isvital to understand the moments of stubbornnessand to bring to
aclose the conflicts that arise. The following addresses thisissue, examining as an
examplethefear prevailingininstitutionsof expressing individual reasonsfor resist-
ing change.

Theideasare based on Freud's psychoanalysis and itsfurther development by Klein
and Bion, aswell as on the application of psychoanalysisto institutions by Jacques
and Menzies. Organizational structures are considered from the aspect of their un-
conscious meaning. The hypothesisis defended that institutional structures possess
adefense function with regard to the staff that can undermine the capacity of an in-
stitution to meet itsobligations. In order to succeed, those who initiate the process of
change must be aware of this resistance on the part of existing organizational solu-
tions.

| proceed from the following premises:

e the employees of a hospital —and not just those of a psychiatric hospital! — are
confronted by substantial projection of mental anxieties (Menzies, 1984);

e cohesively in institutions the collective resistance takes hold earlier (psychotic
anxieties);

e how these projected anxietes are coped with will ultimately decide the functional
capacity of theinstitution with regardtoitsobligations, decidethe health of itspa-
tients and staff. | would like to add that particularly executive staff members are
at risk, since the manifold projections from within the institution (staff and pati-
ents), be they unrefined or in the form of resistance, are bundled in their case
(Kernberg 1980, Menzies, 1984).

Psychotic anxieties are all those anxieties which threaten the organization of the
psycheitself and questionit, that is, attack the adult mental structure. Unlikeneurotic
anxieties which are more likely to center on specific contents: the fear of examina-
tions or the fear of snakes, etc., the content of psychotic anxietiesislimitless. Bion,
for example, speaks of ,, nameless dread”. Individuals develop psychotic anxieties
with rel ative ease when they are subject to intense group experiences.

Psychotic anxieties asthey present in hospitals are, for example, those related to the
integrity of the body. Thisis manifest, among others, in that anxieties exist with re-
gard to the extent to which an illness spreads or how invasive a treatment itself is,
such as operations in which the body is opened. In the anamnesis of the individual
this can resemble anxieties such as those experienced by an infant before it has de-
veloped the mental capacity necessary to usefully process internal and external sti-
muli. Thus an unbearable feeling of hunger can absolutely overcome any other sen-
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sationsand take compl ete possession of one’spercieved existence. Thiscallstomind
that psychotic anxieties alwaysfocus on existence.

AsMenzies showed in 1984, hospital staff often face the anxietiesin their dealings
with patients:

e fear of not existing

e fear of lossof the capacity to think and to be aware

e beingflooded by diffuse anxiety

e livinginasecond, private world without any contact to the world of others
e losing the capacity to test redlity (reality testing).

Experiencing thefull weight of the patient’s anxieties and carrying the responsibili-
ty for them arouses anxiety among staff members. Otherwise, to take responsibility
for these anxieties means functioning as a therapeutic other for the patient. We may
ask what is necessary to give the members of an institution the mental strength to
function as atherapeutic agent. How can the staff avoid anxiety?

Ways of avoiding anxiety/ defense mechanismsin patient-nurse interactions (Men-
zies 1984):

e splitting up the nurse-patient relationship

e detachment and denial of feelings

e theattempt to eliminate decisions by means of ritual task performance
[ ]

reduce the weight of responsibility in decision-making by means of checks and
counter-checks

e collusive social redistribution of responsibility and non-responsibility
e reduction of theimpact of responsibility by means of delegation to superiors

e ideadlization and underestimation of personal development possibilities and
perhaps health-promotion activities

e avoidance of change.

Though listed here as being completely separate, these defense mechanisms are not
experienced assuchinreality, rather asentwined and permeating oneancther. Onthe
basis of an examplefrom the everyday routinein apsychiatric hospital —similar ex-
amples can be described for other clinical situations— I would now liketo illustrate
the connection between some defense mechani sms (splitting up the nurse-patient re-
lationship, detachment and denial of feelings, the attempt to eliminate decisions by
ritual task performance).

Very often patients are found on psychiatric wards who chain-smoke, respectively
are addicted to nicotine. These patientsreceive cigarettesfrom the staff according to
certain rules. One must imagine, for example, that a patient may have two cigarettes
each hour and that he or she must ask the staff for the cigarettes each time around.
Thisrule, whichisclear enoughinitself, disruptsthe natural structureof thepatient’s
day, lending hisor her interaction with the staff anew focus. For the patient the entire
day turnsinto awaiting period. He must keep an eye on the staff, he must keep an eye
on their breaks, whichin turn often collide with therule, etc. On the part of the staff,
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the open, perhaps even uncertain manner of dealing with the patient assumesarigid
structure, completely devoid of any anxious psychiatric content. The patient has
been successfully turned into someone who makes demands, who must declare
him- or herself, who must be controlled, etc. Staff complaints focus on the demand-
ing patient, the circumstance that one is never left alone and that one must always
exercise control. While all thismay well facilitate the psychiatric dealings with the
patient, it also facilitates keeping one's distance to the patient. Once habitualized,
however, the individual defense against psychotic anxieties will eventually project
itsalf intoingtitutional processesinthelong-term. Upon closer examination of routine
organizational processes, thisdefense information can beisolated. An example:

A student nurseissent to the housekeeping supply serviceto fetch towels, sheetsand
so on. Theward to which sheisassigned produces an unusua amount of laundry due
to one patient, who becomesincontinent during apsychotic phase and wieldsthisfa-
cility accordingly. When the student nurse arrives at the housekeeping service the
staff there tells her that the order form she has presented for the bedding has to be
signed by the head nurse on the ward, who happens to be off-duty that afternoon, so
she cannot get the bedding. ,,| can’t take the responsibility,” says the housekeeping
staff member, ,,but | would recommend that you have the form signed by amember
of the administrative staff.” The student nurse then proceeds to the administration,
where sheistold that the order form she has presented is not the correct one. But af -
ter some discussion and phone callsto the head of administration, the administrative
staff member signsit anyway. The student nurse returns with the signed order form
to the housekeeping service, only to find it closed in the meantime. Shethen returns
to her ward without the bedding, which leads to a quarrel with the nurse who re-
mained on theward and, in the absence of the student nurse, has had to do doublethe
work. Their quarrel involvestime, order forms, etc., all of which are,, safe* subjects
to argue about and far removed from the psychotic actions with which their patient
has confronted them.

The defense formation described here can be termed a social defense system, in
keeping with Jacques (1955). Institutions can be used by individuals to strengthen
their own mental defenses. These individual defenseswill, as shown, eventually be
Incorporated into the routine processes of theinstitution. | would liketo add that itis
not an individual mental pathology which isbeing projected but that members of an
institution arefrequently confronted by the anxious pathol ogies of their patients and
then resonate them, tending for thisreason tending towardsincreased defensesin an
effort to protect their own health. At first glance, it is good heal th-maintenance pro-
cedureto resist that which can cause anxiety. The habitualization of such resistance,
or defense, however, threatensthe capacity of an institution to function and paralyzes
staff involvement —thus exercising apathological effect inthelong-term. New staff
membersare quick to recognize damaging and paralyzing organizational forms. Ha-
bitualized defense, which slowly becomes afeature of the routine processes of the
Institution, is akin to a subculture: extant and determining processes while itself
going unrecognized —in the end habitualized defense isthe Unconscious, that isthe
Unknown of theinstitution in the Freudian sense. In full conformity with Freud, this
Unconscious determinesto alarge extent the manner in which theinstitution exerci-
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sesitsduties and whether or not it can even discharge them effectively. Asshownin
the above example, the staff no longer even needs patientsin order to be sufficiently
occupied. The defense mechanism has become self-perpetuating. One could term
the defense mechanism described: , Ask and wait if you want/feel something” (the
Institution must legitimize every expression of life).

The framework of this presentation does not permit description of how to change
such habitualized processes. It isevident though that initiatives targeting changesin
an organi zation and which disregard basic anxieties free those anxieties that are
bound into organizational solutions. Such initiatives will have to reckon with sub-
stantial resistance. Also, idealizing the process of change, for example through
membership in an international movement of health-promoting hospitals, will not
prevent resistance, but will instead deval ue the previously idealized idea.

References:

Kernberg, O. F.(1980): Internal World and External Reality, Jason Aronson, New York

Bion, W.R. (1967): Second Thoughts: Selected Papersin Psychoanalysis, Basic Books, New York

Bion, W.R. (1959): Experiencesin groups, Tavistock, London

Jaques, E. (1955): Socia systems as a defence against persecutory and depressive anxiety. In: M.
Klein, P Heimann, R. Money-Kyrle (eds), New Directionsin Psychonanalysis, Tavistock, Lon-
don

Klein, M. (1945): The oedipus complex in thelight of early anxieties. In: Contributionsto Psycho-
nalysis, Hogarth Press, London

Klein, M. (1946): Notes on some schizoid mechanisms. In: M. Klein, P. Heimann, S. Isaacs and J.
Riviere (eds): Developmentsin Psychoanalysis, Hogarth Press, London

Menzies, |. (1984): A case-study in thefunctioning of social systemsasadefenceagainst anxiety:A
report on astudy of the nursing service of ageneral hospital. In: M. F. R. Ketsde Vries(ed) The
irrational Executive. Psychoanalytic Explorationsin Management. Int. Univ. Press, New York

160



Part 7/

Twenty Pathways
TowardsTheHealth
Promoting Hospital

161



162



I ntroduction

Karl Krajic, Margareta Kristenson

The 1% International Conference on Health Promoting Hospitalsin Warszaw in May
1993 had marked the beginning of the European Pilot Hospital Project. This has
been the central ,,Model Project” strategy of the International Network, for the first
time uniting 20 hospitals. These hospitals had decided to test the concept of Health
Promoting Hospitals under their specific national, regional and local circumstances
and for their specialisation and size.

The 5™ International Conference—4 years|ater —marked the end of the main work-
ing period of this project. Jirgen Pelikan in his keynote lecture (represented in this
book) has already pointed out the main aims and objectives of the project and has
provided an overview on the participants and on the structures of co-operation. He
has also been giving afirst analysis on the successes and strengths, but also on the
disappointments of this project on aEuropean level.

Thefollowing part of the book now is devoted to short reports on experiences of the
Pilot Hospitals" comprehensive development projects on the local level in each of
the participating Pilot Hospitals. To describe a4 year process, with 5 — 19 subpro-
jectsin each of the hospitals, covering all areas of Health Promoting Hospital s (pati-
ents, staff, community and organisation), wherein some cases several hundred people
wereinvolved, isadifficult task —more difficult still if the severe space restrictions
of this publication (4 pages per contribution) had to be accepted.

Sothe picturesthat are created about thelocal Pilot Hospital Projectshavetoremain
sketchy —but neverthelessthereader will get agood first impression about the amount
of energy, enthusiasm in these projects and the number of people that have been
contributing to this large scale experiment of what a Health Promoting Hospital
might look like. Thereader will also get agood impression on the wide area of prob-
lems chosen and topics selected in the local projects. And finally, the reader will
also get afirst picture on successes and failures, on factorsfor success and obstacles
in these hospitals. The contributions are regionally grouped — starting in Central
Europe, the journey goes to Britain and Ireland, then to Germany and finally to
France and the South of Europe.

Perhaps these contributions manage to serve as a good starter — they should create
appetite for more information and analysis, which will be available in a publication
dedicated to the experiences of the Pilot Hospitals, which iscurrently in preparation
and will beavailablein spring 1998.
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TheViennaWHO-M odel Project “Health and Hospital”
Peter Nowak, Robert Marz

Context and Origin of the Project

The ViennaWHO-Model Project “Health and Hospital” was the first project the
WHO Regional Office for Europe initiated to implement the general concept of
» Health Promotion® in the context of the hospital setting. This project was put into
practice at the Rudolfstiftung Hospital of the City of Vienna, a general hospital
whichincludesall medical departmentsexcept psychiatry and pediatry. The hospital
employs approximately 1900 people and has 27 wards and 17 out-patient clinics
where about 30 000 in-patients and 100 000 out-patients are treated annually.

After the Ludwig Boltzmann Institute for the Sociology of Health and Medicine
(LBI) had worked out first conceptual drafts on the basis of apilot study in 1988, a
number of hospital administrations were contacted in order to find a suitable hospi-
tal in Viennafor carrying out the pilot project . The medical director of the Rudolf-
stiftung Hospital wasinterested in this program of reform right from the beginning.
Thefinal positive decision about the hospital s partici pation was reached during two
staff meetingsinwhich all employeeshad the opportunity to get to know the concept
of the project and to vote on whether to participate or not. One reason for the wide
acceptancethe concept of ,, Health Promoting Hospital“ found amongst the staff, was
dueto the fact that beside the patients the staff themselves were to be atarget group
of health promotion. The hospital management was open to reforms because they
expected to improve their future competitive position by taking part in an interna-
tional model project.

The project at the Rudolfstifung Hospital had the character of amodel asaWHO
» Health Promoting Hospital“ within the objectives of the Vienna Hospital Reform.
For thisreason, social-scientific research played an important role as a constant ac-
companiment of the reforms. The comprehensive documentation and evaluation of
the project’s progress were to ensure not only feedback and control of the project’s
progress and results, but also to facilitate transfer of these new experiences.

Strategies, project structureand publicrelations

The aim of the Model Project was to initiate a process of organizational develop-
ment at the Rudolfstiftung Hospital. The LBI provided organizational counselling
based on the principles of ,, systemic organizational development” and ,, project ma-
nagement* methods. The leading strategy of the ViennaModel Project wasto influ-
ence the development of the whole organization by carrying out subprojects.

To coordinatetheoverall project, aJoint Project Committeewas set up, consisting of
the hospital management, two personnel representatives from the Rudolfstiftung
Hospital and three members of the LBI. The Project Committee, acting as client of
the project, decided on the subprojectsto becarry out, called for participation in spe-
cial coursesand model wards, and appointed project groupsto plan and carry out the
subprojects. Moreover, it supervised and coordinated the progress of the project by
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receiving regular reportsfrom the subproject groups, and providing feedback for the
people working on the project. As means for public relations, a bi-monthly Project
Newsletter was established and unnual public presentations of the project were
organized.

Developing Models

Thedevelopment, trial and implementation of innovationswascarried out according
to clearly defined goals, within agiven frame of time, work and financial resources,
inso called “ Sub-projects’. To take stock of the problemswithin the hospital an ,,in-
formation round“ was carried out during the initial project phase, including all
wards, out-patient clinics and sub-units of the Rudolfstiftung Hospital which had
voiced interest in participating in the project. On the basis of this problem analysis,
eight Sub-projects were established by the Joint Project Committee. In 1995 three
additional projects were established for atwo-year running period (1995/1996). In
these 11 Sub-projects about 90 action areaswere defined and were mostly realized in
the course of the 7 years of project work. According to the four main areas of health
promotion, Figure 1 gives an idea of the wide spread scope of the measures taken.

PATIENT — AND STAFF—-ORIENTED PROGRAMS

Patients Staff

Support for Patients by Volunteer Service Handling of Dangerous Materials

Hospital Hygiene (Narcotics, Desinfectants, Cleaning

Training of Diabetics substancesetc.)

Rehabiltation through Physio- Psychosocial Health and

therapeutical Care Interprofessional Communication
Ergonomic Consulting for Workplaces
Backpain Courses

Regulation of Working Hours

Patient Oriented Nursing
Cooperation between Wards and Central / Functional Units
Healthy Food in the Hospital
Functional Rebuilding of the Ward Space

COMMUNITY — AND ORGANISATION —ORIENTED PROGRAMS

Community Organisation

Support for Patients by Volunteer Service Cooperation between Wards and Central
/Functional Units
Practical Instruction/Integration of Nurses
Management Training for Ward Nurses
Interprofessional Communication

Out-Patient Clinic as I nterface Between In- and Out-Patient Care
Mission Statement Rudolfstiftung

Figure 1: Sub-projectsand action areasin the Vienna WHO Model Project
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Planning and implementing each model wasthe work of Sub-project Groups, which
were composed of members from different professional groups and all levels of the
hospital hierarchy. Participation in a Project Group happened on voluntary basis.
Hospital staff was allowed to use up to two hours of their weekly working time for
project work. Each Sub-project Group could make use of an external organizational
consultant from the LBI to support them in solving any task at hand.

Summary of results

TheViennaWHO-Model Project played animportant rolein hel ping the Rudolfstif-

tung Hospital to develop toward a health promoting organization. What proved

more difficult however, was the transfer of experiences made in areas of the model

project to become permanent features in the daily hospital routine. In some way it

seemsto be easier to transfer the manyfold experiences of the Rudolfstiftung within

anational or international context than within the Rudolfstiftung itself. To sum up

the successes of the ViennaWHO-Model Project we can state that it was possible:

e towinthe support of the hospital owner, management and staff

e tosolverelevant problems of the hospital

e todevelop the hospital into a,,|earning organisation®

e to ensure sustainability of the project results by establishing new professional
roles, new communication structures and training of staff

e towork continuonsly onthe HPH-projectsthroughout 7 years (including funding

of thelast 2 years out of the normal budget of the hospital)

to involve 250 staff members actively in the subprojects (more nurses than doc-

torsand administrative staff)

to incorporate the main goals of HPH in the mission statement of the hospital

to achieve high visibility by newsdletters, public presentations, visitors days

to devel op 9 guidance manual s on 9 successful models of HPH-projects

to start off from this project the European Pilot Hospital Project and the Austrian

National Network of HPH
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TheUpper —Silesian Rehabilitation Centre,, Repty” Annex
Ustrof asHealth Promoting Hospital — Theend or thebeginning?

Zbigniew Eysymontt, Zbigniew Baczek, Alina Mar zec, Jerzy Klimczak, Krystyna
Zagorska, Ewa Drobik, Barbara Hadaszczak, Barbara Malgjka, Barbara Piercha

The Upper-Silesian Rehabilitation Centre ,, Repty” in Tarnowskie Gory Annex in
Ustrof isa 120-bed rehabilitation hospital which was established in 1989 asthe an-
nex of the main centrein Tarnowskie Gory. Theinitial plansfor theimplementation
of acomprehensive program of health promotion in the hospital appeared midway
through 1992. After our application had been accepted, thefirst phase of thepractical
implementation of the aimswas started. Significant for an effective initiation to the
plan wasthefull support from the hospital authorities.

At the present timewearein the process of implementing 10 sub-projectsat varying
stages of advancement. The sub-projects which are the most advanced in their state
of completion are at present:

1. A health school

2. Thehospital asaplacefor the promotion of culture
3. Healthy food

4. Thehospital asasmoke-free place

5. Segregation and utilisation of waste

Magjor realization problemsare:

e Financial shortage which hinderstheimplementation of the sub-projects

e Lack of support from thelocal authoritiesand governmental authorities

e Lack of suitabletraining and experience in the documentation and assessment

e Cautiousreception by the staff of the hospital and even with acertain antipathy at
the beginning.

Neverthel ess, thetime spent onthe health promotion project in our hospital hassofar

undoubtedly been constructive. Many of the newly-established working procedures

and organizational changes have been adopted completely within the daily work of
the hospital.
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A Hungarian pathway towar dsthe Health Promoting Hospital
Lasz 6 Kautzky, Tamas Halmos

The Health Promoting Hospital concept was initiated shortly after the “Budapest
Declaration” in 1991. By thistimethe national Koranyi I nstitute becameafull mem-
ber of the European Pilot Hospital Network.

Life expectancy at birth in Hungary is one of the lowest in Europe. In the past dec-
adesthe Health Care System hasfocused mostly on treating diseases, while preven-
tion and health promotion were neglected. A few years ago the Hungarian govern-
ment declared anew Health Policy named “Health of the Nation”. Theradical chan-
geinpolitical and financial structure gave agood background to the starting “Health
Promoting Hospital” movement (HPH). The National Koranyi Institute started with
five subprojects:

1. Hedlthy Nutrition
2. Postgraduate training for nurses

3. Hospital Hygiene: methods, which protected staff against infections,
toxic damages, etc

4. Efforts, which created abetter environment for staff
5. Patient information programs (club activities: diabetes, anti-alcohol, asthma)

For almost two years, we took on the task to build up a National HPH Network. Be-
fore describing shortly our efforts on this topic, we have to explain some important
conceptional changes, especially inour local Health Policy. Originally, the HPH move-
ment had been created to improve the working conditions within the hospital. First
programsfocused on achieving better working conditionsfor staff. While creating a
better and healthier environment for staff, thisal so had beneficial effectsfor patients.
Soon after having joined the movement, we realized that the HPH concept can flou-
rishonly by “demolishingthewalls’ of theHospital. In achieving ahealthier society,
itisamust to involve the Family Doctors Network, the communities, and the enti-
re society.

When starting to build up the Hungarian National Network, we therefore encoura-
ged candidate hospitalsto focustheir programs not only on staff and in-patients, but
also on the community. Apart from programs, which remained mainly within the
hospital walls, like“Baby friendly birth”, hospital hygiene, etc., more and more pro-
jectsstarted to deal with programslike prevention of chronic, non-communicabledi-
seases, rehabilitation after cardiovascular and cancer diseases, etc. Therole of the
hospital became more and morea“model” for healthier life styles.

By thistime, some 26 Hungarian Hospital sjoined themovement, and their programs
presented clearly the change of the original philosophy of HPH, turning to the Pri-
mary Health Care System, and the Communities. This change seems to be more
pronounced in Hungary because of the very sad parameters in health and diseases.
The problem has become even more sharpened, for in the past few months some ten
thousands of hospital bedshad to beclosed in our country. Thisfact, apart from many
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other financial and medical aspects, undermined the prestige of hospitals. It became
clear that effective health-protective work cannot be done without involving part-
nersworking outside the hospital.

The main problem is still the lack of financial resources. To carry out programsin
heal th prevention and health promotion without extrafinancial support isextremely
difficult. One year ago we created a*“ Foundation for Health Promotion®, asked In-
ternational Pharmaceutical Firmsfor financial help, but with no success. We applied
for different grants and got a small amount from the Health Government, and we
hope to obtain some morethisyear.

In summary: The National Koranyi Institute isthe only Hungarian Hospital partici-
pating in the European HPH Pilot Hospital Project. Since two years we started to
build up the National HPH Network. In thiseffort we have realized that the philoso-
phy of the original concept has changed in Hungary. Thismeansthat more and more
programs are focusing on health prevention and protection, and by doing this, they
involve the Primary Health Care System and the Communities, aswell. The “walls
of the hospital” started to fall down earlier than in Western Europe, because of the
special political and historic background. It isan encouraging fact that in spite of the
lack of financial support, some 26 Hungarian Hospitals were willing to accept the
HPH concept and joined us.
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TheUniversity Hospital in Linkoping, Sweden

Margareta Kristenson, Gunilla Rainer, Johannes Vang

When the management of the University Hospital in Linkéing decided that the hos-
pital should become a Health Promoting Hospital, three factors were determining
the decision: the new Community Oriented Curriculum for the Faculty of Health
Sciences, the new Health Policy Programme for the County, and the hospital mana-
gement’s need for an orientation towardsincreased effectivenessand amorevisible
goal for the service which reflected the mission of the hospital.

Aimsand objectives

In 1992, after discussionsin several strategic groups, the hospital’s mission state-
ment was defined as ,, Health Gain for Patients, Effectiveness and Client Satisfac-
tion“. In 1995, anew Hospital Director revised the mission statement: the coopera-
tion between the University Hospital and the Faculty of Health Sciences was
emphasized. This was reflected in the new mission statement ,, Health Care and
Research for Health Gain®.

The objective of the HPH concept is to reorient health services towards health, as
suggested in the Ottawa Declaration. The ,, sub-projects* were instruments for this
purpose. In Linkdping ten sub-projects were identified. All of theidentified activi-
tieswerea ready ongoing or planned; the criterium used for an activity to be defined
as asub-project was. that it supported devel opment of good practice and was an ex-
ample of what it meansto be health oriented.

Two overarching projects were the development of a decentralized organization
with outcome orientation towards health gain and the introduction of Total Quality
Management. Theseoverall projectsfocused on policy and organizational issues. The
sub-projects covered the three main areasin aHealth Promoting Hospital .

1. Hedlth Gainfor Patients:
e Swedish Health Care and Meeting with Refugees

e Psychological and Social Support to Patients, Relatives and Staff Suffering
from Crisis

e Caring for Patientswith Alcohol Problems I dentified at the Emergeny Ward
e The Smoke free Hospital

2. Health Gain for Personnel
e Early Active Rehabilitation for University Hospital Personnel

3. Health Gainfor the Society Served
e Hospital Accident Analysisand the Prevention of Accidents
e Shopsfor aBetter Life
e Osteoporosis Prevention Project
e Environmental Protection and Pollution Control
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Experiencesafter S5years

The University Hospital’s budget has during this period been substantially reduced.
The personnel force amounted to 6.500 in 1992. It was reduced to 4.500 by 1997.
Still, the reorienttaion towards adecentralized health outcome oriented organi zation
with the help of Total Quality Management has continued. This year the Hospital
will, besides the ordinary financial balance record, present a,, health outcome ac-
count* for 3 diagnoses per clinic. In 1997 the balance account will include ,, health
outcome accounts* for half of the diagnosesin every clinic. Several projects for
health gain measurement and patient centered outcome measures are ongoing.

The experiences from both the project of early active rehabilitation and from the
TQM projectsarethat empowerment of the personnel by deeper participatory invol-
vement in decision-making has a strong influence on the well-being of the person-
nel.

Projects oriented toward community have strenghtened the collaboration between
local community authorities and theregional health authorities. The hospital issmoke
free, aUnit for Tobacco Prevention has started, and anew health related information
centre has been opened in the hospital. The Hospital is now a member of the newly
established Swedish Network for HPH.

Conclusions

Our experience has been that the concept of Health Promoting Hospitalsisrelatively
easy to accept for personnel, patients and politicians. However, this concept is diffi-
cult to pursueif the managerial systemisprocess- and not outcomeoriented, or if the
economical rewards are productivity-oriented and not outcome focused. We believe
that threelevelsare important.

Health Gain for Patients

This means adjusting the focus of the hospital relevance and outcome of the activi-
ties. The TQM method has been very effective in this respect. However, this ap-
proach needsto aim at health gainsasagoal for the activities and therefore demand
regular measuring and reporting of health outcomes. Without this the developmen-
tal processisblind. With aroutine measurement of outcomes, the personnel canrear-
range services accordingly and the management may focus on activitiesand proces-
seswhich are efficient.

Health Gain for Personnel

Making the mission of the hospital evident and distinct, setting goals for the activi-
tiesand making them visible and explicit creates a confident and assured personnel.
Empowerment of the personnel is of equal importance in order to create a healthy
workplace. This has been shown clearly, both from the experiences of TQM and
form the project of Early Active Rehabilitation of Personnel. To this can be added,
that as a part of the new ,, Quality Account Statement”, the Department Heads must
now report how large a proportion of the personnel was involved in the process of
changein the department.
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Health Gain for Society

The hospital’s knowledge of and information about the state of health in the
catchment area, as well a s the concentration of medcial knowledge at the hospital

and the prestige of the hospital, makesit possibleto initiate preventive programmes
inthelocal community from the hospital. An example in Linkdping isthe Accident
Programme, which now isajoint venture with thelocal community. Theimmediate
accessability to the 1% of the total population, which works at the hospital, makes
the hospital an ecxellent setting for health promotion and life style devel opment, not
only within the hospital, but also through its personnel it is possibleto reach out into
the society.

Important problemsin the process of change are the lack of time and the fear of bu-
reaucracy. To minimizethis, it isvital that all ongoing developmental projects are
clearly inter-linked. Thus, health orientation, health gain measurements, quality as-
surance and |leadership programmes need to be parts of the same process of change,
with a shared goal: the mission of the hospital, i.e. the health gain for the people
served.
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TheChild “Health Centre"* —
RoutetotheHealth Promoting Hospital

Anna Solarczyk

I nformation about the health promotion movement cameto Poland in the early nine-
ties. The CHC became aHealth Promoting Hospital in 1992 and in April 1993 War-
saw was the venue for the First International Conference of The Health Promoting
Hospitals Network.

The fact that the first international conference was held in our hospital focused the
attention of all the staff members on the work under way at that time and was prob-
ably the most important reason for the successful completion of the project and the
subsequent sustainability of the concept of the Health Promoting Hospital.

The CHC, as the Health Promoting Hospital, was not the samein 1993 asit isin
1997. At the outset, projects were undertaken at the direction of the hospital mana-
gement, in addition to normal duties, while now they are considered by hospital staff
and by our patients and visitors asameans of improving health.

Health promotionin our practiceisnot asprofessionalised asin other hospitalsinthe
pilot hospital network, and it is difficult to compare our results without comparing
backgrounds. By this, | mean the health care system in Poland and also the financial
resources. Thehel p and experienceof other pilot hospital swhich aremore advanced,
has made our success possible.

To give apicture of the scale of our success, | would liketo give afew statistics ab-
out our hospital. There are 700 beds and nearly 2500 hospital staff; the whole coun-
try isthe catchment area, and it isamodern, highly specialised, postgraduate centre.
Each new, modern initiative hasagreater chance of spreading throughout the whole
country. Health promotion through the Health Promoting Hospital is one of the best
of many examplesillustrating what can be achieved.

My colleagues in health promotion and | consider the most important achievement
to be the creation of the awareness and understanding of peoplethat healthisreally
their own business. So thefirst hurdle—*to know’ — appearsto have been crossed.

Since 1995, health promotion hasbeen included in the policy manual of the hospital,
alongside curing, rehabilitation and science, and there is no doubt that health pro-
motion istherefore alow-risk, low-cost and highly effective way to improve health
In the community.

Themain areas of our activity are: the patient- and child-friendly hospital; education
(about ahealthy lifestylefor patients, visitors and staff); and a healthy workplace.

These activities have been carried out through several projects. Some have already
been completed to great acclaim, but, at the sametime, health promotionis“anever-
ending story” —but not afairy-tale.

Six subprojects, related to patients, their families, and hospital staff were devel oped.
Because of the country-wide catchment area of the hospital the influence on the lo-
cal community was of lessimportance.
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1. Nutrition and Health — An education programme for patients and hospital staff,
concerning adequate nutrition and a healthy life style. ,, Healthy food* presenta-
tions, lectures, meetings with nutritionists and a dietetic education programme
were carried out on the basis of regular meetings. Creative methods to teach
nutrition conceptsmadelearning funfor the child aswell asencouraged apositive
attitude about rational nutritionthroughout life. Ward dieticians educated staff ab-
out healthy eating. Informal contacts with experts from The National Food and
Nutrition Institutewerearranged for the project leadersand dieticiansinvolved in
the HP program, to discuss how to encourage staff to eat amore healthy diet. Co-
operation with the Physiotherapy Department was undertaken to promote fitness
and physical activity.

2. Smoke-free Hospital — Smoking is not allowed on the hospital premises, and ci-
garettes are not available for sale at the hospital. * Stop Smoking’ courses, coun-
selling and a support programme are available for smokers who want to give up.
Anexhibition of patients’ anti-smoking postersis presented every year during in-
ternational ‘ No Smoking’ day. An area has been reserved for smokers outside the
hospital. New health workersareinformed of the hospital policy intheir contracts.
Unfortunately, the number of smokersis still unsatisfactorily high, but their
knowledge and motivation to stop smoking is satisfactory.

3. Prevention of Type B Hepatitisin children and hospital staff — The purpose of this
programme was to eliminate cases of type B hepatitis among high-risk hospita-
lised children, and hospital staff most vulnerable to thisinfection. A significant
decreasein HBV incidence among hospital staff wasachieved by: regular training;
meetings concerning hygiene rules in the workplace; the distribution of educa-
tional filmsfor medical staff; the routine sterilisation of multiple-use equipment
and the introduction of disposable equipment; and the biological and chemical
sterilisation control of supplies. In 1988, avaccination program against infection
among the high risk group was started with ,, Engerix B* vaccine. In 1989, 32 per-
sons suffered from HBV and were recognised as cases of occupational illness at
the CHC. In 1989-94, the HBV infection incidence decreased rapidly each year
and since 1994 we have not recorded any new cases of HBV infections among
hospital staff. A Hospital Infection Control Team was created to examineall cases
of hospital infection, and to provide constant education for employees and visi-
torsabout hospital hygienerules.

4. Promotion of the Psycho-Social Well-Being of Hospitalised Children — To fulfil
the psycho-socia needs of hospitalised children and their parents and to reduce
the psychological stress due to hospitalisation, this project aims to create an at-
mosphere of warmth, trust and security for patients, continue an open-door po-
licy, provide printed information to familiesabout the hospital, theway itsvarious
serviceswork, and about patients’ rights. Patient satisfaction is assessed through
guestionnaires. In the light of the results we have reason to be pleased.

5. TheHospital —one of the Sources of Health Education—Thisprogrammeisbeing
implemented by the Department of Education at the Child Health Centre and is
addressed to our patients and their families, aswell as to teachers and pedagogi-
cal staff. A hedlthy life-styleis popularised through games, play, contests, skills
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training, occupational therapy and fine art sessions. Verbal, visual and active par-
ticipation methods are used. Close co-operation with dieticians, nurses and phy-
siotherapists has resulted in the possibility of bringing professional influence to
bear on patients, their families and staff through aprocess of education.

6. Involvement of the Parodontic Department in the Health Promoting Programme
—The objective of thisproject isto extend prophylactic and therapeutic oral cavi-
ty careto al CHC patientsand also to carry out consultationsfor childrenin other
hospitals and institutions country-wide.

Among chronically ill or handicapped childrenweoftenfind very poor oral health
conditions dueto thefact that those who take care of these children do not seethe
problem as very important, compared to serious disease or impairment. Health
promoting activities are al so often not available to these people. During hospita-
lisation the children’s knowledge of their own health, aswell as the interest of
their parents in health care, are significantly improved. The HPH could support
their behavioural re-orientation.

To be effective, the strategy of health promotion is based on the individual needs of
children. Thefollowing areas of focus-groups carrying out eval uations for adequate
standards: physical impairment only, mental disease only, congenital heart failure,
cerebral pal sy, haemopathies, endocrinopathies, metabolic diseases, expected organ
transplantation or chemotherapy, and other bed-ridden states.

Conclusion

Dueto organizational and structural changes health promotion will continue within
the CHC as an integral element of all medical, educational and other activities.
Health promotion existsin the everyday activity of the hospital.

The health promoting hospital programme stimulates new activitiesand co-operation
among different departments. Physiotherapists, dieticians, psychologists, doctors
and nurseswork together to improve quality of hospital care and patient satisfaction
through activities offered to patients, staff members, the environment and the wider
community, asapart of amodern approach to the targets of ahealth service system.

The overall successrate of all health promoting activities undertaken by the CHC is
67% and, at 75%, iseven higher among patients.

The CHC is an active member of the Polish Health Promoting Hospitals Network,
whichisdeveloping at highly satisfying rate.

Attempts to assess the cost-effectiveness of health promotion is planned as the next
step.
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Preston asa Pilot Health Promoting Hospital
Sephen J. Ashcroft

Royal Preston Hospital and Sharoe Green Hospital provide acomplementary range
of servicesto alocal population of 230,000 and Royal Preston Hospital isatertiary
referral centre for Neurosciences, Burns and Plastic Surgery, Renal Medicine and
Cancer, serving a population of 1.6million. These two hospitals employ 4,000 staff
and have an annual budget of £ 94 million.

Dominic Harrison and Pauline Fielding (1996 — unpublished internal paper) have
taken Prochaska's and DiClemente's Stages of Change Model (Prochaska, JO and
DiClemente CC (1984) The Transtheroretical Approach:Crossing Traditional
Boundaries of Therapy. Harnewood, I11inos) and adapted it to allow the identifica-
tion of strategiesfor change across the organisation or different parts of it. Thishas
been applied to the hospitals as a setting for health promotion.

Thefollowing stages have been identified:

1. Precontemplative

Prior to the 1990s the hospitalswere probably at the precontempl ative stage. Wefo-
cused on the traditional function of the hospital, i. e. to treat, care and diagnose.
Health gain had not been identified asaconcept —we merely focused on our existing
contractual work load.

2. Change Stimulus

In Preston, there were two elements to this. Firstly, in the early 1990s with the
reforms of the National Health Service we clarified our corporate objectives and
became aware of wider issues stimulated by Government Health Policy, in particular
the Health of the Nation document (1992). Thisreport stated that “hospitals exist to
provide treatment and care, but they also offer wider opportunitiesfor the promoti-
on of health”.

Secondly, we have spent time debating the various factors which wereimpacting on
therole of hospitals, such as:

e Changing technology

e Increased expectations from patients and the publicin genera
e Thedriveto reduce costs

e Increasing emphasison clinical effectiveness

e A movetowardsDay Case Surgery

Thediscussions led key people within the hospital s to recognise the need to change
the way we had previously viewed therole of the hospital.

3. Management Commitment to Change

By 1993, with the importation of health promotion advice and consultancy, senior
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hospital managers understood the principles of the Ottawa Charter and the Budapest
Declaration. It was recognised that becoming a Health Promoting Hospital was a
long term investment in the health of the population and that it would require parti-
cular leadership ability to create ownership amongst staff and the community. Be-
cause of the previouswork on the need for change, key staff recognised that becom-
ing apilot hospital wasalogical step to take.

4. Organisational Commitment

Once the management commitment was established, it was relatively easy to define
our local health promotion aims and these included:

Developing amore effective organisation in terms of health gain

Reducing costs and improving outcomes

Developing alliances with the community

Contracting for health gain

e Ddlivering high quality care

Trand ating and communicating the hospitals' new health promoting role to staff at
the sharp end was problematic. Initially these staff on the whole did not really un-
derstand how their day to day work could have any bearing on health promotion.
New roles were established in order to facilitate links between “grass roots’ health
promotion activity and redefined corporate objectives. For example, funding was
established for the HPH Project Co-ordinator and aWaste Minimisation Officer.

5. Project Management

Other roleswere adapted in order for individual key staff toincorporate management
of the five nominated sub projectsinto their existing work. Thiswasthefirst impor-
tant shift from health promotion being seen as an “add-on” activity to actually
becoming incorporated into every day work.

Preston’s pilot project required a clear and systematic planning and co-ordination.
Milestoneswere set and progress monitored. Project management training wasiden-
tified early as adevelopment need but thiswas not effectively addressed until 1996.
Asthe sub project managers gain confidence and new knowledge, original sub pro-
ject objectiveswere rewritten to reflect life.

Much of the change could not have been achieved without the support of our project
partners — the University of Central Lancashire and the North West Lancashire
Health Promotion Unit. The University has funded (from within its own resources)
a Post Doctoral Research Fellow to assist with evaluation and a Senior Lecturer in
Health Studies is manager of one of the sub projects. The North West Lancashire
Health Promotion Unit provided administrative support to assi st with meeting exter-
nal enquiries and requests for training, education and resources from other UK and
European hospitals. Themanager of theunit has played akey rolein establishing an
English Network of Health Promoting Hospitals and the co-ordinating centrein
Preston aswell as publicising aspects of thelocal project.
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6. Integrating and Sustaining Change

Aswe started to get positive results from the sub project work, it became part of the
accepted way of delivering the service. For example, accident prevention has beco-
melegitimatework of doctorsand nursesin theAccident and Emergency department
and this reflects the difference between health promoting in hospital and a Health
Promoting Hospital. Two other projectswere added to theinitial list of five sub pro-
jects, plusatotal of 38 other initiatives were identified, recognised and monitored.

Practitionersrecognised that they were not equi pped with health education skillsand
thisisbeing addressed by appropriate in housetraining led by health promotion spe-
cialists. Changing the hospital culture has been about individuals being energised
and feeling in a position to make a positive difference to what the hospital actually
does. For example, after reading an article on safe cycling to work in our staff ne-
wdletter, amedical secretary has decided that she wantsto lead the work of encoura-
ging her colleaguesto cycletowork. Intermsof thefuturework to beundertaken, we
intend to:

e Continueto investigate appropriate health promotion outcome measures

e Recognise, support and refine effective health promotion interventions

e Consider developing ahealth strategy for the hospital encouraging other hospitals
to develop their health promoting role as part of our pilot hospital status

Key recommendations from our experience which may be of benefit to other hospi-

talswould be asfollows:

e Firstly, develop an understanding of the cultural, health, behavioural and
demographic characteristics of those who work, visit or receive treatment in the
hospital.

e Secondly, be aware of the external relations of the hospital as apositive forcefor
health.

e Thirdly, identify and use a model of change that fits with the culture of the
organisation.
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TheAltnagelvin pathway to the Health Promoting Hospital
Annie Courtney

Health and social characteristicsof theAltnagelvin Hospital

Altnagelvin Hospital openedin 1960 and wasthefirst hospital completedintheU.K.
since the Second World War. It is situated in the North West of Ireland within the
Western Health & Social ServicesBoard. TheW.H.S.S.B. isoneof four Boards serv-
ing the entire population of Northern Ireland. Health and social characteristicsof the
Western Board indicate a

e Highlevel of material deprivation
e Poor health status
e Highmortality rate.

The standardized death rate for males and femalesin the Western Board is the high-
est in Northern Ireland. The main causes are:

e |schaemic Heart Disease

e Cancer

e Respiratory Disease

For some time there has been evidence of alink between deprivation, unemploym-
entandill-health. e. g. theareawhose popul ation Altnagel vin H& SSTrust serveshas
29% — mal e unemployment, 16% — female unemployment and statistics show that

the unemployment in the Western area is approximately 10 times higher than the
U.K. average. On closer scrutiny the following issues have emerged:

e Thereisaconsiderable gap between what people know about healthy living and
what they do.

Young peopletend to have aless healthy lifestyle than the older age groups.
Women |lead ahealthier lifestyle than men.

Thereisalink between social —economic group and health and lifestyle.

e Drugs—cigarettesand alcohol play aroleinthe majority of peopleslives.

It is against this background highlighted by 27 years of troubles that Altnagelvin
Hospital is ensuring that the health needs of the population are addressed. It wasin
1993 —Altnagel vin Hospital applied and was accepted as a Pilot Hospital withinthe
European Health Promoting Hospital Project.

Aimsof theproject and sub-projects

(@) ,, To develop the hospital into a healthier organisation by incorporating health
promotion criteriainto all decision making processes and into the culture of the
hospital .”

(b) ,, To offer additional health promoting servicesfor patients and adopt the role of
model within the community and the health care system.”
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After consideration it was decided to use the Health Promoting Hospital Project asa
launch pad for hospital policies —they therefore became the sub-projects of the
E.H.PH Project. Thefollowing sub-projects were sel ected:

e CPR (Cardio-Pulmanory Resuscitation)
Nutrition

Children’s Education Programme
Accidents at Work

Breast-Feeding Promotion
WorkplaceAlcohol

Smoking and Health Policy

Each sub-group appointed ateam leader and co-ordinator and agreed on aims, ob-
jectives and evaluations. £ 1000 was given to each group to spend on necessary
equipment to bring the project forward. The aims of the sub-groups can be summa-
rized asfollows:

CPR

e Toimprove standards of resuscitation by providing appropriate training in Basic
Life Support for al disciplineswithin the hospital.

e Ultimateaim—to havefull time Resuscitation Training Officer appointed.

Nutrition

e Tocreateagreater awareness of thelink between food and health among patients
and staff in Altnagelvin Hospital.

e Toextend awarenessinto the community.

Child Education
e Tointroduce children to the hospital in anon-threatening way
e andrelieveanxieties.

Accident at Work

e Toidentify the extent which work related accidents contribute to the accident &
emergency workload.

e To educate employers and employeesto reduce theincidents.

Breast Feeding Promotion

e To stimulate active concern for Breastfeeding issues and provide sound under-
standing of the physiology of Breast-Feeding.
e Increaseincidence of breast-feeding to 35% within 5 years.

Workplace Alcohol Policy

e Promote an understanding of sensible drinking.

e Ensurethat the community receives asafe and efficient service.

e Providetraining for managersto recognise acohol related problems.
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Smoking and Health Policy

e Toimplement the policy in acceptable stagesto staff, patients and visitors.
e Increase awareness of passive smoking.

e Provide support to thosetrying to quit.

Project activities

Following the establishing of the project a public launch of the European Project
took place. Thiswas a high profile event and was carried on T.V., Radio and in all
Newspapers.

In order to keep the project visible and motivate staff various avenueswere pursued.
In October 1994 — a Conference entitled ,, Care, Cure, Prevention — The European
Model“ was held. Thiswaswell attended and created alot of interest. Art had been
used successfully in other hospitalsand a series of posterswere designed around the
sub-projects.

In 1996 a meeting to establish a Northern Ireland Health Promoting Network was
held. Thishas still to be further actioned. In April 1996 the 4th International Health
Promoting Conferencetook place. It was attended by over 300 delegates and proved
successful. In addition adisplay highlighting the sub-projectswasvisiblein the hos-
pital foyer and signswere evident of the project within departments.

Proj ect outcomes

Thesuccessor failure of aprojectishow itisperceived and after 4 yearswe can look
at positive changes which have emerged. In 1993 Altnagel vin was a smoking hospi-
tal and staff, visitors and patients treated it as such. Much has been achieved in the
four yearsand smoking isno longer considered the norm. Alcohol isonly allowed on
premises with permission of the Chief Executive. Healthy eating is encouraged and
partnership with supermarkets have beeninitiated. A full time Resuscitation Training
Officer for CPRisin post. Breast-feeding is promoted and each year we have seen a
percentageincrease. TheAccidentsAt Work team haveformed rel ationshipswith all
major employersin the area and joint surveys of attitudes to safety are carried out.
The Child Education project continues and is popular with schools.

In summary the European Pilot Model has been important for Altnagelvin Trust. It
has:

e Encouraged ustolook at the Hospital from a Health Promoting point of view and
develop relevant policies.

Encouraged exchange of ideas and good practice.
Increased communication between the hospital and community.
Cemented relationshipswith other hospitals.

Given an International focus to the hospital, and most importantly opened up
various avenues to diverse cultures which would not have been possible in the
normal hospital philosophy.
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Creating and encour aging or ganisational change
—TheJCM Hospital story

Ann O'Riordan

JCM Hospital, alarge general hospital, servicing the north/western region of Dublin
city, hasastaff of over 800 and abed complement of 380. During the last four years
the hospital has worked hard to bring about the desired organisational change
through theimplementation of the requirements of the European Pil ot Project, based
on the Ottawa Charter (1986) and the Budapest Declaration (1991). The hospital’s
aim, through participation in the European HPH Pilot Project, was to broaden the
range of its hospital services, by developing an organisational focus that would go
beyond the provision of high quality curative services.

Broad Project Structure

To realise our aim, it was acknowledged that a number of factors needed to be ad-
dressed and new strategies devised and implemented. The concept necessitated the
adoption of an approach that actively sought participation and ownership of the HPH
Project, both at an organisational and alocal level. Furthermore, in order to movethe
project forward, from awareness to conviction and action, the concept needed to be
madereal. In order to attain thisaim the hospital set about achievethefollowing ob-
jectives:

o Rasegenera awarenessof theimportance of the hospital’ s health promotional role.
e Motivate staff to identify, develop and evaluate the effectiveness of their health

promotional activities.

e Develop acultural change within the organisation

e |Improve communication and collaboration with existing social and health servi-
ceswithin thelocal community.

e Encourage the exchange of information and the development of the health pro-
moting hospital concept in other Irish hospital’s.

The hospital was assisted in this process through the implementation of the struc-
tures specified for participation in the European Pilot Project.

Attainment of general staff approval for participation

Establishment of a Joint Project Committee/Steering Committee

Nomination of aProject Manager/Coordinator

Involvement of an evaluation expert through linkagewith an

Externa Organisation

e Development of aninternal newsletter

e Activepromotion of linkswith congruent local health promotion programmes
e Selection of at least fiveinnovative health promoting sub-projects

Figure 1: European HPH Pilot structures
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Theinitial five sub-projectsidentified were chosen from submissions made by staff.
Selection was made on the basis of relevance to the organisation, ability to succeed
within alimited timeframe, availability of essential expertise and resourceimplica-
tions. Theinitial sub-projectswereasfollows:

e SmokeAwareness

e Cardio-Pulmonary Resuscitation
e StressManagement

e Waste Management

e Backcare

The devel opment of the sub-projects gave considerable impetusto the realisation of
the overall HPH Project by creating visibility and statusfor the project among staff
within the hospital. The successful outcomes of the sub-projectswere viewed asthe
pebblesthat would create the ripples of change, essentia for the achievement of the
ultimate aim — that of organisational change. Later on, devel opment and motivation
was gained through the hospital’s obligation, under the European Pilot Project con-
tract, to facilitate the establishment of a National Health Promoting Hospitals Net-
work. This gave recognition to the work already achieved, while stimulating new
areas for expansion and devel opment, thereby increasing the visibility and prestige
of the hospital not only inthelocal community but throughout the health service.

Organisational achievements

So, what has been achieved?What changes have resulted from the hospital’ s partici-
pation inthe 20 European HPH Pilot Project? Quantifying theresultsinitself isadif-
ficult task and we realise that we still have someway to go to achievethis. Notwith-
standing this, we have separated our achievementsinto two different categories; tan-
gible aspects and intangible aspects.

TangibleAspects IntangibleAspects

e Sub-projects e Staff/Management Awareness
e Staff Participation and Development e Heightened Public Profile

e Patient Empowerment e Multidisciplinary Approach

e Community Education e Staff Empowerment

Figure 2. Categories of achievements

The actual sub-projects were found to be highly visible and identifiable within the
hospital. Most of them being absorbed into the routine of the hospital service by the
end of the project. Thekey results of the sub-projects contributed greatly to thegrowth
the HPH Project, in that awide range of staff became directly involved and gave
substantial personal commitment to the development of the project. Through their
efforts very positive results have been achieved in the quality improvement of our
services. Patient empowerment hasoccurred, particularly intheareasof Cardiac Re-
habilitation, Stress M anagement, Smoking Cessation and others, were better patient
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facilitation actively encourages definite action towards a healthier lifestyle. Com-
munity education programmeshave been devel oped whereby theknowledge and ex-
pertise of hospital specialistsisbeing disseminated to the community.

Themoredifficult areasto quantify arethoserelating to the intangibl e aspects of the
HPH project, these being staff/management awareness, heightened public profile,
multidisciplinary involvement and staff empowerment. However, in reviewing our
services and facilities, amore conscious awareness and consideration of the qualita-
tive elements of health promotion and the need for their inclusion in new initiatives
can be detected. Health promotion is now firmly on the hospital’s agenda. In addi-
tion, through extended community involvement the public profile of the hospital has
Increased.

e The establishment of amulti-disciplinary HPH Steering Committee.

e On-going commitment for the position of afull-time Health Promotion Coor-
dinator within the hospital.

e Regular publication of the“Pro-Health” Newsl etter.

e Introduction and continued support for the development of serviceswith a
health promotional focus.

e A genera movewithinthe organisation towardsdecision-making that isbased
on health gain orientated outcomes.

e Improvedimageand prestigewithinthelocal community health service gene-
raly.

Figure 3: Achievements of the project

Key factor

Evaluation was aviewed as acritical factor for success. In thisrespect, theinvolve-
ment, commitment and input of the external consultant into the development of the
project was considered vital. Therole of the external consultant covered the follow-
ing areas:

e Input during the planning phase of all sub-projects

e Expert advise on methodology and project design

e Assistance with sub-project dataanalysis

e Full involvement in areas of overall project evaluation
(i.e. questionnaires, surveys, dataanalysis, evaluation reportsetc.)

e Assistance with documentation.

Summary

In many respects, JCM Hospital hasbeen successful in attai ning the objectives set by
the European Pilot Project. However, it must be acknowledged that moretimeisre-
quired, beforethelevel of ownership essential for the maintenance and devel opment
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of the HPH concept, cantruly berealised. Many difficultiesand problems have been
encountered during the period of the European Pilot Project, many of which have
been resolved successfully, while some still require on-going attention.

Difficulties and problems encountered were:

e Communicating an intangible concept.

e Establishing individual and collective staff ownership of the HPH Project.
e Generating active multi-disciplinary involvement

e Budget and resource deficiencies

e Development of an on-going effective communication strategies.

FuturePlans

Despite these difficulties, enthusiasm remains high and greater effort is now being
placed on the devel opment of new sub-projects, the encouragement of wider multi-
disciplinary co-operation and the provision of adequate feedback to all grades of
staff on the development of change. Future plans include greater emphasis being
placed on the following points:

Increasing multi-disciplinary involvement.

Provision of adequate and frequent feedback to staff on developmental progress
M otivation and support for new and existing sub-project devel opments
Introduction of models of best practice gained from other HPH hospitals.

Foster and encourage community links

Continue to be akey participant in the development of the Irish National HPH
Network.

In conclusion, our future focus plansto improve not only hospital-community parti-
cipation but also community involvement in the development of hospital services
and the creation of ahealthier community environment.
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TheHealth Promoting Hospital Project at
Prince Philipp Hospital, Llan€lli, Wales

John Price

I ntroduction

Thefundamental purpose of The European Pilot Hospital Project wasto demonstrate
if, and how, health promotion can become anintegral part of our hospital. In order to
substantiate evidence of change in our organisation's structure and culture, anin
depth analysiswas required.

The paper presented at the Vienna Conference outlined this analysis and the process
that we undertook in attempting to move forward and devel op Prince Philip Hospi-
tal asahealth promoting organisation. It also provided abrief account of thelocal re-
sponsesto this process and their effects on devel oping an intrinsic health promotion
culture. Specifically, the paper focused on six crucial elements detailing theway in
which our hospital had:

e (generated shared ownership of the overall project;
e (Qenerated ashared vision at the outset of the project;

e maximised consultation and participation during the formulation and
implementation of the overall project/subprojects;

e identified potential resistance and barriers to developing a health promoting
culture;

e selected appropriate change strategiesand

e identified the political approaches necessary to influence the decision making
processin the organisation.

Generating a shared ownership at the outset

In order to move the concept of a health promoting hospital toward areality it was
necessary for us to determine, in some detail, where we wanted to go and how we
aimed to get there. This part of the process was assisted by the objectives of the Eu-
ropean Pilot Project.

Our project team viewed the Health Promoting Hospital Project as aproduct . If the
objectives of the European Pilot Project wereto be achieved then:

e the“product” hadto satisfy the needsof our target audience, i.e. staff, patientsand
wider community;

e the“product” must beintegrated within the organisations objectives.

So, from the very beginning there was a need for a marketing approach; one where
new and innovativewaysto address health problems could be used. By workingwith
and influencing the target audience i.e. hospital management board, senior mana-
gers, staff, patients and the wider community, we hoped to generate a shared own-
ership of the overall project.
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Generating ashared vision

This part of the process required good communication and diffusion throughout the
organisation. The main aims of our marketing plan were therefore:

e to create an understanding of the “product® (or vision);

e toidentify the characteristics of specific target audienceswhich make up
thelarger audience;

e to carry out some formative research prior to the implementation of the overall
project to determine any strengths, weaknesses, opportunities and even any
threatsthere may be.

Initially, the* product” was not easily recognisable by the target audiences, after all,
“What hospital isn't health promoting?’, was the usual reply. From thistypical re-
sponse the project team set about generating a shared vision of actively promoting
positive health and disregarding, to some extent, the old philosophy that hospitals
purely exist for treatment and curative purposes.

M aximising consultation and participation

In marketing terms, maximising consultation and participation required careful ana-
lysisto:
e identify and understand the 'media’ habits of the target groupsin the hospital;

e Mmake surethe philosophy reached asignificantly large proportion of the hospital
population in order to meet the European Project objectives;

e determinethe variety of communication channelsavailable;
e determinethe complexity, reach and frequency of these channels.

In order to maximise the consultation and participation process it was eventually
deemed necessary (and obvious) to create anetwork of teamswith thematic terms of
reference.

I dentifying potential resistanceand barriersto developing a health promoting
culture/selecting appropriate change strategies

Consideration had to be given to the ways and means of facilitating achange of cul-
turein ahealth promoting direction, both at anindividual and at an organisational le-
vel. Conducting a‘ Forcefield Analysis' that identified the driving and restraining
forcesto the change was considered an essential element in the management of the
overal project.

Using theresultsof thisanalysisappropriate change strategieswere sel ectedinterms
of speed of the effort of implementation, the amount of pre planning and theinvolve-
ment of othersin the change process.

Atanindividual level, thetoolsof education, communication, participation and sup-
port were used to bring about the desired effect. Central to this approach was the
“change agent” role of each member of the overall project team. They aimed to in-
fluenceindividual decisionsabout the philosophy of the Health Promoting Hospital
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inthedesired direction. Inthisway it was possible to influence change in the covert
aspects of the organisation, over amoderately short period of time.

However, bringing about change at an organisational level wasafar slower process
and required determination, good leadership and involvement of key stakeholders
within the hospital.

Political approachesnecessary toinfluencethe decision making
processin theorganisation

Thiswas considered to be the final implementation barrier to developing a health
promoting culture in our hospital.To these ends an ‘ Administrative Diagnosis' was
carried out at regular intervals to identify where the power of decision making lay
and what approacheswere necessary to influence the decision making processin our
hospital.

The ‘gatekeepers' were those officials within our hospital who had powerful inte-
restsand could potentially have an obstructive or ‘watering down’ effect on the pro-
ject. It was essential that these individuals became early adopters of the philosophy
of the Health Promoting Hospital concept.

Concludingremarks

By providing an outline of the six key issues which have guided Prince Philip Hos-
pital toward achieving the objectives of the European Project, the paper presented to
the Vienna Conference attempted to demonstrate some sound reasonsfor adopting a
rational planning approach to implementing the project. Understanding power struc-
tures and utilising existing management skillswere other success criteria.
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TheHospital St. Irmingard in Prien/Chiemsee, Ger many

Klaus-Diethart Hullemann

The hospital hasjoined the HPH-initiative at the first business meeting in Budapest
1991. It wasthe first German Pilot Hospital and acted as a midwife for other Pilot
Hospitals in Germany and the Ustron Pilot Hospital in Poland. The Hospital St.Ir-
mingard has 3 major departments:
e themedical department
e thedepartment of psychosomatic medicine
e thedepartment of early rehabilitation

— cardiac rehabilitation (myocardial infarction, artificial heart valves, heart

transplantations)
— cancer (all forms, patients with metastasies)

How many days do the patients stay in the hospital ?

e Medical department 9days
e Psychosomatic department 6 weeks
e Early rehabilitation department 3weeks

The hospital has a close contact to the University of Munich. The teaching activity
for medical studentscoversthewholefield of internal medicine, sport medicine, and
psychosomatic medicine. The hospital offers postgraduate training for medical doc-
tors, for psychotherapists, and for social workers.

HPH subprojectsat St. Irmingard Hospital
Table 1: Agreed upon selection of 11 subprojects

Cancelled | Finished | Ongoing

1. Energy and pollution commission X
2. Self-measurement of blood-clotting-time X
3. Tota Quality Management (TQM)

Internal and external evaluation X
4. Doctor-patient-seminars

weekend and one-week seminars X
5. Improvement of health food and prudent diet

for patients and staff-members X
6. Initiativetoimprove public acceptance

of patientswith psychosomatic disorders X
7. More coloursand flowersin the hospital X

8a Pre-Project: outpatient heartgroups

8b Seminarsto specialize physical educators
for outpatient heartgroups X

9. Sdf-management training for patients
with hypertensive or metabolic disorders

10. Early integration of cancer patients X

11. Effective communication strategies
between doctor and patient X

x
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Five of the subprojects can be briefly described asfollows:

Patients evaluatetheir blood clotting time

Training group: 15-20 patients

L ocation: Irmingard Seminar-House
Duration: 2 days
Subject: handling of anew self-test-systems of anticoagulation
Teaching team: doctor
|aboratory assistant
secretary
nutritionist
experienced patient
Schedule: Theoretical lessons about:

— physiology of blood-cl.

— dangersand complications of anticoagulation

— influence of nutrition and drugs on blood clotting
— dosage of anticoag. pills

— practicein self-evaluation

Evaluation of by questionnaires

knowledge:

Certificate: Prerequisitefor test equipment
Evaluation

External evaluation:
Regular evaluation within the TQM

Internal evaluation:

e questionnaires given to the patients in the seminars (to test for instance
whether the doctors language is understandabl e by the layman, the patient)

e (uestionnairesgiven by our administration covering avariety of themes
— personal well-being
— diets
— nursesand doctorsaids
— hospital athmosphere

e (uestionnaires given to the staff members about the most important issues of
our projects,, Top Ten*
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Reducing prejudice against psychosomatic patients

Aimsand objectives  effective medical treatment of
Methods — continuous qualification ongoing activity
of staff members
— good team work
additional external quality management with other
clinicsin Bavaria
Responsible persons

involved: 5 physicians, 1 psychologist, 4 nurses, 1 physiotherapist
4 non-verbal psychotherapists, 1 social worker

Starting point: 1995 Ongoing activity.

Outpatient Heartgroups

Aims. — Continuation of physical exercise after early rehabilitation
— Onaregular basis (1-2 x per week)
— Under medical supervision
— Guided by specialized physical educators

Objectives: — Motivationto,do it yourself* health care
— Amelioration of cardial and circulatory capacities
— Train self control (HR) and perception of individual strain limits
— Individual guidance of training process and goals

— Inform abouit:

e ,,Do’'sand Dont’s* of exercise e relaxation techniques
e atherogenic risk factors e drug treatment

e nutrition

Participants:

Patients with variousis heart diseases
— Coronary heart disease e without / after Ml
e bypasssurgery, PTCA
— PM-Pts,, after cardiac valve replacement
— Hypertension, after heart surgery (others)

Methods:

Division of patientsinto 2 groups

» Practice Group* » 1raining Group*

low impact (~ 50-70 Watt) higher impact (> 75 Watt)

physical rating ( 1 Watt/kg bodywt.)  physical rating > 1 Watt/kg bodywt.
— Pts. in convalescence phase — Pts. in post-conval escence phase
— Pts. with low LV-Function — Pts. with good LY-Function

— Multi morbid Pts.

Organization: — Collaboration with VHS (Community Education Centre)
— 2 Doctors, 3 Coachesof St.Irmingard’s Hospital
— Costs paid by insurances and patients.

191



Seminarsto specialize physical educatorsfor outpatient heart groups
Aims:;
— totrain qualified physical educators

— to create awidespreading net of outpatient heart groupsall over Germany
— to promote outpatient cardiac rehabilitation and prevention

M ethods:

Two courses, thefirst course (taking seven days) hasthe following contents:
— medical and physiological basic elements
— methods and organisational concepts
— practical lessonsfor exercise- and training-groups
— basic elements of
— relaxation techniques
— stress management
— nutrition
— basicsin conversation
— organisational structures
— distribution of demonstration lessonsfor students

the second course (taking four days) hasthe following contents:
— exams
— test demonstration of lessons

Evaluation:

At the end of the second course the members get a certificate which allowsthem
to lead an outpatient heart group (or build up anew one)

Responsible persons.

— 34 physicians of the hospital of St. Irmingard

— 1-2 psychologists

— physical educators

In cooperation with the association for outpatient cardiac rehabilitation and
prevention

Time schedule:
Since 1995 regular training and further education once ayear
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Earlyintegration of cancer patient

Problem

Cancer asadisease is nearly as dangerous as coronary heart disease. In society
cancer patients are often stigmatized and feel stigmatized themselves. ,,Heart" —
patients do not. It's the hospital’s challenge to hel p the patients:. to cope with the
physical, psychological and social burden of their illnesses.

Many patientsarethrown into adeep crisisof identity and depression. They have
lost orientation, are helpless, hopel ess without prospects of life. Their working
placesarein danger and they havedifficultiesto reintegrate themselvesinto their
families.

Participants. two seniors, one registrar, one psychologist, one social worker,
one nurse, two physiotherapists

Methods

I.  Information groupsor classes (to give security and to diminish fear)
— onceaweek, four different themes
— Cancer etiology
— Cancer treatment
— Physical fithessand well-being
— Social support or counselling

. Kills
— salf-examination-classes for the femal e breast
— gpecial callisthenics

[1l. Personal councelling and information in a therapeutic

session (thirty minutesfor each patient, done by a senior physican)

— to help or to support patients with individual and special problems (de-
pression, anxiety, relationship-, workplace-disturbances)

— to demonstrate breast-protheses and discuss breast-reconstruction

— for individual examination and individual medical treatment — counsel-
ling

— forindividual nutritional advice(e.g. patientswith cancer of theintestinal)

IV. Individual psychological counselling by apsychologistinanindividual ses-
sion

V. Individual social support by asocial worker
VI. Special relaxation techniques

VII. Information and training (medical-, psychological training, personal
stress-management) in adaily morning session and in special classes for
staff members.

193



Results

The project isan ongoing activity and part of theroutine offer of our hospital. The
project gets permanent feed-back with the consequence of development and im-
provement. Staff membersand non cancer patients have lessfear to communicate
with cancer patients. All got somespiritual gainthat lifeand hopeisthe, Hereand
Now“, that creates sometimes a feeling of happiness. The cancer patient’s
problems (physical, psychological, social) can be solved step by step!

Conclusions

Most activities which were started as a subproject are now part of the routine pro-
gram of our hospital. One could not say, that the HPH-initiative started a change
process in our hospital, but most of our activities got more structured. All activities
arerun by the regular budget and regular staff members. We can comparethisactivity
with our major Research Project: the Multicenter German Carciovascular Preventive
Study, which lasted from 1978 to 1992. This study was sponsered by the German
Ministry of Research and Technology. The budget for the field project of St.lrmin-
gard Hospital was 10 Million D-Mark. Up to 15 researchers worked in this project.

When we compare thefinal results of thisresearch study and our HPH pilot project,
we can summarize: extramoney and extra staff in the Research Project did not guar-
antee excellent results and ongoing effects. No extramoney and no extra staff in the
Pilot HPH-Project had visible ongoing effects for patients, staff members, and the
catchment area, and most of all: The Pilot Project was highly motivating.
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Becoming healthy —
L essonsfrom the 230-bed hospital “ Alten Eichen®

Wblfgang Mursa, Helmut Hildebrandt

Thehospital’sway into the project

Thefirst impetusto take part in the pilot project was given to the hospital by the pro-

ject convocation in the , Messages of the Hamburger Krankenhausgesel | schaft*

(Hamburg Hospital Association) inautumn 1991. Further information about theaim

and contents of the WHO project was given by the Hildebrandt GesundheitsConsult

GmbH, an external consulting company. For the directors, aspecial motivationto take

part in the project resulted from the changing situation of the Public Health Service

inthe Federal Republic of Germany.

e TheDiakonie KrankenhausAlten Eichen was touched more and more by the ge-
neral negative discussion about the German hospital sector.

e The corporate identity of the hospital is characterised by the classical image of
nursing as an expression of active Christian brotherly love. Changes within the
company and in the structure of the employees (rising number of non-deaconal
personnel) made an examination necessary.

Thecompany investigated the problemsinindividual talksor group discussionswith
the managers, the employees' representatives or with employees from all different
departments, wards or professional groups. These discussions had three aims. Pre-
sentation of the WHO project; questioning of the participants concerning their ideas
about the necessity of health promotion; examplesfor the style of the project and the
participation of employees and management in the planning. The employees and
managers participating in these talks were a so questioned about their ideas and the
strong and weak points of Alten Eichen. Most of the problems concerned tworelated
complexes: The quality of one’sownwork in relation to the health condition of pati-
ents and the working atmosphere and the condition of the employees, but also with
the management quality, the decision-making process, the hectic work, the loss of
meetings with colleagues, etc.

In the discussion we noticed that the condition of the employeesisdirectly connected
withtheimprovement of the patients’ health. Measurestoimproveonly the health con-
dition of the patients would put even more stress on the employees and are, therfore,
bound to fail from the beginning. The main incentivesto take part in the project were:

Above all the promotion of health and well-being of the patientsby:

e psychological and social support of the recovery process
e quality improvement and control (medical effectiveness)
e arranging of health promotion facilitiesfor the time after the hospital stay

Promotion of the employees’ health and well-being by:

e areduction of the sickness|eave numbers and fluctuation
e support of well-being and motivation
e avoidingwork —related iliness
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Health promotion asa part of the corporateidentitiy of the hospital by:

e development of acorporateimage, definition of goals of the work in the hospital
e it'sspecial deaconal task and improvement of organizational procedures, com-
muni cation, management and team structures

Phases of the proj ect process

Within the WHO project, an approach had to be found to start programs regarding
patients and employeeson aparallel basisand, furthermore, to try to solvethe struc-
tural problemswhich havesofar hindered organi zational changes. To makethe plan-
ned effects measurable and check the measures, from the beginning of the project a
large scal e accompanying scientific research was initiated, the basis of whichwasa
research to check the starting situation in the sel ected departements.

Theinitial phase (Nov. 92 to Dec. 93) included the project groups,, G — Gesundheits-
forderung fir Mitarbeiter” (health promotion for employees), ,, P— Pflegemodell“ (care)
and ,,U —Umwelt- und Gesundheitsschutz” (Health & Environment protection).

During the second phase (Dec. 93 to Dec. 94), the project groups,, A —Arbeitsbedin-
gungen” (working conditions) and ,, P— Pflegemodell (care) — have taken up results
fromtheinitial phase but al so worked on the problemsraised by other project groups.
Thethird phase started with the establishment of the project groups ,, E — Erndhrung®
(nutrition), ,, K —Gesundheitsforderung fur Patienten (Heal th promotionfor patients).

During these project phases, the WHO project and the structural framework were
established and thefirst positive results of the project work were achieved. The pro-
ject group participants|earned and applied theinstruments and methods of organza-
tional development. The WHO project will give new impetus for the further deve-
lopment of the hospital. A new corporate imageisthe basis of the further successto
survivein agrowing competetive social market in Germany.

Recommendationsto other hospitals

After the pilot phase, we have been looking for key factors to assure the success of

the project to recommend them to other hospitals. The philosophy of the ,Health

promoting hospitals* aimsat changesin the organizational processto make the hos-

pital more appropriate for the needs of its customers. Regarding the process of orga-

nizational development, the operational goals of the ,,Health Promoting Hospital

can be compared to those of the Total Quality Management (TQM):

e Quality improvement by enlarging the performance spectrum and promotion of
therecovery process

e reduction of the sicknessleave numbers, increase of the motivation and reduction
of personnel expenses

e organizational devel opment andimprovement of theinternal communication and

e health promotion asapart of the corporate identity.

Torealisethese goals, certain key factors have to be observed.

Commitment of the managing directors
In case of apositive decision to apply thismodel of organizational development, the
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whole management must support the philosophy of the,, Health Promoting Hospital“.
Although, the concept of the,, Health Promoting Hospital“ should not be seenasapro-
ject but as a strategy implemented on the highest level. This meansthat the responsi-
bility and competence for the project cannot be delegated to lower organizational le-
vels, but the hospital managershaveto beactive promotersof the concept themsel ves.

Long-term process

Theintroduction of the philosophy of the,, Health Promoting Hospital“ hasto be un-
derstood and accepted as along-term process. If the opinion isno longer focused on
the changing process, the employeestend to get frustrated. On the one hand, the hos-
pital needs along-term vision and on the other hand the single results and devel op-
mental steps haveto presented again and again to the empl oyees.

Communication system

The hospital needs an effective management-information system reaching all em-
ployees.

Motivation and incentives

In the health service company, financial incentives are not possible as the hospital
follows the zero-mistakes-system. The employees have to be motivated differently.
Anincentive could bethrough empowerment, i.e. by delegating decisionsto theem-
ployees and | et them participatein the devel opment process.

Satisfied customers

The satisfaction of patients becomes more and more the central competition factor.
The hospitals have to start questioning their patients continuously, not only looking
for single problems.

Per spectivesfor thefuture

Apart from its original goals, the WHO project must respond more and more to the
economic situation ot thehospital. Themottois: ,, to combinerentability, quality and
health promotion!“ New project groups or ,,expert commissions‘ will follow the
motto: lower budgets, shorter time, clearer task structure and more effective appli-
cation. For 1996 and 1997, we have been planning the following project themes:
» Work process and organization“, ,, Cooperation with general practitioners®, , Dia
gnostics & Therapy & Standards*. The project group ,, patients-charta“ will be the
first towork within thisframe.

The possibility for the statutory health insurances to finance such projects has been
considerably restricted. The “Berufsgenossenschaft fur Gesundheitsdienst und
Wohlfahrtspflege (BGW)“ hasin the past actively taken part in the financing of pro-
jectsfor the health promotion for employees and their scientific evaluation.

TheWHO pilot project itself will be officially finished by alarge meeting and trans-
ferred into the next phase. The hospital “Alten Eichen® will continue its activities
within the above mentioned framework as a member of the ,, German network of
Health Promoting Hospitals* and try to keep up the positive results and changes
reached so far.
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Everybody isinvolved in promoting health

Konrad Schumann, Gunar Baugut

Thetitle defines the vision of the HPH project at the Chemnitz Clinic. In order to
make this vision become reality — or better, to approach thisvision — it had been a
long way and still there will be alot more of energy needed for the future.

Starting the project under difficult conditions

Chemnitz Clinicin Saxony, Germany, has several specific features. When compared
with the German scenery of hospitals, it can be characterized by thefollowing items:
6 locations spread all over the town; 50.000 inhouse-patients; 23 departments,
differentiated by specialitiesand subspecialites; 310 physicians, 1.200 nurses; 3.000
employeesand 1.993 hospital beds. Thislarge scal e capacitiesgive an impression of
the conditions under which the HPH project started.

M oreimportant than these problemsfrom the magnitude of scaleshad been the deep
changes since the German unification in 1989: The hospital bed capacity of Chem-
nitz Clinic had been reduced by 36% within three years (1991-1993). Most of the
bedsand wards closed had been utilized beforeaswell, causing alot of internal prob-
lems. There were a severe reductions of staff, fundamental changes of functional
processes and responsibilities, organizational restructuring of departments and new
methods of diagnostic and treatment. In addition, a comprehensive documentation
for the nursing process had to be implemented, the nursing process from the former
solution divided by functionstowards an integrated patient orientation to berestruc-
tured, and last not | east replacement of the existing medical technology. Thelast item
mentioned had been needed to fulfill the new mandatory legal safety requirements
and lots of time and money had to be spent for this purpose in the field of medical
technology, and similar in the nonmedical capacities including the buildings and
their installation.

You may think that in atime with so many changesit should be easier to implement
the innovative HPH-idea. On the contrary, hardly anybody liked to promote
additional changes. The political system-changeinformer Eastern Germany hasnot
at all been supportivetoimplement theideaof health promotion. At thevery beginn-
ingtherewasonly avery small group around ahospital manager of nursing, whowas
willing to think about afuture development of the hospital beside and in addition to
the normal hospital care.

Using the methods of organisational development, aminority of project supporters
started with an analysis of the situation. From there, several activities were defined
to be necessary and formulated astasksfor 5 subprojects. The following time had been
used to win additional supportersfor the HPH project. In the further discussions
the tasks and objectives from the beginning proved to be highly ambitious but not
realistic enough for thefirst steps. The following activities were concentrated to re-
define the objectives and to derive temporarily attainable targets. Otherwise placing
too extensive demands would have tended to discourage rather then encourage
further participants.
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L essonslear ned

Oneof our successful subproject groupsworkedinthefield of quality assurance con-
cerning nursing. They worked out a set of nursing standards as models of good
practice, tested these instruments and implemented it in the hospital. More than 100
nurses had been engaged in elaborating and optimizing a set of nursing standards
with 54 elements at the moment. Already the processto generate the standards and,
more than this, the way to implement the standards into daily nursing care are steps
towardshigh quality nursing carefor the benefit and saf ety of the patientsand for the
safety and motivation of the nurses. In another subproject we do not want to conceal
the fact that we made quite severe mistakes. Within the subproject on patient infor-
mation, those who had been active at the beginning did not want to cooperate any
longer. The mistake made was simple but severe. The head of the medical depart-
ment responsiblefor theinformation and instruction of patientsintheimportant field
of chronic diseasesdid not feel to takealeading rolein thisdevelopment. He got the
Impression that hiswork would betransferred out of hisformer central responsibili-
ty. Hecommunicated hisfeglingsvery strong and agap separated thisopinion |eader
from the other membersof the project group. The gap could not be overcome, though
there had been several attempts. Thevery important issue of instructionsfor patients,
so that they can develop apositive lifestyle even with achronicillness, will need an
INnnovative second project approach to find asuccessful strategy.

High recognition and visibility could be reached with aproject that optimizesthein-
terrelations between the Chemnitz Clinic and the children in the community. The
aim of thisproject isthat the hospital does not want to belooked at asa,, frightening
ominous something”, but wantsto be looked at as an integrative part of the commu-
nity. The best approach seemed to be the concentration on the childrenintheregion,
following the strategy of health education to start to influence behaviour and life-
stylesasearly aspossible. Wetry to addressthe interest of the children, satisfy their
curiosity and build up an relationship of confidence. The success within this project
would not have been possi ble without the engagement of the hospital staff and parti-
cularly theteachersat school as co-operative partnersin thisHPH project.

Another project ison quality management and tries to improve environmental pro-
tection. Itisvery impressiveto learn from thefiguresabout the reduction of the over-
use of desinfectants about the successin thisfield. The tasks performed within this
project group convinced the management and the stakehol ders of the Chemnitz Cli-
nic to contribute to these efforts. An environmental commission had been establis-
hed in 1995 and a department for hospital hygiene and environmental medicine had
been set up in 1997. These organizational effortswill help stabilizing the success of
the former HPH project group. It seems to us a good example for transferring the
HPH project work into the everyday work of the hospital, devel oping towards a
Health Promoting Hospital together with the partnersin the surrounding community.

From our experiences at the Chemnitz Clinic we leamed that it is not worthwhile to
wait until the prerequisites in the environment of costs and politics are favourable.
Eveninaperiod, wherediscussionsin the health sector in germany are dominated by
costsinstead of impactson health, our project activities hel ped our patients and staff
to reorientate hospital activitiestowards health promotion.
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TheAreteion Health Promoting Hospital Project (AHPH)
—Overview of afour year experience

Nick Arkadopoul os, Kiki Tsamandouraki, Yannis Tountas

Areteion isa 100 year old, inner city University Hospital, which has always func-
tioned as atertiary care institution with a highly academic tradition. Areteion is
owned and managed by the University of Athens. The Hospital provides services
mainly to the population of the greater Athens area (approx. 4,000,000). However,
because of itsreputation, the Hospital isareferral center for the whole southern part
of Greece. Inthelast decade, there has been a steady increasein the number of both
Inpatients and outpatients each year. In 1995 alone, 4,247 inpatients and 10,301 out-
patients were treated in Areteion, resulting in an average utilization of beds of 68%.
Total number of staff is494 (medical, 120; nursing, 142; administrative and techni-
cal 232). Thereare only fiveclinical departmentsin Areteion: general surgery (105
beds), obstetrics & gynecology (95 beds), neonatal unit (30 beds), nephrology unit
(10 beds) and radiol ogy-radiotherapy unit (10 beds). These departments are suppor-
ted by avariety of laboratoriesand technical services. Mainfunctionsof Areteion al-
so includeteaching (medical students, postgraduate medical education, nursing edu-
cation) and research (basic and clinical). Before joining the European Network of
Health Promoting Hospitalsin 1993, Areteion had avery weak backgroundin health
promotion. Apart from the organi zed i mplementati on of two outpatient programsfor
the secondary prevention of breast and cervical cancer, health promotion was other-
wiseleft to the empirical approaches of physiciansand nurses.

Initiation of the AHPH project was dueto the efforts of agroup of health promotion
specialistsand membersof the Hospital administration who envisioned the moderni-
zation of the Hospital’s profile through incorporation of the health promotion philo-
sophy. In addition, joining aprestigious European project was seen asameansof im-
proving theinternational relations of the Hospital and gaining accessto thevaluable
experience of other countries on issues of both health promotion and hospital mana-
gement in general. In May 1993, an eight-member steering committee was formed
and a project coordinator was appointed. Five initial subprojects on health promo-
tion were successfully launched:

Hygiene and safety in the Hospital,

e Control of nosocomial infections,

e Training of young motherson issues of perinatal care and breast feeding,
[ J

[ J

Study of patient satisfaction and
Development of aquality control program in the surgical department.

L ater on four more subprojectswereinitiated:

Early diagnosis of neonatal hearing loss and prevention of mutism
Rational use of antibioticsthrough thelink to anational database
Total quality management in the nephrology department and
Study of health level inthe hospital community.
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All subprojects shared a common structure which included a benchmark — ques-
tionnaire based study for evaluation of pre-existing conditions in a specific area of
health promotion, an implementation phase and a transition phase aiming at thein-
corporation of the subproject inthedaily Hospital routines. All subprojectsincluded
standardized documentation and eval uation procedures. The whole AHPH project
was carried out in close collaboration with the I nstitute of Social and Preventive Me-
dicine (ISPM), an external non-profit organization with expertise on health promo-
tion. ISPM provided consultation in every step of the AHPH project and organized
theinitial phase of the Greek health promoting hospitals network devel opment.

Seven of the subprojectsare currently in various stages of realization and/or evalua-
tion whereas two subprojects were canceled after an unsuccessful pilot period. The
two principal difficulties encountered during realization of the AHPH project were:
(a) lack of previous health promotion experience and training and, (b) staff shortage
and financial problems. Absence of health promotion background proved to be ali-
miting factor during theinitial stages of the project development, when theinnova-
tive concept of health promotion had to be introduced to the Hospital community.
Staff motivation was achieved through three strategies. (a) development of subpro-
jectsthat aimed at promoting safety in the workplace and staff wellbeing (b) deve-
lopment of internal communication of the project (e. g. meetings, newsl etters, etc)
and (c) combination of the project implementation with research opportunities for
Hospital physicians.

Nine percent of the Hospital staff actively participated in project groups, while an-
other 30% got involved at some point of the subprojects evolution. Despite occasion-
al contributionsfrom private sponsors, underfinancing persisted through the project
duration and caused serious delays and deviations from the initial planning. Finan-
cial problems were partially relieved through the offer of a significant amount of
voluntary work by the Hospital staff and medical students (average = 3777
hours/year).

Although theimpact of theAHPH can not befully appreciated before datafrom eva-
luation studies are analyzed, there are several preliminary observations on the suc-
cess of the project:

(a) Important organizational experiences were gained through the devel opment of
the AHPH project. The concept of teamwork was strengthened and staff motiva-
tion strategiesweretested. |n addition, the small size of Areteion enhanced flexi-
bility and fast decision making and facilitated thetesting of new ideasduring the
project devel opment.

(b) Specific changes, related to the successful implementation of the various sub-
projects, were made. For example, improvementsin the safety of the workplace
and new measuresfor the control of nosocomial infectionswerethe direct result
of two AHPH subprojects.

(c) Mostimportant, awarenesson health promotionissuesincreased amongthe Hos-
pital community and ahealth promotion culture started to devel op in people pre-
viously not concerned about health promotion.
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Buzzi Hospital Experiences—Towar dsaHealth Promoting Hospital

Francesco Ceratti

Thereform of thehealth system in Italy: main innovations

InJanuary 1995, areform of theltalian National Health Systemwasset in place, with
the overall objective of making certain that expenditure commitments at the various
ingtitutional levels were respected, while ensuring equity of assistance to the popu-
lation. To this effect, the law providesfor the decentralisation of tasks and responsi-
bilities to those more directly involved in the processes of expenditure and services
management. Responsibility for health expenditure control and social and health
planning has thus been devolved to the Regions, while the Local Health Units and
the hospitals are responsible for the efficiency of the management of services. We
may speak of the ‘regionalization’ of the health system, sincethereform givesgrea-
ter responsibilitiesaswell as new tasksto the Regions: they are accountable, at apo-
litical level, for the carrying out of the servicesfor their own population, and haveto
provide from their own resourcesfor expenditure actually incurred.

The second outcome of the law isthat the Local Health Units and hospitals, pre-
viously accountable to the Regions and operating on behalf of the Municipalities,
now have legal status and are self-governing concerns within the Region. They are
independent in organisation, administration, finance, accounting, assets, operation
and technical aspects.

It must be pointed out that the law draws attention to the ‘ accounting equation’ or
‘economical and efficient management’ . In short, the law emphasi ses efficiency and
respect for the limits of resources, aswell asthe great importance of asound invest-
ment planning and resource monitoring by Regions, Loca Health Unitsand hospitals.

Buzzi hospital functions

In this context, and in the light of the process still in progress, of the fundamental
changesin laws and organisation concerning the National Health System, in 1992
the Buzzi Hospital in Milan began itsinvolvement in the Health Promoting Hospital
Project. Thiswasaconsequence of the collaboration between the Buzzi Hospital and
the Healthy Cities Project of Milan, based on the firm belief that the Buzzi Hospital,
because of itstraditional paediatric vocation, could represent afocal point in experi-
mental initiativesin health promotion.

The Buzzi Hospital had been established towards the end of last century asa Child-
ren’s Hospital. The Hospital building was enlarged at the beginning of the current
century and the Hospital’scompetencein thefield of child care continued toincrease.

In 1972, anew large building, with wards for obstetrics, the new-born and neonato-
logical pathology was opened. Later, provision was made for general surgery and
general medicinefor adult patients.

Since July 1992, the Hospital has been within Milan Local Health 75/V1, and inte-
grated with other local regional services such asthe services of GPsand paediatrici-
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ans, family and paediatric consultant centres, and thelike. It has been possibleto de-
velop integrated projectsto implement anetwork of health care services.

From the point of view of thefunctions performed inthe Hospital, wemay divide ac-
tivity into threemain fields:

1. Obstetricsand neonatology with arelevant activity in obstetric prophylaxis, neo-
natological intensive care and rooming-in for healthy new-born;

2. Paediatric servicesfor emergency, outpatients and surgery;

3. A sector concerned with adult care, general surgery and general medicine depart-
ments which have significant outpatient activity.

Thesubprojects

Following discussion with the management staff about the opportunity of joining the
HPH project, the Third Business Meeting of Health Promoting Hospitalsin Milanwas
organised inApril 1992. Subsequently, the following six subprojectswere devel oped:

a. Survey of relationshipsin the hospital
This project has the aim of humanising care in the Hospital by improving com-
munication relationships among the care providers of the various departments,
and between them and their patients and patients families.

b. The psychological impact of hospitalization on children
Thisproject hastheaim of limiting the psychol ogical impact of hospitalisation on
children and their families.

c. Theearly discharge fromhospital of puerpera and newborn
Thisproject hasthe aim of improving the rel ationshi p between and psycho-affec-
tive development of the mother and the new-born, while ensuring protected
labour, delivery and childbirth.

d. Thefamily risk of premature atherosclerosis
This project has the aim of reducing the level of risk factorsin teenagers and
young adults at high risk of coronary artery disease.

e. Postmenopausal osteoporosis
Thisproject hasthe aim of promoting awareness and knowledge of osteoporosis,
of itsrelated complications, of prevention and therapy with aview toreducing the
Incidence of fractures among elderly women.

f. Thesurvelllance of operating theatre staff
Thisproject hasthe aim of improving the hygiene environment and working con-
ditionsin the various operating theatres of the Hospital.

Theexpectations

In addition to the specific aims and objectives set for each subproject, the overall ex-
pectations arising from the participation in the HPH Project included the introduc-
tion of abehavioural and cultural changeinthe care providersof the Buzzi Hospital,
so that health promotion should become the central element in all professional deci-
sionsand activities.
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Such an attitude was expected al so to be reflected in the management of the clinical
issuesfaced daily inthehospital, aswell asinthe handling of the specific profession-
al risksfaced by all care providerswithin the hospital.

From 1992 to date, Buzzi Hospital hasundergonethreeinstitutional changesasare-
sult of modifications of regional and national legislation. Each of the three changes
hasinvolved the replacement of the general director and of some of the functions of
theother directors. The devel opment of the project hasthusbeen hampered, sinceon
every occasion the project had to be discussed anew in order to obtain political ap-
proval and thefinancial support.

In addition, each new director made some changes in the overall objectives of the
project, giving more or less emphasisto the visibility of the overall project as com-
pared with the development of individual subprojects, and, consequently, changing
budget allocations.

Overall project and subproject development

Following the guidance of the Budapest Declaration, an overall organisational struc-
ture of the project was established, including the identification of a Project Co-ordi-
nation Committee, a Project Manager and an External I nstitution for eval uation and
organisational consultation.

Thisorganisational structure could not operate without interruption, because of the
Institutional changes already mentioned. In fact, the Project Manager remained in
charge, aswell asthe External Institution, represented by aprivate company; but the
Project Co-ordination Committee, including the Director General of the Hospital
and representativesfrom the Municipality of Milan, could, owing to theinstitutional
changes, be convened only afew times,

Each subproject identified its Project Leader and Vice Project Leader aswell asits
aims and objectives. Positive results were obtained by those subprojects which had
precise objectivesand firm funding. On the other hand, subprojectswith no such pre-
requisites had difficulty with continuity of action and in obtaining positive results.

Funding
Despite changes in its management staff, the Hospital Administration continued to
grant direct funding of the overall structure of the HPH project for the following:

e theworking time of the care providersinvolved in the overall project and in the
subprojects;

e all expensesincurred for organising the Third Business Meeting in Milan and
another international meeting on health promotion in the Hospital;

e all expensesincurred for participation in Business Meetings and I nternational
Conferences,

e payment of the external company for consultation and evaluation.
Funding for each single subproject was reimbursed through different sectors:
e regiona funds providing specifically for innovative research projects;
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e fundsassigned for work contracts and by the Region for training of personnel;

e through funds made available from pharmaceutical industries for those subpro-
jects having objectives and impacts of aclinical character.

Results

The results that have emerged after five years of experiencein Buzzi Hospital, asa
Pilot Hospital in health promotion, are thefollowing:

1. Therehasbeen areported increasein cultural awarenessrelated to health promo-
tion issues and in the approach to clinical problems. Thisincrease, however, re-
lates only to the individual professionals (the Project Leaders) or groups of pro-
fessionalsinvolved in the development of the various subprojects. The expected
overall involvement of al the care providersin the Hospital, with the consequent
changesin all the structures and the teams operating in the Hospital, was not re-
ported.

2. The experience of the HPH has compelled the management staff of the overall
project and the project leaders to acquire the capacity to plan initiatives, unusual
in the Hospital environment, and to evaluate them without reference to clinical
criteria. Within this planning capability, an effort has been made to find funding
for the single subprojects.

3. It hasbeenimportant to understand the necessity for collaboration between mem-
bers of various health care structures, especially among health care providersin
the hospital's, who often carry out their functions autonomously, forgetting the
need for continuity in the care of temporarily hospitalised patients.

4. Subprojectswhich had well defined objectives and assured funding have brought
about operational changesthat have become behavioural routineinthe Hospital’'s
activities. Such aresult was obtained in the subprojects* The early dischargefrom
hospital of puerpera and new-born’ and of ‘ The surveillance of operating theatre
staff’.

5. Some results, such as those obtained in the above-mentioned subprojects, have
been transferred as operational methods to other hospitalsin the city of Milan,
being adopted as standardised behaviour in these organi sations al so.

6. Building on the links with those hospitals which incorporated the results of the
subprojects, and on the basis of thisinitial networking experience, it was decided
to promote, in 1997, an initiative for the involvement of other public and private
hospitalsin the LombardiaRegion, in order to establish a Regional Network.
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Theoverall project of Vaugirard Hospital

Anne Laurence Le Faou, Lucile Mercier, Dominique Jolly

Assistance Publique-Hopitaux de Paris (AP-HP) isafederation of 50 public hospitals
which providescareto the metropolitan areaof Pariswith 30,000 bedsand 85,000 em-
ployees. The health care services of AP-HPtend to emphasi ze high technology rather
than preventive care. Vaugirard, ageriatric hospital, located in the 15th district of Paris,
isapilot hospital intheWHO-Health Promoting Hospital programme becausethe board
managers have wanted to become amodel of good practicein geriatric care.

Thefirst fivestarting projects

To reach thisgoal, five sub-projects were conducted between 1993 and 1997:

e agerontologic network between the health professionals of the 15th district and
the hospital staff;

aninformation system between the professionalsof thedistrict and thehospital staff;
aprogrammeto improve staff working conditions;

apartnership between the volunteer associations and Vaugirard Hospital;

e anew concept of thelife of elderly peoplein the hospital.

The Vaugirard hospital was one of the geriatric pilot hospitals responsible for im-
proving the geriatric care in the federation of AP-HP hospitals. The Division of In-
ternational Affairs of AP-HP decided to encourage Vaugirard Hospital to participate
in the programme in order to benefit from health promotion experiments of foreign
countries. In addition, this agreement gave the opportunity to the Vaugirard board
managersto promotetheir activitiesin the network. It appearsthat dueto the Health
Promoting Hospital programme, the Vaugirard Hospital team was encouraged to
manage projects and conduct evaluations to justify medical activities, thus qualify-
ing for additional budget. Although obtaining fundswasareal incentiveinthehealth
expenditurescontrol context, theresultsof the projects’ evaluationswere of great in-
terest for the medical team. In fact, these results gave the opportunity to hospital or-
ganisation reforms, particularly in order to improve the relationships between Vau-
girard Hospital and the health and social professionals of the 15th disctrict of Paris.

I mplementation of six new follow-up projects
Prescription guidelinesfor the elderly

This quality of care programme was implemented by the Vaugirard Hospital phar-
macist. Each new group of residentsistested when they join the staff in order to eva-
luate their prescription capabilities. Then, training sessions are organised by the
pharmacist for all of the residents regardless of the results of the examination. The
main topics concern antibiotics, pain relievers, antidepressants, hypnotic drugs,
anti-inflammatory drugs and especially the interaction between medications.

Promotion of nursing for elderly people

In France, there is no nurse specialty in geriatrics. In addition, geriatric courses in
nursing schoolsare not well devel oped. The Vaugirard Hospital team has decided to
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become involved in ageriatric training programme in the AP-HP nursing school of
the 15th district of Paris. Furthermore, in 1997, the Vaugirard Hospital medical team
published abook dealing with nursing carein geriatrics.

Prevention of hospital-acquired infections

Vaugirard Hospital is participating in an AP-HP programmeto reduce the number of
hospital infections. A hospital committeeisin charge of defining therulesto prevent
these diseases.

Saff exchange programme

After years of trying to implement agerontologic network, the bord managers have
goneastep further by setting up astaff exchange programmefor thenurses. Thenur-
ses of the 15th district involved in home health care work in Vaugirard Hospital
whiletheir counterpartsvisit patientsat home. Thisprogramme makesit possiblefor
the staff and the nurses of the district to become aware of the working conditions of
each other while re-enforcing the coordination between the Vaugirard Hospital staff
and the health care professionals of the district.

Vaugirard Hospital beyond itswalls

Vaugirard Hospital wasanew experiment of ageriatric hospital inside Paris. Infact,
most of the geriatric hospitals arein the country, thuslimiting family visits and par-
ticipation inthe everyday life of the surrounding area. Asaresult, AP-HPisconvert-
Ing acute care hospitalslocated within the city of Parisinto long term care hospitals.
Some of these hospitals will be renovated and redesigned with elderly peoplein
mind whereas one hospital, Bretonneau Hospital has been torn down to be rebuilt
using foreign experiments and the Vaugirard pilot program as models. Taking
into consideration the increasing needs, Vaugirard Hospital board managers have
decided to provide services outside the hospital. A ground floor appartment will be
|eased to accomodate agroup of dependent elderly personsin order to alow themto
stay intheir district while being followed up by the hospital team.

Quality assurance programmes

A quality assurance manager was hired in Vaugirard Hospital to set up, implement
and evaluate quality programmes. These programmes concern for exampletheflex-
time organi sation while enforcing actual work time, the quality servicesof the cater-
ing team and the efficiency of managers. These new subprojectsillustrate the fact
that a health promotion cultureisbeing devel oped in Vaugirard Hospital.

Conclusions

Without the active participation of the staff at every level, the objectives of theWHO
programme could never have been reached and Vaugirard Hospital would not be the
model hospital asitistoday. The external institution (the Institute for Health Policy
Studies of the Broussais Hotel-Dieu school of Medicine) hel ped Vaugirard Hospital
to organisethesurveys, draft and preparefor the conferences. Thiswork wasvery ef-
fective to check up on the different stages of the projects. This cooperation between
Vaugirard Hospital and auniversity team was quite new for ageriatric hospital, thus
demonstrating that health promotion projects are making headway in France. The
next step isthe implementation of a French HPH network.
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Experiencesof Padova Hospital Trust asa
Health Promoting Pilot Hospital

Giorgia Marcato, Massimo Castoro, Roberto Gnesotto, Adriano Marcolongo,
Margherita Boschetto

Provision of hospital care, basic and continuing education and research constitute
the institution’s mission. Padua’ s Hospital and University Medical Centre has 2454
beds, 60 wards of which 24 of surgery, 28 of medicine and 8 of maternal and child
health. Therearealso 118 ambulatory servicesand 5 Emercency Careunits, of which
1 medical and surgical and 4 specialties (OB-GY N, paediatrics, ENT and ophtalmo-
logy). The infrastructure is made up of 16 buildings, distributed on a surface of
180,000 sguare metres. The organization delivers complex services such as organ
transplantation, PTCA, intensive care and radiotherapy. Also several complex pro-
cedures are provided including MRI (2 equipments), CT scan (4) and SPECT. Du-
ring 1996 admissions were about 90,961 and days of stay were 655,638. At present
there are 11 Day Hospital services; 40 more will be established by the end of 1997.
Staff includes 918 MD’s, of whom 546 are hospital employeesand 372 areuniversi-
ty physicians, 2384 nurses, 448 ancillary personnel and 352 technicians.

Padova sHospital joined the project as European Pilot Hospital for two basic reasons.
First, because the City of Padova participates in the Healthy Cities Programme
which representsthefirst applied effort towards anew public health model. Second-
ly, since 1987 the Hospital of Padovaisamember of the Network of Hospitals that
co-operateswith the WHO Hospital Program. Since May 1992 the Project Commit-

tee has planned and implemented the following 5 sub-projects:
e A Smoke Free Hospital

e Occupational Risk for Health Workers

e Changing Demand of an Aging Population
e Birth’'sQuality Improvement

e Nutrition and Health

A Smoke Free Hospital

This project is also an important step towards an action, in which the hospital and
field health services, the “Healthy City” project of the city of Padova, schools and
others collaborate to impact Community Health.

Patient oriented activities

Counseling activities will begin in three services (Cardiology, Pneumology, Pneu-
motisiology) after training of nurses. The activity will be organized on the basis of
the approach formulated in amanual called * How to help patientsto quit smoking”.
Hospital’ sstrategic apex (made up of General Director, Medical Director and Admi-
nistrative Director) hasadopted anew strategy following the approval of the new na-
tional contract of nurses. Such strategy iscalled“ project-objectives’. [tsmain tenets
Istheintroduction of management by objectives strictly linked to individual assess-
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ment and financial incentives. This approach has hel ped creating a positive attitude
towards projects, objectives negotiation and achievement of measurable results.

Saff-oriented activities

Counsaling will begin for all hospital workers. To thisend a short course will be or-
ganized involving Preventive Medicine Service’'sMD’s and nurses designed on the
basis of amanual specifically produced for them.

Community oriented activities

A new anti-smoking bill hasbeen passedin December 1995. It establishesthat smok-
ing isforbiddenin al public buildings and therefore in all hospitals. All signs must
include the sentence “No smoking” and the name of the person responsible for the
implementation of the norm. Consequently, signs concerning smoking have
been updated. Following the new law, a hospital’s regulation has been approved.
Smokingisprohibitedinall areas, including means of transportation and no spaceis
availablefor smokers. Heads of wards are responsiblefor the implementation of the
norm. Soon after the new signs will be exibited, an assessment of the impact on
patients, visitors and personnel will be carried out.

Occupational Risk for Health Workers

Monitoring of accidental exposures among personnel has become aroutine activity
during thelast ten years. Data show a substantial reduction in thefrequency of expo-
suresfollowed by a steady incidence during the last three years.

600
number of 5(( 513
accidents
300
200
100
1987 1988 1989 1990 1991 1992-93 1994 1995 1996
year

Figure 1. Accidents by year in Padova Teaching Hospital (1987—1996)

Preventive measures have been applied especially regarding needle-stickswhichre-
presented the most important type of accidents. A device allowing blood collection
under vacuum directly into test tubes, therefore avoiding the use of syringes, has been
adopted by all servicesin 1994. A mid-term evaluation has shown a decrease of this
kind of accidentsby 11.5% in 1995 and 16% in 1996, relatively to 1994. During the
last three years, such reduction has occurred particularly in patients' rooms, but in-
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creased in operating theaters. The latter might be explained by a better reporting of
accidentsfollowing the increased awareness among personnel. Training coursesare
about to be completed. An evaluation will be conducted soon after looking at per-
sonnel compliance. The form used to collect data on accidentsis under review and
will include the time of exposure.

Towardsthe end of 1994 anew law was passed concerning workers safety. The bill
accepts the principles of the Ottawa Charter which aims to enable workers to pro-
mote their health status offering ahealthy physical and social environment and pro-
viding themeansto exploit these opportunities. At present, thisproject focusesitsat-
tention on control of risk infections and will soon deal with other professional risks
such as anaesthetic gases, antiblastic drugs, heavy use of computers and carrying of
heavy weights.

Changing Demand of an Aging Population

Unfortunately, after the health reform of 1995, the Geriatric Hospital has been sepa-
rated from the Teaching Hospital and, consequentely, the project concerning elderly
patientsin the latter structure has started from scratch. Our hospital has no geriatric
ward, with the exception of asurgical unit, neverthelessahigh proportion of patients
Isaged.

Objectives of the project “ Bed sores"

e Tomeasuresizeand caracteristicsof pressure soresby asurvey of prevalenceand
approachesto prevention and care

e To formulate and implement guidelines about pressure sores' prevention and
treatment through multidisciplinary working groups

e Toriseawareness about theimportance of the problem among heal th personnel
e To assessadherenceto established guidelines.

By now we have completed a preval ence survey among 49 wards and guidelinesfor
the prevention and treatment have been introduced in some wards. Main data sho-
wed that general prevalence rate was 3.5% (51/1459) and among risk patients (defi-
ned onthebasisof Norton classification) was21.2% (51/241). These percentagesare
substantially ssimilar to those reported by the literature. Only 6.1% of wards had de-
signed and applied guidelines, whereas 45% of wards had not devel oped any guide-
lines. At present we are setting up working groupsto prepare common guidelines.

Fallsduring hospital stay

Our hospital has conducted a retrospective survey concerning falls occurred during
1995 and 1996. During the latter year 366 falls have been reported out of 91.000 ad-
missions, of which 216 among patients over 65 years (59%). Falls occur mainly at
night: 34% between 1.00 am. and 7.00 am. and 24% between 7.00 p.m. and 1.00
a. m. Our investigation will also study other circumstances correlated with the fall,
I. e. diseases suffered by the patient, drug therapy and change of posture. Finally we
are creating agroup with the task of increasing awareness and understanding among
personnel regarding their roles about surveillance and careful application of safety
measures especially for elderly patients during night shifts.
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Nutrition and Health

This project has been slowed down by the National Health Service's reform, given
that key people have left their positions and those who remained have committed
themselves insufficiently because of their l[imited ownership in the project. Never-
thelessanew team has devel oped through anew collaboration with the Nutrition and
Diet Service and Hygiene I nstitute both belonging to the University. The general ob-
jectives areto improve quality of food service for in-patients, to assure a quantitati-
vely and qualitatively balanced diet to patients, to improve patients’ satisfaction and
to modify food habitsrelated to chronic diseases among patients and personnel.

Thetarget population includesall patientsin particul ar in-patients affected by chro-
nic diseasesor exposed to risk factorsand age groups such asnewborns, children and
elderly; hospital personnel and family members of patients. Actions carried out are:

e toassurethe possibility to choose from amenu adapted to specific diseases

to set up afood surveillance system

to assure the appropriate preparation and conservation of food (system HACCP)
to perform asurvey among patients

to develop afood counseling service for patients, personnel and family members
to design and distribute |eaflets concerning diet

Birth’sQuality Improvement

Among the five ongoing projects, thisis the one which has suffered most from de-
lays, being still at thefirst phase of the three planned:

e Detailed knowledge of the quality of care at childbirth in the Hospital and Uni-
versity Medical Centre, including technical and psychological aspects.

e Comparison of resultswith WHO recommendations and international literature
e Organization and implementation of health promoting actions

A survey has been conducted through aquestionnaire given to mothers of newborns
before discharge with the aim to assess quality of care as perceived by them. We are
now conducting astudy on clinical documentation, i.e. medical records and birth care
certificates. Diverse professionals (MDs, psycologists and nurses) conducting the
training of pregnant mothers have been involved with the aim to better inform this
group about necessary investigations during anormal pregnancy, indicationsto de-
livery induction and anaesthesiaduring delivery and Cesarean section.

In order to compl ete these five subprojects, we asked to renew for another two years
our contract asaHPH Pilot Hospital. Finally our hospital hasbeenintroducedin In-
ternet giving general information about the hospital, our service Chart, description
of Padova s Hospital experience asaHPH pilot hospital and news about the recent-
ly established HPH Veneto Region network (http: //www.padovanet.it).
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Part 8

M ethodological
and Technical
Aspectsof Health
Promoting Hospitals
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I ntroduction

Dominique Jolly

Methodological and technical aspects of Health Promoting Hospitals have inte-
rested alot of participants. | would liketo stressthat it isvery hard to convince hos-
pital managers, physicians and politicians that hospitals have to be not only aplace
dedicated to curative care, but also to promoting health care, education and hygiene.
We will only succeed if we can show the efficiency and effectiveness of our projec-
ts, aswell asthe eval uation of theresults of our work (done with scientific methodo-
logy). Otherwise, physicians, managers and politicians will keep on believing that
HPH isavery good idea but not aserious one.

Thevarious sessionson thistopic showed that more and more projectsare eval uated,
with indicators chosen at the beginning of the project, as was demonstrated in pro-
jects from Germany, the United Kingdom, Austria, Lithuaniaand Italy. Quality as-
surance and patient satisfaction, though they are indeed part of Health Promotionin
hospitals, cannot summarize the HPH’s idea. It is obvious that the major target for
the Western European countries (for politicians, administrators and managers) isto
succeed in reducing health expenditures.

If we manage to show the efficiency of Health Promotion initiatives in hospitals,
HPH could become one of the corner stones of managed carein Europe. Thiswasthe
major ideathat emerged, as costs have to be reduced and quality of careincreased at
the sametime.
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Health promotion and therise of “Managed Care"* in Europe

Helmut Hildebrandt

A great variety of healthcare organization forms are to be found in Europe but com-
mon pressures exist onto the health sector towards cost cutting in every European
country. What are the problems? Global competition leads countries and industry to
minimize the side-costs of |abour and the ageing of the population is overlapping
with a chronification of many diseases, which is up to now not sufficiently treated.
New technology and innovation in health care most often result in higher costs and
people get informed about the possibilities of better health care and do not accept
substandard care.

Health Careis still organized in a manufacture style work and lacks an integrated
approach = health process reengineering. Focusing on the organization of health
care, sectorisation of health careisineffective and inefficient but total integration as
well (e. g. UK NHS). The challenge is a new balance of integrated organization of
health care that is dynamic and uses the market forcesto drive down costs and work
efficiently.

Focusing on the financial organization of health care, sickness funds (in countries
with social insurance systems) and health authorities (in countries with national
heal th systems) have often served aspassive payersfor services. New health carere-
formsin thisrespect are heading towards:

(a) Purchaser-provider split being undertaken in several countries (UK, Sweden,
France, Denmark, NL, Spain)

(b) Budget-allocation on macro and sometimes micro level leading to capitation
systems (Germany, Switzerland, UK, NL)

These devel opments can be seen asfirst stepstowardsan European form of theAme-
rican Managed Care. That meansmanaging healthcare delivery through the purchas-
ers of healthcare by direct contractual agreements with providers and thorough as-
sessment of the appropiateness of care prior to its provision. Mainly in conjunction
with a payment system based on capitation and new forms of integration of health
care delivery linking the different sectors (clinical and outpatient services, home
nursing, rehabilitation). Trandated into business words the process towards mana-
ged care could be seen as ‘ health care process reengineering’ .

Differing from the American perspective, a European kind of managed care rises
within the debates on health care reforms on national and international level. Coo-
per& Lybrand defined this European view on managed care as: ,, A process to maxi-
mize the health gain of a community within limited resources, by monitoring on a
case-by-case basis to ensure that they are continuously improved to meet national
targets for health and individual health needs’. They argued that this definition
differsfrom the US perspectivein:

e community health gain as the starting point for the management of healthcare
delivery
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e theintegration of the three levels of national health policy, community based
management and individual patient care management

e disease management acrossall sectors of healthcare provision

What relevance has managed care in the European and/or American perspective to
health promotion? Or let us put the question first the other way around: What arethe
barriersto more health promotion today — focusing on our issue of health promotion
by and in hospitals? First we have to define health promotion. Our definition is:
» Health promotion by and in hospitals means substitution of high-cost and hi-tech
‘end-of -the-pipe’ treatment by early intervention into the disease devel opment pro-
cess based mainly on a positive resource oriented strategy that supports the saluto-
genic potential s of the patient and his/her social, physical and working environment.

Thesameideaisbeing applied to theworkerswithin the hospital aswell asto the pa-
tients, so the hospital devel ops a health promoting setting.” Certainly thisdefinition
Ismoreavision then apreci se description of the standard of todaysHealth Promoting
Hospital work. The beginning of health promotion often resembles more the adding
of new servicesinstead the substitution of high-cost and hi-tech services. But inthe
long run new serviceswill not stay aliveif they are not ableto provetheir substitutive
potentials. The new health care reform in Germany just proved this by cutting ad-
ditional health promotion services back.

What are the barriersto more health promotion today? Oneis complexity: Thinking
intermsof early intervention instead of intervention after the problem occuredisal-
ways alot more difficult and challenging than the other way around. Another oneis
knowhow: Health Promotion and Salutogenesis are concepts that are being deve-
loped within the last fifteen years. Thorough evaluation still lacks quite often. A lot
of knowhow isstill to be developed. Finally the payment system: Who pays for
more health gain and for better quality of services? What are the reimbursements
hospital get if they have successful intervened? Or don’t hospitals even lose money
If they successfully implement health promotion?What arethefinancial incentives?
What isthe best arenafor early intervention, so that patients don’t devel op a condi-
tion where they need high-cost and hi-tech services? In afragmented health system
where all kind of careisdelivered by other institutions, from general practitioner to
rehabilitation and chronic care hospital, health promotion tendsto fall into the gaps
between these institutions.

What are the advantages for Health Promotion through Managed Care?

(a) A capitation system that pays per capitafor those insured and inscribed allows
and even enforces that the providerslook where and by which intervention they
are getting the most health gain for there invested money. Effective substitutive
health promotion in this sense will be strengthened and devel oped.

(b) Managed Care can be trans ated with health process reengineering as mentioned
above. Oneof the core activitieswill beabetter understanding and linkage of the
disease process. Many authors argue for a disease management as a central part
of managed care. Thefragmented organi sation of healthcaretoday will be history
within the next twenty years. Health promotion then will be fostered by the pro-
vidersof integrated health caredelivery services. Itisintheir ownfinancial inter-
est to invest at the point wherethey get the best value for the least cost.
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(c) Managed Careleads to standards and guidelinesfor therapeutical interventions.
It will beachallengeto health promotion how the devel opment of guidelinescan
be used to include health promoting aspects (e.g. raising health and coping com-
petencies) into the standard care.

What are the problemsfor Health Promotion through Managed Care?

(a) Health Promotion today often has a friendly image of caring and missionising
(thelatter is sometimes|lessliked, what is understandable). Health Promotionin
the times of Managed Care has to prove its effectiveness and effiency. If certain
methodol ogies cannot provetheir value they will be abandoned.

(b) Inthetime of transition from the actual health care system to asystem including
elements of managed care some turmoil will occur that makesit difficult to set a
clear direction and to devel op on a step-to-step base the knowhow of health pro-
motion.

(c) Managed Care goes together with an economisation of healthcare. Many doc-
tors, nurses and owners of hospitalsfear that thisprocesswill |ead to a medicali-
sation of health care and will throw people out of healthcare access that cannot
pay and will jeopardize the quality of health services. It isof vital interest to all
europeans that qualified certification policies, specific consumers information
and good epidemiological and health economical instrumentswill be devel oped
by national and international authoritiesthat this processwill not happen.

Our result: Therising of an European kind of managed care is achance and a chal-
lengeto health promotion. It won't be an easy way but it ispromising enough that we
should carefully examine how we could rel ate to these devel opmentsin aprofession-
ally manner. Some concepts and steps forward we share at the moment with hospi-
talsin Germany and Switzerland, building upon the experiencesintheUSand inthe
health promotion and hospital consulting work we have conducted during the last
fifteen years.

References:

Arnold, M. (Hrsg.)/ Lauterbach K.W./ PreuR3, K.-J., ,Managed Care",, Ursachen, Prinzipien, For-
men und Effekte”, [Robert Bosch Stiftung (Hrsg.): Beitrége zur Gesundheitsokonomie 31] ,
Schattauer , Stuttgart/ New York, 1997

Baumberger, ,, Managed Care—A US Insanity or the Future European Reality?*, in:Lonsert, Mich-
ael (Hrsg.); Handbuch Pharma-Management: Band 1,

Entscheidungs- und Marktstrukturen, Pressure Group Management, M arketing-Management,
Gabler, Wiesbaden, 1995: Brown, Montague (Ed.), , Managed Care: Strategies, Networks and
Management"“, Aspen Publishers, Gaithersburg, MD, 1994

Erdmann, Yvonne, ,Managed Care: Veranderungen im Gesundheitswesen der USA in den letzten
30 Jahren“, 1., Nomos Verl.-Ges., Baden-Baden, 1995

Fuchs, Gunter G., , Disease Management in den USA*®, in:AIC Konferenzen (Veranst.), Disease
Management. Konferenz vom 25.—26. 9. 1995 in Frankfurt/Main, AlIC, Frankfurt/Main, 1995

Garrad-Cole, Peter, ,, Managed Carein the UK: aprecursor to disease management?‘, in:AlC Kon-
ferenzen (Veranst.), Disease Management. Konferenz vom 25.—26. 9. 1995 in Frankfurt/Main, ,
AIC, Frankfurt/Main, 1995

Hildebrandt, Helmut, ,, Disease Management und Gesundheitsférderung im therapeutischen Pro-
zel3 im Akutkrankenhaus: Projektideen fur eine strategische Partnerschaft zwischen Kranken-
héusern und Krankenversicherung®, in: Qualitétssicherung, Pharmakodkonomie und DISEASE

218



MANAGEMENT. Berichtsband zum 3. Symposium, Uni Witten/Herdecke Verlagsgesel | schaft
mbH, 1996

Hildebrandt, Helmut, Bexfield, Hildegunt, Besser, Gabriele, ,, Krankenhduser in Deutschland—Ein
Vergleich®, 1., Asgard-Verlag, St. Augustin, 1996

Hildebrandt, Helmut, ,, Hospital Report the First Hospital League Tablesfor Germany*, in:*Health
Gain Measurements asaTool for Hospital Management and Health Policy: Proceedings of 3rd
Internation Conference on Health Promoting Hospitals®, Centre for Public Health Sciences
Linkoping Collaborating Centre, Linkdping, Sweden, 1995,

Rodleff, Flemming; Lister, Graham, ,, European Healthcare trends: towards Managed Carein Euro-
pe*, Coopers& Lybrand, 1995

Spindler, Karl, ,Managed Care— Ansétze in Deutschland: Das Krankenhaus als Vertragspartner,
in:AlC Konferenzen (Veranst.), Managed Care: Vertragsbeziehungen und L el stungsvergiitung
—Internationale Trendsund Umsetzbarkeit in Deutschland —. Konferenz vom 25.-28. 2. 1996in
Koln, AIC, Frankfurt/Main, 1996

Stock, Johannes, Manfred Baumann, ,, Managed Care—Impul sefir die GKV ? Erfahrungswerte mit
alternativen Formen der Steuerung in der Gesundheitsversorgung®, in:Prognos Studie. Auftrag-
geber Hans Bockler-Stiftung, Koln, 1996

Wenzel, Gilbert ,, Stationére Versorgung im Managed Care Umfeld — Findet Deutschland seinen ei-
genen Weg?*, in:Institute for International Research (Veranst.), Public Health’ 95, 19.—22.Juni
1995 in Hannover, |.1.R., Frankfurt/Main, 1995

219



Evaluation: Labonte Style

Eunice Taylor

Ronald Labonteisaleading Canadian expert in‘ state of theart’ approachestothede-
velopment of health promotion practice and the bench marking of its effectiveness.
This paper describes the collaborative piloting of his story dialogue method as a
means of evaluating the Health Promoting Hospital Pilot Project at the Royal Pre-
ston Hospital, England.

Table 1: The Sory Dialogue Process

1. Story telling
2. Structured dialogue
3. Identification of insights
4. Process repeated with other stories
5. Development of general themes

Themethod isessentially aqualitative technique built around the age ol d practice of
story telling. It is, however, highly structured and usesthe storiesas ‘triggers toraise
probing questions about what had been done, why it wasdone, what it accomplished
and what lessons could be learned. A small group of practitioners are brought to-
gether to examine a general theme. The reflective practitioner tells the story and
through structured dial ogue, with each member having adefined role, the story isri-
gorously analysed. A written record of ‘insights’ into practice is developed. By re-
peating this process with other group membersit is possible to tease out general
themes. Labonte suggests that the methodol ogy has the rigour and validity to match
traditional quantitative techniques.

InJanuary 1997, after the eval uator attended a2 day workshop ran by Labonteinthe
UK, the sub-project managers prepared their project stories and the group arranged
a series of afternoon workshops. On each occasion one story was told briefly fol-
lowed by aseriesof structured questionsfrom the other members of the group. Each
member of the group took responsibility for asking one of four categories of ques-
tions: what; why; so what; now what. This formed the basis of an interactive
brainstorming session aimed at uncovering the hidden complexity of the project.
Participants reported that this detailed ‘ examination’ by group members uncovered
many issues and detail that had not been formally recorded or sometimes not even
considered in the past. Table 1 illustrates examples of typical questions.

Thenext stagein the method required the group to devel op arecord of lessonswhich
had been learned from the sub-project. Short statements or ‘insights * were written
onto separate sheetsof paper (insight cards). Further workshopswere conducted un-
til al the sub-project stories were told. The ‘insight cards were then displayed to-
gether and sorted into general themes. At aglanceit was seen that there was genera-
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Table 2: Question Categories

What guestions: to create a full description of the story

Why gquestions: to explain all aspects of the story

e.g. What weretheinitial aims?
What were the problems and successes?
How were decisions made?

e.g. Why did you choose the project?
Why did you think it would promote health?
Why did it take so long?

So What questions: to synthesise the information

e.g. What have we learnt about practice?
How has the organi sation changed through the process?
What were the unexpected spin-offs?

Now What questions: to plan for the future

e.g. What will we do differently next time?
What will be our next set of actions
How can our power to act more effectively beincreased?

lisability amongst the sub-projects despite their widely differing contexts. Thus, a
series of recommendations for other hospitals emerged which were (1) firmly
grounded in practice and (2) widely applicable. Some of the key issues are briefly
illustrated below.

Needsassessment wasidentified asacrucial stageintheproject planning process
but one which could be neglected inthe hasteto ‘ get started’ . Participantsreflec-
ted that the greater the time spent at this stage (varying from afew weeksto two
years) the more focused the project —with the subsequent route to success easier
tofind.

The proj ect management team, which managed the project through its5 year life,
emerged asamajor factor in the success of the project. Ideally it should represent
the ‘breath’ and ‘ depth’ of the organisation and should be led by someone ableto
initiate change from within. The requirement for written records of all team
meetingswas considered important to aid continuity over thelife of the project. It
also provides the rationale of decision making which is crucia for external eva-
luation.

The complexity of the HPH project dictates an equally wide range of skillsre-
guired. With hindsight, the importance of tapping into existing resources and
identifying any training/support implications at an early stage is recommended.
General training requirements, identified acrossall sub-projects, involved project
management, health promotion, research and eval uation, documentation and re-
port writing.
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The formation of aims and obj ectives were seen as an academic exercise per-
formed by managers or consultants, often in response to a national rather than
local agenda. Long discussionsat theworkshops|ed to the general consensusthat
itisessential to ‘ operationalise’ aimsinto practical and manageableobjectives. In
an effort to engender realism, commitment and ownership this should be donein
consultation with the people who ultimately have to carry them out. Given the
long term nature of the HPH project itisnecessary to periodically review theaims
and objectivesand modify themif necessary. Itisimportant for participantstofeel
they are operating in aflexible system and that the need to change direction isnot
seen asafailure.

In common with many projects the important resource implication for the HPH
pilot was considered to be time. Participants spoke of the many out-of-work
hoursthey put into the sub-projects. The group made aclear recommendation that
at sub-project level additional time must be allocated at the onset of the project —
despite the long term aim for the health promoting activities to be incorporated
into the normal workload of the staff involved.

At the end of the five year project much had been learnt about how the project
should have been evaluated! Evaluation of health promoting initiativesis a de-
veloping ‘science’ , in the quest for evidence based health care, will continue to
play avital rolein project management. Whilst it was considered that it was never
too late to do ‘ something’, evaluation strategies should be built into the project
from the beginning. Recommendations focused on the need for (1) accurate base
line data (2) realistic objectives (3) pre-determined indicators of success (4) peri-
odicreview.

Theinformation presented in this paper givesabrief insight into both the methodo-
logy and its outcome in the context of the English Pilot Hospital. However, perhaps
the most important lesson gained from using the Labonte technique is its power to
overcomethewell documented problemsassociated with ‘ external evaluation’. This
can be described in terms of three key benefits:

1

2.

The external evaluator ismerely thefacilitator and the project workers
themselvestake owner ship.

Thisisagroup exercise ran by the practitioners themselves, they formulate the
evaluation by consensus.

The practitioners are actively involved in the research process and this generates
great enthusiasm and commitment.
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Evaluation of the Health Promoting Hospital
“Alten Eichen” in Hamburg from the patients point of view

Alf Trojan, Stefan Nickel

Background and setting

Our study was situated in one of the WHO Pilot Hospitals, the Diakonie Kranken-
hausAlten Eichen, a 230 bed hospital in Hamburg with mainly surgical and internal
wards. Two quantitative patient surveys (T1 = June/ July 1994, N = 157; T2 =April/
May 1996, N = 265) were carried out by the Institute for Medical Sociology in Ham-
burg.

As areaction to the first survey the project group ,, K = Health Promotion for pa-
tients* was established. The group consisted of 9 staff members of the Hospital with
avariety of professional backgrounds. The 11 meetings of the group resulted in se-
veral recommendations for quality improvement. Not all of them had been imple-
mented at the time of the second patient survey, and most of them were not specific
enough to attribute changes directly to them. Changes can rather be concelved of as
the result of more general changes in the hospital through various working groups
and their impact on processes, structures and thewhole ,, new spirit* of the hospital.

We did participant observation in project group ,, K“. Thispart of our research, how-
ever, will not be dealt with in thisreport. Instead we will focus on the results of the
two patient surveys, through which we aimed at measuring hospital quality fromthe
patients’ view and at eval uating effectiveness of quality improvement endeavors of
the hospital.

M ethods

It was apostal survey 2 to 4 weeks after discharge from the hospital. Table 1 shows
themaost relevant differencesbetween survey design and respondentsin both studies.
Our guestionaire included 8 core dimensions of quality and 3 ,, success measures'
which were derived from both socia system approach and social support research:
facilities and services (,, material support“), emotional support, professional perfor-
mance, organisation and waiting time, transparency of hospital procedures,
opportunitiesfor patient participation, informational support (instructions/ commu-
nication) increase in coping competence, affect balance, health gains, attractivity of
the hospital.

Because of the differences in the samples (see Table 1) the simple means of the
dimensionsare not directly comparable. Thereforefurther statistical analysiswill be
carried out. By covariance analysis we will produce ,, adapted means* which are
adjusted for the most relevant parameters of the two samples. First results of these
statistical procedures (though not completed yet) have demonstrated that the
differences between simple means and adapted means will not change our results
substantially.
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Table 1: Comparing survey-design and respondents

T 1-Study T 2-Study*
time June/ July 1994 | April/ May 1996
N 157 265
responserate: 58.1% 55.6%
answering of questionnairewithin 2 weeks after discharge: 22% 63%
meantimefor filling out: 38min. 20 min.

main differences between patientsin termsof clinical data:

patientsfrom internal medicine: 35% 51%
patients from surgical wards: 65% 49%
stay of 3-14 days: 80% 64%
stay of 15 daysor more: 20% 36%

main differences of patientsin terms of demographic data:

ageof > 60: 32% 49%
income > 4000 DM: 51% 29%
retired: 32% 47%

* |n the T2-study there was an additional short questionnaire for staff before results of the T2-
study were known, asking about expected changesfrom T1to T2 (N=19)

Results

Themainresultsare shownin Table 2. About equal mean scores (differencelessthan
+ 0.1) were reached for the dimensions: facilities and services, emotional support,
professional performance, organisation and waiting time, opportunities for patient
participation. Considerable improvements were yielded on the scales: transpareny
of hospital organisation (+ 0.7)), increase in coping competence (+ 0.6), informatio-
nal support (+ 0.2). Therewason the other hand one changefor theworse: ,, affect ba-
lance” (- 0.4) was less good than in the T 1-study. At present we can not give acon-
vincing explanation for this somewhat contradictory result. The resulting ,, health
gain“ (+ 0.2) will not be discussed because it might have been reached by adlightly
different phrasing of question and formate of answersin the T2-study. The consider-
able improvements on the 3 scales mentioned before were obviously not strong
enough to generate ameasurableincreasein the , attractivity* of the hospital.

In general staff estimationsof changes (seelast columnintable 2) did not differ very
much. ,, Professional performance* and ,, affect balance” of patients were overesti-
mated by staff whereas , transparency of hospital procedures® and , increase in
coping competence” were underestimated.

Discussion

L ooking at the changes on comuni cation-based dimensionswefind increasesin 3 di-
mensions where the mean score in T1 was below 4. In fact the lower the T1-mean
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Table2: Summary of results: Mean scores on 11 scales and comparisons of
expected changes (by staff) and real differences between T1 and T2

scales mean scores* standard mean
deviation differences
1996

1994 | 1996 |1994 | 1996 |patients| staff**

1. facilitiesand services

(, material support*) 3,8 3,9 0,7 07 | +01 -01
2. emotional support 45 4.4 0,6 06 | -01 +01
3. professional performance 4.4 4,3 0,5 08 | -01 +0,3
4. organization and waiting time 43 4.4 0,7 07 | +01 +01
5. transparency of hospital procedures 2,6 33 1,2 12 | +0,7 +0,2
6. opportunitiesfor patient participation 4,3 4,3 0,8 0,8 00 +0,2
7. informational support
(in-structions/communi cation) 3,9 4,1 11 09 | +0,2 +0,3
8. increase in coping competence 2,8 34 14 15 | +06 +0,3
9. affect balance 4,3 3.9 0,9 10 | -04 00
10. healthgains 34 3,6 0,5 09 | +0,2 +01
11. attractivity of the hospital 4,3 4,3 0,7 0,9 00 +0.2

* High scoresindicate high satisfaction onascalefrom 1to 5;
** based on staff questionnaire asking about expected changes (N=19)

score the higher was the increase (cf. tab. 1). ,, Opportunities for patient participa-
tion“ (T1 score: 4.3) and ,,emotional support* (T1 score: 4.5) did not change
substantially. Our interpretationisthat the quality improvement effectswereonly on
those dimensions measurable where quality wasrelatively low inthe T1-study. This
pattern seemsto prevail in all dimensions. We checked whether structural differen-
ces between the two survey periods (less patients? more staff?) could explain the
Improvement in communication but did not find any indication of that. Thereforewe
believethat theimpact of the hospital”smore general improvement activitiesaswell
as some specific interventions, such as presentation of T1 results two timesin the
hospital (emphasizing low scores on communication based quality dimensions),
proposals of working group ,,K“ and the newly introduced scheme for in-hospital
training, have led to the better results in the T2-study. The presentation of further
results and their discussion isbeing prepared by our research team.

Our overall conclusions are that patient surveys can serve as an important tool in
measuring effectiveness of HPH interventions, that such surveys are feasible even
under high pressure working conditions in the hospital, and that they can provide
valuable information about the hospital’s performance. There are, however, some
methodol ogical problemswhich limit theinterpretation of changes over time.
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Principles and methods of implementing the Network of Health
Promoting Hospitalsin the Veneto Region —Italy

Carlo Favarettil, Paolo DePieri?

Since 1990 several health education programswere funded and implemented across
the Veneto region. These programs dealt with smoking prevention, reduction of
paediatric and occupational accidents, improvement of dietary habits, control of
sexually transmitted diseases, etc. From 1994 however an effort has been made to

Local Health Units an Hospital Trusts of the

VENETO REGION NETWORK
OF HEALTH PROMOTING HOSPITALS

(March 31, 1997)

Figure 1. Veneto Region Network of Health Promoting Hospials

1 General Director of Loca Health Unit No. 19—Adriaand Coordinator of the Veneto Region Net-

work of Health Promoting Hospitals
2 Veneto Region Network of Health Promoting Hospitals
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give a definite health promotion approach aiming to modify the settings and the
organizations where peopl e live and work, thus creating atotal environment to sup-
port ahealth gain orientation of the different programs.

In 1995 the Veneto Regional Government decided to fund aprogramme to establish
aregional network of Health Promoting Hospitals. The timing of the initiative was
extremely appropriate asfar asin 1995 the National Health Service underwent ama-
jor reform, with emphasis on regionalization and introduction of several mechan-
iIsms of internal and external competition, mainly in the hospital sector. The Coor-
dinating Centre of the Regional Network of Health Promoting Hospitals was estab-
lished at the Local Health Unit No. 19 of Adria.

The Coordinating Centre organized several promotional activitiesfor implementing
the Network. Inthe summer of 1995, to convince the General Directorsof the Local
Health Units (LHUs) and the Hospital Trusts, afolder was prepared with the essen-
tial documentation dealing with philosophy, principles and aims of theinitiative.
Thefolder a soincluding the draft of the decreeto be adopted in order tojoin the net-
work. In addition, aworkshop on principles and methods of health promotion, and
on the Health Promoting Hospitals programme, was organized in October 1995. A
settings-based approach wasfollowed: this approach startsfrom atarget population
and plansinterventions for apopulation in different settings relevant to that popula-
tion. Professional sworking in hospital s, school sand workpl aces participated, corre-
sponding to atotal of 89 people, 28 of whom working in hospitals.

From Novembre 1995 to March 1997, 16 out of 21 L HUs of the Region and the two
Hospital Trusts officially joined the Regional Network with a decree of the General
Director: the Agreement between EURO/WHO and the Network was signed.

TheVeneto Network of Health Promoting Hospitalsaimsto act asafocal pointin po-
pulation based health promotion interventions, because hospitals in the regional
health care system: a) are owned by the Regional Government; b) have sensible hu-
man and financial resources; ¢) have contact with alarge part of the population; d)
represent the most important challenge in the reorientation of the system; €) have
strong links with the primary health care system.

Following the experience of the HPH Pilot Hospitals Program, in 1996 several in-
formal meetings, two business meetings and two training workshops were held for
the members of the Veneto Region Network of HPH in order to organize the Net-
work’sactivities. Thefirst training workshop has been intended for the medical hos-
pital managersand the second for the professionalswhich areinvolvedinclinical ac-
tivities.

Tofacilitate thework of member hospitals, atask force set up guidelinesto plan, im-
plement and eval uate specific subprojects within the hospital sfollowing the Ottawa
Charter principles and the Budapest Declaration. Consistently with the theoretical
bases of HPH movement, the specific objectives of a plan must be addressed to pa-
tients, staff and community ; the planned actions must be consistent with the essen-
tial activities of the Ottawa Charter (to enable, to adovocate, to mediate); and thein-
dicators must allow the assessment of the used resources, the devel oped processes
and the gained outcomes (Figure 2).
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AIMS AND TARGETS _patients
OF HOSPITALS _staff
DEVELOPMENTAL CHANGE _
(Budapest Declaration) -community
-enabling
ACTIONS -mediating
(Ottawa Charter) -advocating
-structure
INDICATORS ~process
-outcome

Figure 2. Devel opment process and the gained outcomes

In each hospital a Technical Committeefor coordinating the Health Promoting Hos-
pitals project was constituted; for theimplementation of selected subprojects several
working groups were formed, using project management techniques. The Local
Health Units and the Hospital Trusts of the Network engaged themselves to imple-
ment 52 projects. In every hospital acommon regional project (“ Smoke free hospi-
tals and health care services’) will be implemented: to facilitate the common plan-
ning and the implementation of this project aworking group was established and a
manual was prepared. The other projects which will be locally implemented deal
with some clinical aspects (i. e.: prevention of hospitals infections); health promo-
tion in theworkplace; evaluation and improvement of patient satisfaction; continui-
ty of care from hospital to primary health care services; diet and health; quality of
lifefor the elderly; improvement of birth care.

Threeregional working groupson “health in workplaces’ were established and deal
with the assessment of biologic risk, the antineoplastic drug preparation and the pre-
vention of low back problems. Other working groups between two or more hospitals
were aso established in the field of nutrition and patient satisfaction. The first and
the second issues of the Regional Network newsdl etter were prepared and distributed
among hospitals staff.

The Veneto Regional Network of HPH already established some alliances for its
growth: thefirst with the Regional Centre of Health Education whichisinvolved, as
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centrein collaboration with WHO, in devel oping healthy schools and healthy work-
places networks. Another alliance was established with the Italian Network of
Healthy Cities, sponsored by the National Italian Association of Communes (ANCI)
with the support of the Ministry of Health. In March 1996 the Ministry of Health
(Service of International Relations and European Community Policies) designated
the Veneto Region Network of HPH as coordinating institution of the Italian Net-
work of HPH. Moreover, the coordinator of HPH Veneto Network was designated as
focal point for thisinitiative and official representative of the Ministry at aWHO-
EU-LBI Workshop heldin Vienna

Since March 1996, sel ected documentsto regiona Ministers of Health were mailed
and meetings and contacts were held with representatives from hospitals of many
italian regions. The 1st National Conference of Health Promoting Hospital's took
placein Padovain January 1997; following this Conference, in Piemonte, Lombardia
and Sicilia some hospitals are establishing HPH Regional Networks. The Italian
Network of Health Promoting Hospitals will be implemented as an organi zation of
autonomous HPH Regional Networksin agreement with the WHO Regional Office
for Europe. Thisform of organizationisthebasisof HPH Italian Network statute that
the Ministry of Health and the HPH Veneto Network have been preparing and which
Isnow under scrutiny.

In 1997, the main challenge of the HPH Veneto Region Network at theregional level
will be the implementation of all local projects and the Coordinating Centre will be
monitoring and supporting this process. Moreover to extend alliances, the HPH
Veneto Region Network will contribute to establish the Veneto Region Network of
Health Promoting Nursing Homes, as far as LHUs have also the responsability of
some social serviceswhich arein strict relationship with nursing homes.

The next important challenge for the Veneto Region Network of HPH at national
level, inorder to help the devel opment of the HPH Italian Network, will bethe assist-
ance of other italian regions in the implementation process of regional networks
(particularly Piemonte, Lombardia and Sicilia), the planning and distribution of a
national newsletter of HPH and the planning of the 2nd National Conference.
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TheLithuanian Network of Health Promoting Hospitals

Irene Miseviciene

General network structure

The Lithuanian network of HPH was established on 3. 12. 1996 during the 1st Na-
tional Conferenceof HPH. Representativesfrom 17 hospital stook part inthe confer-
ence. The agreement to join the network asfull memberswas signed by 8 hospitals.
Three hospitals decided to be observers,

Alliancebuilding

The Lithuanian network of HPH hasaclose collaboration with KaunasMedical Aca-
demy, asthe WHO collaborating centre for cardiovascular and other noncommuni-
cabl e diseases, epidemiology and prevention . Since 1982, decision-making bodies
of such WHO centres have coordinated projects.

Optionsfor participation
Hospitals who want to become the members of the Lithuanian Network of Health
Promoting Hospitals haveto:

e endorse the Ottawa Charter for health promotion and Part 1 of the Budapest
declaration;

obtain the formal agreement of the management of the hospital;

run at least three programmes on heal th promotion during the time of the project;
financeitsown activities,

participatein at | east two task forceson the devel opment of programmes/activities,

participate in the business meetings of the Lithuanian Network (participation in
international conferences on Health Promoting Hospitals would al so be advisab-
le);

e present an annual report on the programmes in progress, including objectives,
time frame, achieved results and expected outcomes;

e provide information to the Coordinator of the Network (the type of information
needed to be approved by the member hospitals at abusiness meeting);

e contributeto thefinancing of coordination through amembership feeof 300 Litas.

Activitiesin 1996 and plansfor 1997

At present, 10 hospitalsare involved in HPH projects. Three hospitalsarelocated in
citiesand 7 hospitalsinrural areas. Thetotal number of subprojectsbeing carried out
in 9 hospitalsis 51. Four main areas of common interest have been selected. The
KaunasAcademic Clinic, asthefirst HPH in Lithuaniasince 1994, organized sever-
al meetings for chief physicians of Lithuanian hospitals, to acquaint them with the
WHO HPH project. The 1. National Conference of HPH was organized Dec. 1996.
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Activities planned for 1997 areto design alogo; develop an action plan for the Joint
Committee of the HPH Network; develop working groups on priority topics,
organize two workshops relating to specific themes; develop a national HPH data
base of international experience; develop fund raising strategies; build alliances;

publish a national newsletter twice a year; organize a national HPH conference;
increase national HPH membership by 20%.

Optional activities planned are: to devel op existing documentation, agreements, bet-
ween the coordinating centre and participating hospitals and between the Lithuani-
an HPH network and WHO,; regulations of the HPH Network Joint Committee and
descriptions of each subproject including aims, targets, methods of implementation,
timeframe and evaluation.

Areas of common interest

Thelithuanian network of HPH consists of 10 Hospitalswith 57 Subprojects. Areas
of common interest are:

Quality of Care

e Economicsin the hospital (1)
e Infectionsin hospitals 5)
e Nutritionfor diabetics 3
The well-being of personnel and patients

e Thetobacco-free hospital 4
e Nutrition ©)
e Thebaby-friendly hospital 2
e Breastfeeding 4
Health promotion and disease prevention

e Takecareof your health (3
e Health education of diabetes patients 4
e Health education of patientswith bronchial asthma (©))
e Theprevention of depression D
e Theeducation and training of rheumatic patients
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ThePolish National Networ k of Health Promoting Hospitals
Jerzy Karski

Development

The Polish Network of Health Prornoting Hospitalswas established in 1992. It was
an initiative of the Department of Health Promotion, National Center for Health
System Management in Warsaw. The first hospital deciding to be a member of the
Network was the Child Health Center in Warsaw, which soon, together with Upper
Silesia Rehabilitation Center ,,Repty“ at Ustron, became members of the European
Network of Pilot Health Promoting Hospitals. Currently, i.e. in April 1997, the
Polish Network of Health Promoting Hospitals is composed of 34 Member Hospi-
tals. Out of them, 16 hospitals are also members of WHO/EURO Network of HPHs

According to the letter of the Network Statute, there are four Business M eetings of

the Member Hospitals Representatives held annually and one of them to be the Na-

tional Conference of the Health Promoting Hospitals with participation of the Net-

work Member Hospitals Representatives and non-member hospitals staff from all

over the country, interested in the Project. Development of the Polish National Net-

work of HPHs can be characterized by the following milestones:

1992 — Establishment of the Polish National Network of Health Promoting Hos-
pitals.

1993 - The First International (European) Conference of the Health Promoting
Hospitalsin Warsaw [ Memonal Hospital — The Child Health Centre],

1994 — The First National Conference of the Health Promoting Hospitalsin Ustron
[Upper-Silesia Rehabilitation Centre],

1995 — The Second National Conference of the Health Promoting Hospitalsin War-
saw —Miedzylesie[ The Rail Central Hospital]

1996 — TheThird National Conference of the Health Promoting Hospitalsin Kalisz
held in October 5-6th, 1996

1997 — The4th Nationa Conference of the Polish HPHs, held in Lublin.

Organisation

The structure of the Polish Network of Health Promoting Hospital s consists of :

a) the main group, i.e 19 general hospitals, including 2 university medical school
teaching hospitalsand 1 central (countrywide cover) hospital. Other hospital s of
the group aremainly local, district or regional 200—-300 beds hospitals.

b) another group of 6 “Mother and Child Hospitals*, with 200-600 beds.
c) and specialized hospitals (psychiatry, rehabilitation, cardiology, oncology, neu-
rology and rheumatology hospital).

Amongst the personnel of the Network Member Hospitals, about 14% (3—78%.) of
physicians and 16% (1 — 80%) of nurses and midwives have been engaged in health
promotion activities. Average percentage of another ,,white* personnel of the hospi-
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talsengaged in health promotion activity has been assessed to be about 34% (asfrom
1t0100%.) i.e. therapists, psychologists, dieticians etc.

The Magjority of the Member Hospitals established their own permanent health pro-
motion team (with, e. g. Programmatic Council, the HPHs Project Board, Health
Promotion Team etc.). The leader of the team is usually a physician or nurse. The
team is responsible for the implementation and coordination of the obligatory! and
additional health promotion projects (at least three), aswell asfor the collaboration
with the remaining hospital personnel, hospital management staff and with repre-
sentatives of thelocal community.

Apart from the Network Statute (published in the Vienna HPHs European
Coordinating Center Newsletter No 5, May 1995), the Network has his own self-
evaluation system for hisMember Hospitals.

Results

Each National Conference of Health Promoting Hospital resulted in applicationsfor
Network membership. There is some relationship between the number of hospitals
being Network Members and the environmental health-related hazards and density
of their region. The more environmental risks and the higher the population density
in the region, the more hospitals jointed the Network. Since 1992, the Polish Net-
work of HPHs Representatives have attended ailmost all European HPHSs Business
M eetings and Conferences.

A questionnaire survey (conducted in 1997) showed that during the 5 years of the
Polish Network, the hospital s have been undertaking many health promotion activi-
ties, gaining both positive and negative experiences. The number of hospitalsjoining
the Network keeps rising. At present, 39 (June 1997), hospitals are members of the
network. Increase of theinterest isconnected with theraising health awarenessof the
hospital staff, with apprehension of benefits and positive changesresulting from the
health promotion programs and improvement of health care services quality, which
aremore and morefullfilling patients’ expectations, aswell aswith increasing work
satisfaction and professional prestige. Some persons, however withdraw from the
health promotion activities because of lack of time and funds for health promotion,
lack of additional wagesfor personnel dealing with health promotion asan addition-
al job along with the burden of basic medical responsibilities.

I ncorporation of health promotion proved favourablefor positive changesinthehos-
pitals (concerning interpersonal communication and collaboration among various
professional hospital groups, diminishing of stressconnected withwork, changesre-
lated to interpersonal relationships and the style of the hospital management).

1 Members of the Polish Network of HPHs are obliged to deal with 5 compulsory projects:
1. Incorporation af health promotion into the hospital structure. 2. Health education. 3. Healthy
food and healthy nutrition management in the hospital. 4. Anti-tobacco activity and alcohol and
drugs contraints. 5. Cooperation with local community and administration.
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Art for health’ssake: A vision of theHealth Promoting Hospital
CarrieJain

In 1995, members of staff from Altnagelvin HPH Pilot Hospital in Northern Ireland
began working on an innovative Arts Project. Best described as a visualization pro-
ject, theintention wasto produce aseries of postersor teaching aidswhichwould re-
present the concept of the Health Promoting Hospital.

The idea of visually representing concepts and ideas which may be difficult to ex-
pressverbally, isnot new. Artists struggle to express their thoughts, ideas and emo-
tions through their artistic works, while complex scientific concepts are rendered
more accessi ble by means of simple diagrams. Health promotion theory isno excep-
tion, of course. Indeed the model s used for defining health promotion are many and
varied!

Art and Science are often thought to be uneasy bedfellows and health care is often
equated with science. But art is being used increasingly in health care settings and
can help to demedi calisethe environment and act asamedium for patients, usersand
staff to expressthemselves.

Our project began following a meeting with an organisation known as * Artscare
Northern Ireland’. This contact provided us with the opportunity to work with
professional artiststo achieve our aim of making the concept of the Health Promot-
ing Hospital accessible to awide audience. Most importantly, the staff working on
the Pilot Hospital sub-projects were to be involved in producing something of their
own whichwould be both lasting and useful, aswell asoffering anew way to repres-
ent their work.

Aimsand methods

Theamsof the Visualization Project wereto

e Promote understanding of the Health Promoting Hospital concept to a wide
range of hospital staff.

e Stimulate discussion and debate

e Involve staff in achieving the ams of the European Health Promoting Hospital
Pilot Project.

A series of discussions were held with the seven Pilot Hospital sub-project group
members and the artists. Time was spent discussing thework of the projects, clarify-
ing ideas and producing draft posters which, following further discussions, were
amended.

This stage of the process was not an easy one for either party. Staff, with no exper-
ience of working in thisway, found it difficult to express how they wanted to repre-
sent their projects. The artists were, perhaps, approaching the project from a some-
what different angle and it took timeto resolve differences and to produce amutually
acceptableendresult. | would say that at thisstageal ot of learning took place on both
parts! However, we ended up with avery positive result —eight Posters representing
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the themes of the sub-project groups and the stages of change through which the
hospital can grow and develop into atruly health promoting organisation.

What we had wanted from the outset was not a set of pretty pictures, but a set of
working tools to be put to practical use. Thisiswhat we now had and our next step
was to expose the posters to awider audience. We decided to do this by means of a
series of workshops for awide cross section of staff. We felt that the workshops
would also offer scope for assessing our progress in meeting the aims of the pilot
hospital project. We therefore decided to draw up a questionnaire for workshop
participants, which would give us some indication of the level of perception,
knowledge and progress of the pilot hospital project.

The aims of the workshop were

e To evaluate existing knowledge and understanding of the Health Promoting
Hospital concept.

e To assessthe potential of the Visualization Project to increase understanding of
the Health Promoting Hospital .

e To determinethe most effective coursefor the future Health Promoting Hospital .

Results

Although considerable efforts were made to enable staff to attend the workshops,
numberswere disappointingly low and consisted entirely of nursing staff. Neverthe-
less, wefedl that despitethistheworkshopswereworthwhile. Infact theinformation
gained from them has already directly contributed to the formulation of afuture
health promotion strategy for the hospital.

Participants were given the opportunity for structured discussion of the postersin
terms of the messages they contain, and where and how they could be most appro-
priately used. Therewasavery enthusi astic and animated responseto theworkshops
with arangeof opinionsbeing aired. Overall, participantsfound the posters* thought
provoking”, felt that they “broadened their ideas’ and said that their involvement in
the workshops made them feel that their “opinionswere valued”.

Therewas abroad consensus asto where the posters should be used. All participants
saw potential for their future use but felt strongly that they were not suitable for ge-
neral display though they could be used in Accident and Emergency Departments
and Labour wards. They felt they would be particularly useful asan integral part of
health promotion teaching groups.

Participants also completed the questionnaire designed to assess their current
involvement in health promotion activity and staff awareness of the Health Promot-
ing Hospital Pilot Project. Wefound that 75% of participantswere awarethat Altna-
gelvinisaPilot Hospital . Heal th promotion activity focused mainly on smoking pre-
vention and cessation, nutrition and breast self-examination. The most commonly
used methodswere providing information | eafl ets, talking and discussion and speci-
fic advice giving. We also discovered that few staff became involved in activities
such as health promotion campaigns or stop smoking groups and that they were not
focused on the importance of providing ahealth promoting environment.
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Thisis, of course, asuperficial overview of theinformation gained. Wewill to be uti-
lising the information to identify the full range of issuesto be addressed as we plan
the structure and strategy for health promotion in Altnagelvin towards the millen-
nium.

Recommendations

e Planand prepare
— do not underestimate the time needed for this stage.

e Consult
— widely, with everyonewho isto beinvolved.
e Define
— work towards clarifying the aims and expected outcomes of your project.

e Enable

— ldentify akey person with excellent communication skillstoliaise
with artists and staff.

e Document and evaluate.

The Visualization Project has, for us, been both challenging and worthwhile. To
anyone contemplating asimilar project wewould say —Yes, doit!
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A “Visualisation Wor kshop Approach to launch
aHealth Promoting Hospital

Annie Meharg, Ken Meharg

Introduction

At the Conferencein Viennawe made aposter presentation and atape-dlide presenta-
tion of our visualisation of the Health Promoting Hospital Concept developed in co-
operation with Altuagelvin Hospital Nothern Ireland. We discussed with several par-
ticipants how we would apply this visualisation to the development of anew Health
Promoting Hospital within anetwork. Inthis paper we will set out our method.

Aimsof the project

I. toattract staff interest in the development of a Health Promoting Hospital
[1. initiateinvolvement and participation of the hospital staff
[11. tolaunch and develop subsidiary projects

IV. to provide atheoretical and practical framework for planning the future of the
Health Promoting Hospital

V. tomarket the HPH Concept within the hospital and the wider community

M ethod

Participant observation: we move to the location and live on site. All workshops
adopt an arts approach, centred on drawing, painting, and designing and screen-
printing posters. No previous experienceis needed.

Phasel: Building alaunching platform

(1) Participants are asked to discuss the fundamental conditions or ,,resources for
health as outlined in the Ottawa Charter for Health Promotion (WHO, 1986). These
are: peace, shelter, education, food, income, astable ecosystem, sustainable resour-
ces, social justice and equity. We begin with discussion of these issues, and then
show atape-slide programme with a script constructed from The Ottawa Charter,
illustrated with slidestaken locally.

(2) Participants are asked to consider: firstly, how theserelate to their day to day ex-
periences of working in the health service; and secondly, how they would liketo see
their hospital develop in future. To facilitate this second discussion we use the Bu-
dapest Declaration and an “ objectives framework” based on asimple analysis of a
health service. This framework is: public involvement, health promotion, primary
health care, community care (non health-service agencies which have an influence
on health), human resources management, infrastructure, access/waiting times, spe-
cific client groups, redistribution of resources and value for money.

We have tape-slide programmes and paintings to help facilitate discussion of these
concepts. The participants are then asked to come up with different ideasfor change
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based on acombination of onetopicfromthe,,resourcesfor health” list and onefrom
the “objectivesframework” list. In thisway agood spread of issuesis assured.

(3) The participantswork in pairsto choose theissue, define the target audience and
produce the design for each poster. They then work collectively to screenprint a
number of chosen designs, usually 10 per five day workshop, and 20 — 30 copies of
each, full colour size A2. All work is presented in the visual and verbal vernacular.
We usually run at |least three weeks of workshopsin order to get 30 or so posters.

Phasell: Evaluation, discussion and planning the launch

(1) Each poster isfield tested with a sample of its intended audiencc to evaluate its
effectivenessin attracting attention and communi cating itsintended message.

(2) Wehaveacollectivediscussion of ' theresultsof field testing. Thedesignsarere-
vised where necessary and the posters reprinted. Our workshop procedures follow
themodel, laid out inthe“HealIhfor All” Strategy of WHO.

(3) By now the participants fall into several more or less clearly defined interest
groups. After a collective discussion the participants agree to split into a number of
subsidiary groups. These subsidiary groups each el ect aproject coordinator, and de-
cide on atimetablefor therest of the project.

Phaselll: Launchingthe Sub-groups

(1) Each subsidiary group meets separately with us and we have afurther discussion
of the Ottawa Charter and the Budapest Declaration on Health Promoting hospitals
(WHO).
(2) We analyse the Health Promoting Hospitals Concept itself. Thetool we useis:
+(Ac+AP)

AT+A|

Where R isbehavioural resistanceto change, AC isthe degree of cultural disturbance,
APthedegreeof political disturbance, AT isperiod of changeand Al isthe degree of
involvement and participation of those expected to implement the change.In words
thisstatesthat: Resistanceto changeisdirectly proportional to the cultural and poli-
tical disturbanceand inversely proportional to the period of change and the degree of
participation of those expected to implement the changes.

We use our series of tape-slide programmes entitled “A Change to Health Gain
Orientation” to explain the Health Promoting Hospital Concept intermsof changein
direction, resistance to change, transformation of culture, shift in power structure,
period of change, degree of participation planning and implementation, marshalling
resources, capability installation and strategy development. In thisway the formula
Is used to develop a morphological analysis of HPH from the four basic points of
view of organisational development, staff involvement, patient/user’s experience
and wider community involvement, giving participants a chanceto ,,see the whole
picture” of the development of aHealth Promoting Hospital.

(3) Developing the morphol ogical analysiswe discuss a set of “ strategic principles'

and ,,user’srights* in relation to the ,,resources for health* and the ,,objectives

R o
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framework”. This forms the beginning of the process of strategy development for
subsidiary group action within the context of the overall development of the hospi-
tal in relation to the Health Promoting Hospital Concept. We follow a process laid
out in our picture series,,launching subsidiary groups’.

(4) Finally we design aposter and aleaflet calling for wider involvement in the sub-
sidiary group, and organise distribution. When new participantsjoin, the subsidiary
group has a set of educational materials made by its own members, and the begin-
nings of astrategic plan.

PhaselV: Consolidation of subsidiary groupswithin the hospital
We work with individual subsidiary groups to develop health promotion materials
for use within the hospital and to attract wider staff involvement in their groups.

PhaseV: Developing the subsidiary groupswithin the community

We work with subsidiary group representdtives and community groups in various
settings such as schools, leisure centres, church halls, cornmunity centres, arts cen-
tres, playgroundsto devel op health promotion rnaterialsfor usein the community.
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Attemptsto evaluatetheimplementation of a
“Quality M anagement System*
—TheViennaHospital Association’sDemonstration Project

Ursula Dickbauer

Four hospitals, one geriatric center and one nursing home of the Vienna Hospital
Association were selected to implement Total Quality Management in order to
demonstrate how it works in health organisations. Before the project was started
4 aimswhich should be reached in three years were defined:

e Introduction of an integrated quality management system, which is able to sup-
port the continuous quality improving process of the clinic and which gets a self-
evident part of daily work of each staff-member.

e Development of theclinicto alearning organisation, which isableto react flexibly
and adequately on new challenges and problems.

e Support of the aims of the ViennaHospital Association which arein this context:
Increasing the patient- and staff-members’ satisfication and increasing the efficency
of work donein hospitals.

e To set ademonstration-effect and examplefor other hospital s so that they al so get
motivated to strengthen their activities on quality management work.

The main tasks to reach these amsin each institution are;
e tobuild upaTQM-structure

e todointensivework forcetraining for the staff-membersto enable them to solve
the quality problems by themselves and for the top-management to enable them
to lead the quality improving processin their institution.

e todefine and supervise theinterfacesto other projectsin the clinic and to the en-
vironment in general.

e to doinward and outward communication to inform, motivate and integrate the
staff-members aswell asto spread our effortsin quality improvement.

e andto control, organise, coordinate and eval uated the whole project.

Weevaluate on different levels. Every quality circle work gets evaluated whether or
not the realisation of its problem-solutions improved quality. Also every seminar,
training course and workshop gets evaluated if it reached the expectations of the
customers.

The aim of the evaluation of the implementation of the TQM system isto rate to
which extent aTQM-System has been implemented in each of theinstitution and to
which extend the organisation itself has changed. We do thisin every hospital three-
fold: First by looking at hard facts, second by looking at soft facts and third by |ook-
ing at thefact if and how the QM work continousto exist after the project concludes
intheend of 1997.

The hard facts we evaluate are: The number of employees trained in QM-methods,
the number of Quality-Management Coordinators, the number of quality circles
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which had been installed and brought to an end successfully, the number of staff-
members who worked in aquality circle and the number of staff-memberswho did
thismorethan once.

We eval uate the soft facts by using four different types of questionnaires. onefor the
»Senior leaders’ (top-management and the members of the QM -conference), onefor
the quality circle members, who are already involved in QM-work, onefor the vici-
nity of the quality circle, and onefor al other employeeswho aremoreor lessinvol-
ved. The main topics covered by the questionnairs are: commitment of |eadership;
has TQM been adopted by the organisation; what do the staff-members working on
any level of the organisation know and think about TQM; what do they think will the
result of TQM beinthelong run; and personal hopes and expectationsregarding the
implementation of TQM.

The senior leaders and the quality circle membersare of course highly involved and
mostly also motivated at the beginning of the project. What we expect at the end of
the project isthat each staff-member ismoreor lessinvolved in TQM-activities.

The questionnairs are subdivided in core questions and specific questions. The core
questionsareequal inall four versionsasthere arefor instance general questionsfor
the persons knowledge about and attitudes towards the project, for its opinion about
theprofit and cost of the QM, itsbelievein QM. The specific questionsview the per-
sons specific involvement in QM, the work of the quality manager, the work of the
guality management conference, and of the quality circle, the promotion of the QM-
process by the top management. Every itemisrated from 1to 6, 1 means,, absol ute"

6 means ,, not at all*“. We ask as well for the profession, gender, if the personisina
leading position and at the end for concluding comments. We ask for the leadership
because we assume that if leaders get convinced of the work on quality the imple-
mentation of TQM iseasier and more efficient.

The size of the sample varies between 100% of the staff-membersasinthesmall in-
stitutions with 200 to 300 employees and 30 % as in the big institutions with about
3000 employees. The survey happenstwice: first at the beginning of the project and
second after concluding it, so that the amount of change and the degree of imple-
mentation can be measured. In thefirst run the average return strokefromall 6 QM-
demonstrational institutions reached 33%. The questionnaires were sent back
anonymously to the Department of Organisational Development where the results
were evaluated.

We evaluate the results twice: first we compare between the different occupational

groupsin each hospital and second we compare between the six instiution. We make
this second comparison because we want to learn which circumstances and criteria
asfor instance the quantity of employees, the size of theinstitution, its special task,
itsdifferent problems during the project (f.i. Reduction of beds and employees) and
so on influence theimplementation of TQM positvely or negatively.

The biggest challenge was to reach all hierachical levels and professional groups
with only one questionnaire. The biggest shortcoming was that we didn’t translate
the questionnaire in different languages. So we lost some of the german speaking
staff-members.
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Settingsasenvironmentsfor health

Marion Wban

This paper briefly describes:

e the settings based approach to health promotion,

e it presentsthe originsand evolution of settings,

e thenature of organisationsand

e pitfallsfor organisations using the settings approach.

| do not offer any answersto the questions, problemsor issues posed. However, they
could hopefully form the basis of further analysisor discussion at another time. | be-
lievethat if we areaimingto encourage othersto get invol vedin settingsbased health
promotion, it isimportant that we understand the theory and add to that growing
body of knowledge.

There are several published definitions of health settingsbut they are principally the
same. They focus on settingsbeing popul ation or systemsbased approachesto health
promotion asopposed to individual based interventions. Settingsare not new. Refer-
ences exist from the 19th century. For example there is an account of Scottish
schools in the 1880s providing free, hot midday meals for children in order to en-
hance their powers of concentration and improve their impoverished health. Case
studiesbeginto appear intheliterature of health promotion interventionsbeing sited
inschoolsor communitiesinthe 1960sand 1970s. However theterm * settings’ isnot
used inthewritings. There are no overt referencesto settings prior to the mid 1980s.

The rebirth or renai ssance of health promotion was stimulated by the AlmaAta
Declarationin 1977 —Health For All by theyear 2000. The Ottawa Charter then gave
settings shape and purpose through the principles of advocacy, enablement and
mediation. It brought health issuesinto all sectors of social life. The settings ap-
proach addresses environments, resources and lifestyleswhich may facilitate or hin-
der the development of people’'s health potential. After 1986 the settings approach
became avalid and legitimate method of developing health promotion into the cul-
ture and business of organisations. Thiswas led and supported by WHO. It became
amuch more formal process, and settings acquired acapital ‘S . Health Promoting
Cities, Schools, Hospitals, Prisons all refer to the WHO series of projects. All the
literature relating to these proj ects uses organisational development to achievetheir
ames.

Organisationsare usually complex structures made up of large groupsof individuals
and they have common goals. These are the strengths of using organisations to de-
velop health promotion. Organisations enable objectives to be achieved that could
not be achieved by the efforts of individuals on their own. Hospitalsfor exampleare
very successful organisations. However, doubts have crept in about the effective use
of resources matched to positive health outcomes and other social and humanitarian
considerations.

M anaging changeto bring about health gainisnot easy whatever method isused and
there may be a naiveté amongst some settings theorists who suggest that a settings
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approach, rather than a problem centred oneis more straight forward. Dueto the na-
ture of organisationsthere are many obstaclesto overcome. Organisations are made
up of individual sand individualshave different perceptionsand beliefsabout health.
Defining health must be meaningful to individualsand large organisationswill have
difficulty doing this. Also the clear reasoning of health promotionisdifficult for any
organisation, beit aschool, hospital or prison asit does not fit comfortably into the
established way of thinking and doing things. Present health care systems focus on
illness. The treatment of illnessis not only better organised, but also apparently
easier to organise than health. How does an organisation learn to treat health?

In order to develop health, an organisational infrastructure in hospital's, schools etc.
thisis not a problem, but what about communities that have multiple organisations
working alongside each other or settings that do not have arecognisableinfrastruc-
ture? Bureaucracy can impede change. In National Health Service hospitalsin Eng-
land the Directorate system (a process of dividing the organisation into small busi-
ness units) has in many cases made the internal networking very difficult. Because
of their size, organisationsare usually renowned for their poor communicationsboth
internally with their staff and externally with their clients or customers and their
nei ghbouring organisations.

Building cooperation to change the organisation isadifficult process, and thisis of -
ten underestimated by energetic enthusiasts. People and social systemshave limited
capacity to change. It isalsoworth remembering, too, that change, particularly when
managed poorly, often hasadetrimental effect on health. Coordination and coopera-
tion areessential if the settings approach to heal th promotionisto succeed. However
success will depend on different sectors and agencies, most of them outside the re-
cognised health service, coming together to create a health philosophy and ways of
collaborativeworking. Thisisahuge managerial task, and very difficult for outsiders,
too, trying to get afoot in the door.

Finally then, thereare many hurdlesto crossand it ismade even moredifficult by so-
ciety’sever increasing expectations of organisations, particularly thosein the health
sector. The questions and comments posed during this paper did not come with ans-
wers, but at the very least they should giveriseto further thought and analysis about
the practical implementation of the settings approach to health promotion.
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Geriatrictrainingfor theVaugirard Hospital staff

Anne Laurence Le Faou, Matthieu de Slampa, Lucile Mercier, Dominique Jolly

Assistance Publigue-Hopitaux de Paris (AP-HP) is afederation of 50 University
public hospital s (30.000 beds, 85.000 employees). The board managersof Vaugirard
Hospital (VH), the most recent AP-HP geriatric hospital have wanted it to become a
model of good practice. Working in geriatrics requires very specific training for the
staff. But in France, thereisno geriatric specialty for medical doctors, nursing staff,
social, technical and administrative personnel . In the past few years, professionals
have begun to express the need to devel op specific training for healthcare workers.
Asaresult, asurvey was conducted in Vaugirard Hospital in 1997 in order to know
more about the curriculum of the staff in geriatric care and the needs of continuing
education for the near future.

M ethods

Thissurvey consisted of aquestionnaire, made up of 10 questions. and an additional
open question to obtain qualitative information concerning the motivation of the
staff to work in geriatrics. The questionnaire wasfilled in by the staff. One hundred
and sixty people out of 320 staff members were randomly chosen from the hospital
personnel file. It was decided to take half of the people in each professional group:
medical doctors, nursing staff, social personnel, technical personnel and administra-
tive personnel. The Epi-info software was used to analyse the data.

Results

Onehundred and fortyeight out of 160 answered the questionnaire (92.5%). Thedis-
tribution for each professional category wasthefollowing: nursing and medical staff
represented 58.8% of the replies, social, technical and administrative personnel
made up 41.2% of thereplies.

Thefirst question concerned specific training in geriatrics beyond theinitial school-
ing : 79% of the peoplewerenot trained in geriatrics. Taking into consideration each
professional category, the percentages of trained people arethefollowing: social ac-
tivities manager (100%); chief nurses (50%); physiotherapists (43%); medical doc-
tors (33%); nurses (33%) and auxiliary nurses (32%).

Thesecond question explored the need to betrained in geriatricsamong the staff who
had not been trained previously. 69.5% (n = 81) are willing to take part in training
sessions. Themaost frequent request concerns carefor theterminally ill (59%). Auxi-
liary nurses have asked for theoretical training (24%). 10% of therepliesconcernthe
need for training in psychology to work with elderly people. Finally, 7% of the staff
isinterested in technical care. Concerning carefor theterminally ill, we can observe
that a large percentage of the persons directly in charge of elderly patients would
like to attend specific sessions : auxiliary nurses (80%), medical doctors (80%),
nurses (66%) and physiotherapists (50%).
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Thethird question referred to the professional experiencein geriatrics before work-
ing inVaugirard. It appearsthat only 61.5% of the staff has this experience, thus ex-
plaining the request for continuing education in thisfield. Among the 57 replies, the
results for each category are the following: Chief nurses (67%), auxiliary nurses
(59%), medical doctors (55%), psychol ogists (50%), physi otherapists (42%), nurses
(38%), catering team members (35%), administrative board members (12.5%) and
thesocial activitiesmanager (who was hired at the beginning of the hospital project).
In addition, the staff was asked about their everyday work insisting on difficulties
and satisfactions when working with elderly people.

One of these difficulties concerns the behaviour troubles which are pointed out by
17% of the auxiliary nurses, 16% of the nurses, 14% of the physiotherapists, 12% of
the technical workers and 5% of the catering team members. The main problem the
staff have to face is dealing with the difficulty with Death and Dying. It concerns
23.5% of the auxiliary nurses and 22 % of the nurses.

The satisfactions at work focusfirstly on the help they are ableto giveto the elderly
person. Thispointisvery important for auxiliary nurses (42.5%) whileit appearsless
fundamental for administrative staff (25%), nurses (16%), chief nurses (16%), me-
dical doctors (11%) and catering members (10%). On the other hand, the improve-
ment of the heal th conditionsof the patient isthemost positive point for medical doc-
tors (44%), nurses (33%), physiotherapists (28%) and auxiliary nurses (17%).

The choice of working in geriatrics was tested : for 59% of the nursing and medical
staff have chosen to work in geriatrics, it was the case (100% of the M.Ds, 100% of
the chief nurses, 77% of the nurses, 57% of the auxiliary nurses and 55% of the phy-
siotherapists). Finally, 68.3% of the Vaugirard Hospital employees consider that
they have avery challenging job.

Conclusion

Taking into consideration these results, it appearsthat thereisalack of trained peo-
pledueto thelack of recognition of the geriatric specialty in France and that the staff
isconfronted with difficulties. Theinitial training isinsufficient in France. Sincethe
ninetees, the nursing schoolshaveincluded in their curriculum aspecific programin
geriatrics . But the assessment of the present training needs shows that these needs
specifically concern care for the terminally ill. The staff iswilling to improve its
knowledge. It must be added that for the most part, health care professional s choose
to work in geriatrics especialy for M.Ds. and nursing staff. These results will help
the decisionmakersto organise thetraining programme of the staff because thefinal
goal of Vaugirard Hospital board managersisto have the staff trained in geriatric
care to help them adapt their attitudes, broaden their knowledge while improving
their working conditions.
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Thecontribution of patient satisfaction surveys
to or ganizational development

KatharinaHeimerl

Health promotion in hospitalsis closely linked to the notion of empowerment both
for patients and for staff members. To support an active and participatory role of the
patient inthe hospital isone of theaimsof the heal th promoting hospital asit wasde-
fined in The Budapest Declaration (Pelikan, Kragjic 1993). Consequently, it isone of
the strategies of the network of Health Promoting Hospitals to devel op the hospital
as a health promoting environment for the patient. Programs which focus on health
and health needs of the patientsarein the center of the strategy of the ‘ health promo-
ting hospital’ (Krgjic, Kolb, Pelikan 1996).

What are the elements of aprogram that namesitself patient-centered? | would like
to draw from an other example of avery large program that put the patient inthe cen-
ter of the attention: The Picker-Commonwealth program for patient centered care
definesseven dimensions of patient centered care (Gertel's, Edgman-Levitan, Daley,
Delbanco 1993):

e Respect for patients' values, preferences and expressed needs
Coordination and integration of care

Information, communication, and education

Physical comfort

Emotional support and alleviation of fear and anxiety
Involvement of family and friends

Transition and continuity.

Thefirst dimension leaves us with one crucial question: How can we respect pati-
ents’ values, preferences and expressed needsif we do not know what they are? The
first step towards patient-orientation consequently requires knowledge about pa-
tients' needs — to help patients not only to feel needs but to express them and to
expresswhich of their needs are unmet.

What ispatient satisfaction?

Patient satisfaction surveys attempt to ‘ measure’ or maybe better attempt to observe
patient satisfaction. Unfortunately thereisapaucity of theory concerning patient sa-
tisfaction in the literature, the most elaborate paper dating back to the year 1982
(Linder-Pelz 1982). She describes patient satisfaction as ‘individuals positive
evaluations of distinct dimensions of health care’. In a German paper satisfaction is
summarized by: ‘ the correspondence between expectationsand experiencesand bet-
weenwishandreality’ (Guntert et al. 1996). Surveysthat follow thisdefinition of pa-
tient sati sfaction consequently measure expectationsof patientsfirst and thenthe ex-
tent to which those expectationsare met in reality. However, the notion of patient sa-
tisfaction asit is defined here has been abandoned (Satzinger 1997), for severa rea
sons. Themost important reason for leaving that very concept isthat satisfaction rates
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generally are ‘too high’. Too many surveysyield satisfaction rates that exeed 90%
when they ask the question: how satisfied are you with the service? Thisiscertainly
avery agreeable result for the service providers, one that encourages them to con-
tinue the way they are working, which it should. But in terms of organizational
devel opment such results are of no help for the decision how to improvethe service.

Recent patient questionnaires have therefore changed the underlying concept from
patient satisfaction to problem rates (Gerteis, Edgman-L evitan, Daley, Delbanco
1993; Cleary 1991). Inaprestudy certain dimensionsare determined asbeing of out-
standing importance in the patient’s eyes. An exampl e for these quality dimensions
from the patient’s perspectiveisgiven above. Within those dimensions marker ques-
tions are defined which are known to be problematic in most services. Patients are
then asked whether they have encountered a specific problem in each of these di-
mensions. High problem ratesin certain dimensionsindicate the need for changein
that dimension.

Organizational development and patient satisfaction

Organizational devel opment supports organi zationsto better adapt to the changes of
their environment. Itsgoal istoincreasethe organization’seffectiveness. Not only in
terms of economic efficiency, but also in terms of quality of work and service. In
health care it is one of the priorities of organizational development to increase em-
ployee satisfaction and patient satisfaction with the service. Organizational Deve-
lopment isanotion, that has an overwhelming amount of very different definitions.
Without undertaking the attempt to cover all possible definitions of organization de-
velopment, | would liketo summarize relevant aspectsin OD onwhich thereisagree-
ment in important definitions (e.g. French, Bell 1990; Sievers 1993; Comelli 1993)

e OD isaplanned and systematic process

e OD aims at helping organizations to achieve greater effectiveness in terms of
improved quality of life, increased productivity, improved product and service
quality

e OD aimsat increasing the problem solving capacity of the organization

e OD isaparticipatory approach that aimsat involving al ‘ stakeholders’ of the or-
ganization.

French and Bell add that the Organization Development process is conducted with
the help of an OD consultant and through applying theory and technol ogy of applied
social science research and action research.

Why Study Patient Satisfaction for Organizational Development?

Patient satisfaction studies support the organizational development processesin
several waysasitissummarized in Table 1:
1. Patient surveys feed data into a systematic and planned process

They are systematic inquiries that can be fed into the systematic process of orga-
nizational devel opment. Patient satisfaction surveysyield systematic data, that help
to design aprogram or a service. Special attention has to be given to the feedback
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Table 1. Why Sudy Patient Satisfaction for Organizational Development?

Aspects of Organization development | Aspects of patient surveys

Planned and systematic process Feed Systematic data about patients
needsinto the process

Improve service quality Look at client quality as one aspect of
quality

Participatory Approach Support participation of patientsas
important stakeholders

process. How arethe datafed back to the organization? Results have to be presented
inaway that allowsfor alearning experiencefor staff members (Grossmann 1995b).
Thisrequiresthat staff isinvolved in designing and conducting the patient survey
from the very beginning (Satzinger 1997).

2. Patient surveys contribute to the quality improvement process

Patient surveyslook at quality from the patients perspectives. In the current debate
around quality patient satisfaction plays an increasingly important role. There are
different approaches for including patient perspectivesinto the quality debate, | am
only describing three of them:

(1) Thedifferentiation into two dimensions of quality: dimension one being techni-
cal excellence and dimension two being the subjective experience of patients
(Gerteis, Edgman-Levitan, Daley, Delbanco 1993)

(2) Tolook at quality from the different stakeholders' perspective which yields the
notionsof client quality, professional quality and management quality (Ovretveit
1990). Patients perspectives on quality are one aspect of client quality according
to Ovretvelt.

(3) To include patient satisfaction as a measure of outcome quality (Kéck, Ebner
1996).

Learning from the patients about certain problems that they encounter will help to
improvethe quality of the service.

3. Patient surveys support an important group of stakeholdersto participatein the
process of health care delivery

Organizational development is a participatory approach that includes all relevant
players (stakeholders) in the process. Health care professionalswork every day and
all day with patients. Why should there be a need to question patients, sincethereis
such an intensive relationship between patients and health care professionals? On
the other hand health care organizations have to fulfill several very important tasks
that go beyond the primary task of providing quality servicesto patients (Grossmann
1995a): they secure employment, they arerelevant purchasers of health caretechno-
logy products, they are training and teaching institutions for health care profession-
als, they havetheresponsibility to conduct biomedical research. The primary task of
service provision sometimes gets ‘ out of focus'.
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Health care services can be defined as professional bureaucracies. ‘ The standards of
the Professional Bureaucracy originate largely outside its own structure, in the self-
governing associationsitsoperatorsjoin with their colleaguesfrom other Professional
Bureaucracies (Mintzberg 1993, p. 192). Heal th care organizationsthereforefollow
therules of what Mintzberg calls‘the power of expertise’. For laypersonsto be able
to participate actively in any processin such professional health bureaucraciestheir
perspectives have to be acknowledged as expertise. Patient surveys are a possible
way to do so.

How can theresearch of patient satisfaction contributeto or ganizational
development?

Research in Organizational Development must positionitself between the organiza-
tional and its perspectives and organizational consulting. Asameans of orientation
for thisposition, aworking paper has been devel oped, the major points of which are
summarized below (Gotwald et al. 1997):

e In contrast to conventional organizational research, organizationa development
research focuses on the professional interests of three directly involved systems
(The organization, consultancy, and research) in order to produce results appli-
cableinpractice. Thisrequiresafundamental understanding of thedifferent logic
that appliesin each of thethree systems.

e The expectations of all three systemsinvolved must be defined at the beginning
of the study and an appropriate method must be found for dealing with contradic-
tory expectations.

e Datacollection in the course of research and feedback of the results always con-
stitutes an intervention into the system under scrutiny (organization or client sys-
tem, consultant system, and consulting system). A mode of intervention must be
chosen which promotes the devel opment of the organization concerned.

e A possible approach would beto carry out research in close cooperation with or-
ganization consulting. Yet the perspectives of consulting and research must be set
apart. Consulting attemptsto stimul ate an organization to a positive self-devel op-
ment and provide the necessary support whereasresearch attemptsto gather gen-
eral knowledge on the organization, the consulting and the interaction between
the two, regardless of the success or failure of consulting. Despite the closerela-
tionship to consulting, a distinction must be made between a genuine research
perspective and a consulting perspective.

e Theresultsand reports of organizational development research constitute a serv-
Iceto the organization and the consultants, and these results must therefore be pre-
sented in aform that isbeneficial and applicableto them.

Patient surveysare research projects. To generate applicableresultsisachallengeto
methodol ogy, adiscussion that exceedsthe scope of thispaper. Asresearch projects,
inthefirst place patient surveysyieldlong reports. Only if the organi zation succeeds
in tranglating the resultsinto optionsfor change, will they contribute to organi zatio-
nal development. This requires the cooperation with organizational consultants,
either internal consultants such as quality managers or external consultants.
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Introduction: TheVienna Quality Management Proj ect
Gabriele Stronmeier

The Vienna Hospital Association (VHA) owned by the community of Viennaisa
large organization divided into the groups: top-management, 20 hospitals of differ-
ent kinds and sizes, 10 nursing homes/geriatric centers and nursing homesfor disa-
bled people. It has 16.300 beds, 32.000 employees, 325.000 in-patients per year and
an anual budget of 29.5 billion Austrian Shilling. In the late 80’s the top-manage-
ment established the organi zational devel opment department to find the best way for
the hospitalsto assure/improvetheir quality.

The steps of the draft development were: Research of literature and an exchange
of international experiences (1989); competition for project participation between
the hospitals and nursing homes of the VHA and selection of the six best entries
(1993); project-plan development and start of the project (1994) and evaluation and
end of the project (1997).

The Total Quality Management-system built up in 6 hospitals consists of :

1. Theintroduction of the QM-structure (see paper U. Dickbauer):
To reach real quality improvement aclearly defined QM-structure (thisis: QM-
conference, quality-manager, several QM-coordinatores, quality-circles, quality-
committees) hasto beinstalled parallel to the primary organizational structure.

2. Training and education:
All QM-training and education seminars are organised interdisciplinary and in-
teractive. The participants come from different health organizations which leads
to amost satisfying learning effect and exchange of experience.

3. Coordination of theinterfaces:
Providing an efficient advance the QM-project has to be coordinated in itsrela-
tionship to other projectsin theclinic aswell asto other projects of the VHA.

4. Communication inwards and outwards:
Theimplementation of TQM needscommon project marketing strategiesin order
toinvolvethestaff-membersinthe quality-processand public relations so that the
customers learn about the quality efforts.

5. Coordination, organization, documentation and eval uation:
The project-management and controlling ismainly the duty of the QM-conference
and of the quality-manager.

Quality-Circle: Changing structuresin Geriatric Hospitals (see paper G. Gatter)

Sincethe number of geriatric patients sufferring from different kinds of diseaseshas
increased within the last three decades, the structure of the organizations had to be
changed according to the specific needs of this group of patients. As quality of life,
rehabilitation and living in the former surrounding are the primary needs of old pa-
tients, these aspects have been focused. They have established a new structure of
treatment and care based on TQM with the main goal of psychosocial rehabilitation
and reintegration of geratric patientsin their former living surroundings. Theresults
of athreeyear period show the method being effective because the number of reha-
bilitated patients has increased together with the satisfaction of patients and em-
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Total Quality Management in Hospitals
—How to build up aQM-System

Ursula Dickbauer

Four hospitals, one geriatric center and one nursing home of theViennaHospital As-
sociation were sel ected to implement Total Quality Management in order to demon-
strate how it worksin health organisations. The TQM-System we built up consists of
five cornerstones, which will be described bel ow.

1. Introduction of the QM-Structure

Toreach real Quality Improvement aclearly defined QM-Structure hasto beinstal-
led parallel to the primary Organisation-Structure:

e The QM-Conference
Thisisthe top decision making committee in the QM-process. It consists of the
top management, staff members which represent the whole heterogenity of the
clinic, thequality manager and the external project consultant. It"sjobistolay down
the Quality Policy and Structure, to establish priorities concerning the choice of
problems to work on, to place orders for the constitution of quality-circles and
committees and to control the project in general.

e TheQuality Manager
He/she takes over the organisational leadership of the quality improvement pro-
cessand with that all coordinative activities. Furthermore she gives seminarsand
trainings, advises quality-projects, moderates different meetings as the QM-con-
ference and takes measuresto devel op the quality consciousness of the staff.

e Quality Committees
These groups are working on hospital relevant themes (for instance hygiene,
ethics, education) or on the concerns of an occupational group (for instance
nursing-committee).

e Quality Circles
Contrary, the QCswork on solving concrete problems. They are made up by those
employees who are directly concerned with the problem, no matter which occu-
pational group or hierarchical level they belong to.

e Quality Management-Coordinators
These are staff-members who are engaged in the quality-work are in addition to
their normal duties.

2. Training and Education

The QM-Philosophy is based on the assumption that staff-members can improve
quality by themselvesif they get trained and educated on problem-solving-instru-
ments and receive enough support by the top-management. Our training and educa-
tion programmisbuilt up likeapyramid: the basisare the QM-Info-Seminarswhich
are organised by the quality manager. Itsobject isto give more detailled information
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about the QM -Philosophy and project and to begin the discussion about quality. All
our staff-members should participate in one of these Seminars (three hours).

The next stone of the pyramid are the Workshops on QM-Basics: The aim of this
workshop isto enable the participantsto take part in aquality circle. Thisisreached
by teaching and discussing QM-Theory and Methods. 10-15% of our staff members
should take part in this workshops (3 days.) These Workshops and the following
training courses get organised by the Department for Organisational Devel opement
of theViennaHospital Association. They areall interdisciplinary and put together by
members of different hospitals, geratric centers and nursing homeswhich leadsto a
most satisfying learning effect and exchange of experience. 3-5% of our staff-mem-
bers should become a ,, Quality-Coordinator* so that the QM -process reaches the
whole organisation. The participants get enabled to facilitate quality circles and to
take over different coordinating tasksin the QM-Process (14 days).

The top of the pyramid isthe ,, Quality-Manager-Training-Course”. Depending on
the size of the organi sation 1-3 members should bereleased for the all-coordinating,
organising and advising duty. (40 daystheory).

3. Coordination of thelnterfaces

e Tosafeguard an efficient advancethe QM project hasto becoordinatedinitsrela
tionship to other projectsintheclinic.

e To make the challenging task of implementing TQM for each one of the six de-
monstrating-institutions a bit easier some cooperations have been initiated asfor
instance: common seminars and meetings for the top-management, common
workshops for the staff-members, acommon newsletter has been published, and
every year acongresson TQM ishold. All these cooperations have been organi-
sed by the Department for Organisational Devel opment.

e The,Mission Statement* of the Vienna Hospital Association shall be adapted in
each hospital or nursing home in the near future. It has to be assured, that the
mission statement becomes part of the quality work.

e Thetransition from the QM-project to the routine has to be well prepared so that
it is possible to continue quality work after the project ended with little externa
support.

4. Communication inwardsand outwar ds

We haveto di stingui sh between the communi cation with those staff-memberswho are
aready involved in the project and those memberswho haveto beinterested in active
participation. Thefirst group hasto be supported with identity-forming actions asfor
Instance meetingsfor exchance of experience, public acknowledgement for successful
Q-circle-work through the top-management. The second group hasto get motivated to
the quality work. For the communication with this group we use meansof project-ma-
nagement, we give written informations about our quality-circlesand committees, we
publish a house organ, we invite them to our QM-conferences so that they can see
which kind of work we do here, ask questionsor bring in quality problems.
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The Department of Organisational Development is publisher of a project-magazine
called ,,New Quality*, organises conferences on QM, participate in conferences,
read papers about the project and the quality work and others more.

Each hospital which isimplementing QM hasits own public relations strategy. For
Instance one hospital organises summer-festivalsfor the customers, asks them what
they think about us, what they expect from us, puts advertismentsinto local maga-
zines, we informs the hospital refering centers and doctors about organisational
changeswhenitisrelevant for them.

5. Theproject hasto be coordinated, organised, documented and evaluated

Thisismainly the duty of the quality manager. We distingui sh between two kinds of
evaluation: the outcome and the process evaluation. WWe measure the outcome first
by using aquestionnairefor the staff-memberswhich should show how the organisa-
tion developed during the time of the project. Second, we measure the outcome by
evaluating the quality-circle-work and third, by comparing theinput with the outpui.

Optionally, every demonstrational house can also do process evaluation. Thisisa
self assessment for the top-management which was devel oped in accordance with
the European Quality Award to show which influence the top-management has on
the success of the project and to improve the management-work in general.
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Changing of structuresin geriatic hospitals
—From globality toindividuality

Gerald Gatterer; Angelika Rosenberger-Spitzy

Introduction

The number of geriatric patients sufferring from varions kinds of diseases hasin-
creased within the last three decades. To cope with these problems, the structure of
geriatric hospital s has to be changed according to the specific needs of this group of
patients. Inthe,, Centre of Geriatricsam Wienerwa d* we established anew structure
of treatment and care conceptsoriented ontermsof ,, Total Quality Mangement”. The
» Centre of Geriatrics am Wienerwald® is one of the reference houses of the project
»Quality Mangement“ of the,, Wiener Krankenanstaltenverbund” (ViennaHospital
Association).

Description of themain problems

Intheprior structure of geriatric hospitalsin Vienna, patients with different kinds of
disease have been placed unspecific somewhere in anursing home. Care in these
houseswas oriented ontermslike,, to keep the patient warm*, to feed them and to clean
them. There was no individual treatment according to the specific needs of sub-
groups of patients e.g. demented patients. The number of rehabilitated patients was
low, there was a high burn-out rate of the staff and the image of nursing homes was
that of a,, last step to heaven®.

So wetried to establish an new structure of treatment oriented on the specific needs
of the patients. There should be defined structuresfor subgroups of geriatric patients
as physical rehabilitation, psychosocial rehabilitation, short-term care and long-
term care as well as a hospice and specific structures for demented patients. To do
this selection, all inpatients are diagnosed according to physical, psychica and so-
cia functionsin ageriatric assessment. The aim of this change of structure wasto
preserveand trainthesefunctions, toimprovepatientslife-quality and toincreasethe
number of rehabilitated patients. Furthermore work-satisfaction of the staff and
defined standards of quality should increase, too.

Results

The paper presents the results of athree year follow up period of one of these new
concepts called ,, Psychosocial Rehabilitation®. Thisisanew concept to reintegrate
geriatric patientsto return to their former living surroundings. Inthe past it washard
to reintegrate longterm geriatric patients from wards into their former living
surroundings. Usually there was no adequate instruction of the patientsto copewith
these problems. So many patients stayed in hospitalsor nursing homesthough it was
not necessary. The main psychic problems of rehabilitation are anxiety, depression,
loneliness, alcoholism and hospitalism. Most times there are inadequate living
situations e.g. stairs or no bathroom and problems with the family or treatment at
home.
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To copewith these problemswe created anew way of in patient treatment, similar to
the external situation. The planning of reintegration at home is now done together
with the patient. Thereisatraining of cognitive, social, physical and behavioral
functionsaccording to the needsof the patients. Behavioral psychotherapy shall help
to copewith psychic problems. Asthereisno medical treastment and carefor 24hours
aday at home, medical treatment in these new department isorganised intheform of
an out-patient clinic from 8:00 to 12.00 am and the patient isasked to go to thisclinic
in case of pain. Careis oriented in terms of reactivation and training of activities of
daily-living. The whole staff motivates the patient that he is ableto |eave the hospi-
tal. Very important isthe integration of the patientsfamily in the process.

There isashaped reintegration at home starting with visits and short stays and end-
ing with living at home with the help of extramural organisations. In thefirst part of
staying at homethe patient isvisited by anurse, social-worker or psychologist from
the interdisciplinary team of the department to cope with the fact of living
alone. Figure 1 showsthe results of the three-year-period of rehabilitation.
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Figure 1. Number of rehabilitated and misplaced patientswithin a three-year-period.

AscanbeseenfromFigure 1, thenumber of in-patientsand rehabilitated patientshas
increased significantly within this period. At this time the rehabilitation-quotient of
thisdepartment isabout 66%. But onthe other side, the number of misplaced patients
(transferred to another department in care of ilIness) has increased too. From this
point of view, psychosocial rehabilitation is effective in rehabilitating patients with
primary psychic illness at home, but the criteria of assessment have to be strength-
ened to reduce the number of misplaced patients.

258



Conclusion

Psychosocial rehabilitation is a new structure of treatment, to reintegrate geriatric
patientsin their former living surroundings. Results of athree year period show the
method being effective, because the number of rehabilitated patients has increased
significantly. So quality-management structures may be helpful to create new ways
of care oriented on the specific needs of the patients.

Main problems are alack of adequate residence-homes for geriatric patients, who
need alittle more structure as at home but no stationary treatment in ageriatric hos-
pital. Also the coordination of extramural assistance and the cooperation of external
andinternal professionshasto beimproved. In caseof limited personal ressourcesin
the department, assistance of the patient at home hasto be shortened. Thereare prob-
lems with the patients family, too, who often want them to be treated in the nursing
homeasitiseasier for them.

Asthere are similar results in physical-rehabilitation, hospic and assessment, the
way of changing the structures of Geriatric Hospital am Wienerwald iscontinued. At
the moment we are planning structures for demented patients oriented towards pre-
servation of cognitivefunctions, independence and security. From our point of view
quality management concepts can help toimprove quality of life of geriatric patients
with dementia and other diseases in stationary fields and should therefore be
prompted and integrated into new concepts of rehabilitation.
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Quality of Care: System Quality intheAzienda Ospedaliera
Ospedali Riuniti di Bergamo (Italy)

Antonio Bonaldi, Marco Salmoiraghi, Claudio Sleo, Sefano Zenoni

I ntroduction

Improving the quality of care seemsto be one of the most important challenge of the
modern health care system. The quality of health care has heen defined in various
waysin thelast decades: the common determinants of the quality of care seemtore-
ly on health promotion, disease prevention, informed parti ci pation of patients, atten-
tion to the scientific base of medicine, and efficient resources utilization. Perspec-
tiveson quality aredifferent and include, with varying emphasis, the health care pro-
fessionals, the patients, the health care organi zations. In any casetheinvolvement of
physicans and other health care professionalsiscrucial. To deliver and ensure good
health care, specific measures are necessary to systematically and continuously
evaluate and enhance the quality of care.

Wereport on the experiences of theAzienda Ospedaliera Ospedali Riuniti di Bergamo
in providing a systematic approach for quality improvement of the health services
through the active participation of the health care professionals. Specific groups of
work for selected topicsare formally established.

M ethods

In January 1995 the Azienda Ospedaliera Ospedali Riuniti di Bergamo launched a
program of quality improvement of the health services. The quality program as-
sumed an active collaboration between the hospital administration (medical and ad-
ministration directorate) and the health care professionals working in the hospital.
TheAziendaOspedalieraOspedali Riuniti di Bergamoissituated inthe North of Ita-
ly and is composed of 48 wards and services, 1550 beds and about 3500 health care
professionals. The catchment areacoversthe population of the Province of Bergamo
(about 900.000 residents).

A preliminary letter about the objectives of the quality program circulated among all
health care professionals and administrative personnel of the hospital. In the mean-
timethey wereasked to participatein the program. Specific areasof interest for qual-
ity improvement wereidentified and included: the heal thtechnol ogy assessment, the
evaluation of appropriateness of hospital admissions, the performance indicators,
the clinical guidelinesfor the diagnostic and therapeutic procedures, and the Chart
of the public health services. For each topic aworking group was formally estab-
lished. The working teams are multi-professionally and multi-disciplinary-oriented
and include an average of 20 people: their enrollment was exclusively-based.

The main methodol ogical issues concerning the measures of quality and the process
improvement were provided by internal and external expertsin the evaluation of
health care. Periodic meetings and reportsfor monitoring the progress of the project
have been strictly scheduled.
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Results

After their formal institution, each group wasinitially engaged in discussing the con-
tentsof their programs. The main activitiesand preliminary results of the 5 working
group are summarized asfollows:

Health technol ogy assessment group

Main objectiveisto providetechnical, scientific and economicinformationsin order
to make decisions about the acquisition of new ‘innovative’ health technologiesand
the evaluation of in-use health technol ogies with regard to the costs, the effective-
ness and the safety. In 1996 the activities of the group were focused to:

e methodsto be employed in the current evaluation of health technologies;
e literaturereview of previous experience of technology assessment;

e definition of aflow chart for requesting new or ‘innovative’ health technol ogies
and the preparation of aform for their application;

e activation of pilot projects concerning a preliminary evaluation of the actual re-
guests of heath technologies (e. g., intravasal ultrasound devices).

With regard to the informational aspects, a specific workshop, devoted to the prob-
lems related to the technology assessment, was organized in 1996 with the partici-
pation of expertsin the evaluation of health care.

Evaluation of appropriateness of hospital admissions group

Main objective is to evaluate the appropriateness of hospital utilization in order to
understand the impact of avoidable admissions, according to a standard protocol
named Protocollo Revisione Uso Ospedale (PRUO) and to promote interventions
oriented to reduce them. In 1996 the group conducted a study according to PRUO,
based on the Appropriateness Evaluation Protocol (AEP) with the supervision of an
external panel of experts.

Theresults of the study were discussed in detail with the staff of wards and services.
Therate of inappropriate admissionswas47% and therates of inappropriate pre- and
post-operative days of stay were 54.5% and 36.1% respectively. In this study the
main reasons for inappropriate use of hospital seem to be related to internal organ-
izational problems rather than external factors. The study demonstrates that AEP-
like protocol (PRUO) is applicable in assessing the general appropriateness of hos-
pital use, and finding overutillization of the hospital services. Further analysiscould
be addressed to evaluate the effectiveness of the intervention through simple and
reliableindicators.

Performanceindicatorsgroup

The main objective isto identify the performance indicators in assessing different
areas of interventions of the hospital, to evaluate their variations compared to stand-
ard criteria, and to offer the most suitable changes. The activities of the group pro-
ceeded from apreliminary review of theliterature and an eval uation of other experi-
ences. It was agreed to identify aminimal set of quality indicators, characteristical-
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ly differentiated in generic, based on administrative data, easily comperable with
other data, and in specificindicatorsthat usually require more elaboration. Different
clinical settings were individuated, included medicine and surgery wards, medical
and surgia day-hospital, surgery rooms, services (Iaboratory, radiology, microbio-
logy, etc.). In order to prepare an efficient monitoring system of the clinical activi-
ties, thefollowing steps were considered:

e survey devoted to the collection of data about the activities of thewards,

e activation of apilot phaseto test the application of definiteindicatorsina
restricted number of wards;

e presentation of the results of the pilot phase to the hospital personnel;
e extension of the project to the whole wards and services of the hospital.

Guidelines of the diagnostic and ther apeutic procedures group

The main objective is to elaborate evidence-based guidelines concerning the diag-
nostic and therapeutic procedures and to enhance the compliance to good clinical
practice criteria. Thefirst year activities concentrated on the use of pre-operative
testsin patients admitted for elective surgery. The research started from the follow-
ing items:

e audit of actual clinical practisesin hospital;

e Systematic review of literature about the role of pre-operativetests(i. e., X-rays,
blood tests, electrocardiogram, etc.) in different settings,

e definition of reference criteriafor judging the usefulness of pre-operative tests
(indication versus screening tests).

Both legal and organizational implications were considered in the eval uation pro-
cess. A detailed report concerning the major problems discussed was circul ated
among theclinicians, in particular surgeons and anaesthetists.

Chart of the public health services group

Themain objectiveisto promoteasignificant change of the rel ationship betweenthe
hospital health services and the public, providing an effective information system
about the hospital proceduresin collaboration with public voluntary associations.

A survey devoted to obtain information about the hospital health services was
launched in 1995. A detailed questionnaire about the type of medical specialties, the
names of the specialists, the opening hours of the clinics, the procedures for admis-
sions, the costs of visits was distributed to the wards. Another questionnaire col-
lected information about hospital admissions, the quality of hospitalization and the
discharges. A specific software program for the management of theinformation was
realized.

A Chart of the public health serviceswas prepared and an information desk, specifi-
cally devoted to the public was established in 1996 in the context of the * Office for
public relations'. The latter functions on aregular basis, providing periodic reports
about current activities. The evaluation system relies on questionnairesfor the users
and continuous monitoring of the requests.
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Discussion

Quality of careasanew field of work has achieved amore or less stable positionin
health care. Health care professionals are increasingly faced with new and old de-
mands, through laws and regulations of health authorities and professionals organ-
Izations, to set up a systematic and continuous quality improvement. Provision of
careis acomplex process and demands changes of attitudes and structural adapta-
tionsin the organizations.

Thequallity improvement per seincludesavariety of mutual related activities, such
astracing problems, clinical guidelines, protocols, targetsfor good clinical practice,
and reviewing actual performance. Aninteresting point of view isto consider quality
Improvement as an activity closely related to practice, covering a key position bet-
ween research on health and the patient and research on health services.

Quality improvement uses specific procedures and processes, based essentially on
the following activities: identification of quality problems; setting guidelines and
criteria; collection of data and evaluation of actual care. The project of quality im-
provement activated by the Azienda Ospedaliera Ospedali Riuniti di Bergamo isa
structured program, strongly practice oriented.

Our experiencedemonstratesthefeasibility of aquality of care sytem centered onac-
tive participation of the health care professionals. Improving quality in the delivery
of health care needs a structured program of various but related activities, planned
along strict organizational criteria.
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ThePublicHealth Service Chart:
Theexperienceof theAzienda Ospedali Riuniti di Bergamo (Italy)

Luisella Barberis, Antonio Bonaldi, Francesco Locati

Aims

Inthelast few years severadl initiatives have been implemented aiming to improve of
the relationship between citizensand thelocal authorities, and the citizen’s Chart re-
presentsone of the key elements. With regard to the health care, increasing problems
seem to be present when peopl e needing care get confronted with the Public Health
services. Often people do not know where to go when faced with a health problem,
since they are not familiar with the services offered by the hospital. This not only
proj ects a negative image of the hospital, but causes also a considerable waste of ti-
me and resources both for the patient and hospital personnel, creating difficultiesin
having accessto relevant information. Therefore the aims of the program were:

e to enhance apositiveimage of the hospital, promoting mutual respect and offer-
ing clear guidelinesto health personnel and patients;

e tooffer moresimplified and appropriate accessto servicesthrough anefficientin-
formation system;

e togivepeoplewhodemand care, accurate and detailed answersrel ated to what the
hospital offers, and making it easy for them to go to the exact area where their
needs can be taken care of .

e toallow hospital personnel, especially those directly involved with the public, to
have a clear idea of the spectrum of services available within the hospital.

M ethods

Within the context of aprogram for improving the quality of care aChart of the pub-
lic health services has been implemented and the project for an information desk,
named Punto Informazione Utenti (PIU), isapart of it. The project is supervised by
the Medical Director of the hospital and relies on ‘ad hoc’ staff specially trained in
collecting and spreading information. First of all aspecific file has been introduced
and designed for each ward:

type of speciatiesand namesof clinicians,

type of out-patient clinic:

health servicesavailable;

timetable and days per week inwhich theclinicisopen;

modalitiesfor booking and for access,

required certificates;

waiting times;

charges;

modalities of accessto private care.

All information has been controlled with regard to: admission, discharge, hospital
staying, hospital servicesand emergency.
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Results

A Chart of the public health services of the Azienda OspedalieraOspedali Riuniti di
Bergamo is currently available both as a brochure and on floppy disk containing a
complete view of the whole activities of the hospital. Since April 1996 an informa-
tion desk ( PIU") has been operating at the main entrance of the hospital whichis
open to the public during the week with one or more members of staff, specifically
trained. The information desk is capable of handling most of the queries related to
more than 4000 different health services spread out in more than 400 reference
pointswithin the hospital. All relevant information have been sel ected and computer-
ized (the software program has been devised by aprivat company). The constant up-
dating of the program is carried out by trained personnel according to clear guide-
lines. To allow for aquick and easy accessto information some computerized forms
were prepared. These forms contain the following detailed information: specialties;
type of out-patients' clinic or service; type of instrumental tests and therapy availa-
ble; telephone number of out- patients’ clinic or service; location; names of clini-
cians; days and timetable of out-patients’ clinic; modalitiesfor booking an appoint-
ment and/or examination; waiting lists; charges; fees for private consultations and
date when information filed.

Furthermore two aidsfor eval uation have been set up: aquestionairefor the patients
to gather data about the functioning of the system and the automatic entry of the
number of requeststo the information.

Discussion

The Public Health Services Chart represents an important tool in the process of im-
proving the relationship between the public and the health professionals. The publi-
cation of the Chart is part of ageneral program aiming at improving the quality of
care which includes the establishment of an * Office for Public Relations and an in-
formation desk PIU. Thelatter would be ableto support the collaboration with other
public organizations in terms of health promotion. In fact, during the implementa-
tion of the program thewider public hasbeeninvolved through regular contactswith
volunteers’ associations and groups working on behalf of patients. The information
desk started in April 1996 and handles al main queries relating to the large amount
of available services within the hospital.

Essential istherole of specifically trained staff for gathering, handling and making
available all relevant information received, and undergoing a stable process of as-
certainment and updating. Theinformation desk which focuses on the accessand on
the availability of health care, isopen not only to the public, but also to the hospital
personnel, making it possible, in thisway, to enhance the circulation of the relevant
information.

Experience over last few months shows that inquiries often contain requests for much
more complex problems. Crucia for agood functioning of the program isthe capabili-
ty to giveprompt and clear answers, even concerning the most complex public requests.

Acknowledgements: We gratefully thank Aldo Torreggiani for the precious contri-
bution. A special thank to Mario Ortelli and Romana Pedrali for their assistance.
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I n-hospital pseudo-infectionsdueto contamination of medical
devicesmarketed assterile: A challengefor quality control

Francesco Locati, Antonio Golio, Annalisa Grigis, Maria Lucia Di Vita

I ntroduction

Interest in hospital-acquired infectionsisincreasing and many programs have been
devised for their control in the last decades. One important surveillance method for
the prevention and control of hospital acquired infectionsisbased onasystematicre-
view of microbiology datain order to identify and follow- up patients with suspec-
ted nosocomial infections.

Thisaertness system isalso important for detection of pseudoinfections or pseudo-
epidemicsthat refer to clusters or epidemicsnot dueto atrueinfection. Prompt iden-
tifaction and confirmation of pseudoinfections have several implications for the
patient, allowing to avoid theadministration of needlessor improper anti-biotics, the
concealing of an actual pathogen, and adelay in ordering tests for an alternative
diagnosis

We report the experience of the Azienda Ospedaliera Ospedali Riuniti di Bergamo
about the recognition of three different outbreaks of pseudoinfections over a2-year
period (1994-1995).

M ethods

Aninfection surveillance programiscurrently available on astablebasisintheAzi-
enda Ospedaliera Ospedali Riuniti di Bergamo. A multidisciplinary group of ex-
perts, composed of amicrobiologist, an infectious diseases specialist, ahygienist, a
pharmacist and an epidemiol ogic nurse, has been established in the setting of thelo-
cal Committee of Nosocomial Infections Control that also includes other health pro-
fessionals. The multidisciplinary group for infection control routinely participatesin
the activitiesof in-hospital infections prevention and control, providing aweekly re-
port of the main problems.

Themonitoring system isbased on aregular review of centralized microbiology re-
cords of in-hospital patients by the Microbiology Unit staff in order to promptly re-
cognize the occurence of clusters or epidemics. Investigational survey is prompted
in the presence of a cluster of suspected infection, according to a standard protocol
that includes review of the clinical records, the procedures of collection, handling
and processing the clinical specimens, and direct contacts with the personnel.

Results

1% outbreak.

Inthe period July 1994 the Microbiology Unit isolated Burkholderia pickettii, anon
fermentativ gram-negative bacillus, from blood culture specimens of 9 patients, 8
from Infectious Diseases Department and 1 from Hematology Department. Accord-
ing to astandard protocol, the multidisciplinary group for infection control activated
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an epidemiological investigation for the detection of a possibles ource of pseudo-
bacteremia. A comprehensive list of all possible sources of bacterial contamination
during the blood specimens taking and processing procedures was drawn up. Clini-
cal and demographic data were obtained by reviewing medical records and stable
contactswith the wards personnel were kept on. A preliminary analysis of the avail-
able data permitted to exclude the role of the processing procedures (Bactec 860 —
Becton Dickinson) of the specimensin question. A detailed review of theclinical re-
cords restricted the imputability to the specimens collection. In particular in-use
tests for antiseptic solutions (chlorhexidine ), marketed in sterile blisters, isolated
Burkholderia pickettii fromthebatch used for the skin preparation on the patients be-
fore blood taking. The contaminated batch was immediately withdrawn and the
health authorities notified.

2nd gutbreak

In December 1995 the Microbiology Unit isolated Burkholderia cepacia, anon fer-
mentive gram-negative bacillus, from blood culture specimens of 11 patients and
from peritoneal fluid of 1 patient admitted in 7 different wards. Theresult of the epi-
demiological survey showed characteristics similar to the previous episode, isolat-
ing Burkholderia cepacia from the batch of an antiseptic solution (Chlorhexidine),
marketed in sterile Blisters, utilized for skin preparation of the patients. The conta-
minated batch was withdrawn and the health authorities notified.

34 outbreak

In Jannuary 1995 the Microbiology Unit communicated an unusual number of isola-
tions of Fusariumverticillioides from various specimens (liquor, fluids of broncho-
aspiration, pus and other body fluids) of 13 patients admitted in 6 different wardsin
the period September-December 1994. The epidemiol ogical investigation started in
the Department of Heart Surgery where most patientswere admitted. Each suspected
source of possible contamination were carefully evaluated, including the specimens
collection, handling and processing procedures. The analytical tests performed on
medical devices permitted to evidentiate the isolation of Fusarium verticillioides
from the holders used for the collection of various body fluids specimens. The spe-
cimens holders, marketed as sterile, were widely used for the collection of urineand
sporadically for the collection of other body fluids. The batch of contaminated hol-
derswas promptly withdrawn and the health authorities notified

Discussion

Pseudoinfections or pseudoepidemics refer to the isolation of an infective agent
from the patients specimens without the patient having any manifestations of infec-
tious disease. According to some authors pseudoinfections or pseudoepi demics
could be considered as a consequence of medical progress, reflecting intensifying
Interest in nosocomial infections and the increasing complexity of diagnostic clini-
cal microbiology. Pseudoepidemics of all types comprised 11% of 181 nosocomial
outbreaksinvestigated by the Center for Disease Control, Atlanta, between 1956 and
1975. Sixty percent of these nosocomial pseudoepidemics presented as outbreaks of
bacteremia, respiratory tract infections, or gastroenteritiswith gram-negative bacte-
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ria(i.e. Burkholderia cepacia, Serratia spp., Klebsiella spp.) are the most frequent
Isolated etiologic agent.

Investigation for the source of an outbreak proved challenging to distinguish bet-
ween the occurence of a pseudoepidemic or an actual epidemic. Our monotoring
program, based on aregular review of microbiology laboratory records, functionsas
an alerting system ableto activate the proceduresfor the detection of a pseudoinfec-
tion or a pseudoepidemic. Their prompt identification is obviously very important:
patients may unnecessarily be treated with antibiotic therapy; true infection may be
masked by the growth of contaminated species; the positive cultures may prevent or
delay further search for an alternative diagnosis.

Among factors useful in recognizing a pseudoinfection or a pseudoepidemic, the
isolation of ‘uncommon’ pathogens with uncommon frequency is one of the most
important. A comprehensive list of all eventual sourceswould be kept in mind. The
sources of a contaminating microorganism could be multiple, unusual and, in some
cases, unexpected. Although less probabl e, anintrinsic contamination of the medical
devices marketed as sterile and commonly used in the routinary activities couldn’t
be excluded. For these reasons detection of pseudoinfections may bedifficult. Inve-
stigation survey would be supported and co-ordinated by a multidisciplinary group
for infection control, composed of individuals with expertise in hospital hygiene,
microbiology, infectious deseases, pharmacy; other experts, if necessary would be
contacted. Theresult of theinvestigation would be timely communicated to the hos-
pital administration for adopting the necessary precautions in terms of policy
surveillance(i.e., withdrawal of the contaminated product, notificationto health aut-
horitiesand to manufactures). In relation to the two outbreaks of pseudobacteremias
observed in 1994 and 1995, the local Committee of Nosocomial Infections Control
of the hospital established to perform routinely microbiological testson asignifica-
tive part of every new batch of antiseptic solutions before their distribution to the
wards.

Conclusion

Efficient surveillance methods should rely on the utilization of appropriate quality
control procedures, the alertness of the microbiology laboratory staff and the effect-
Ive communication among the infection control professionals. Based on this exper-
ience, quality control of medical devices marketed as sterile could be an emerging
problem.
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Nosocomial I nfection in theRed CrossUniver sity Hospital, Vilnius
Vida Kleziene, Gediminas Degutis

Red Cross University Hospital inVilnius, Lithunia, hasjoined the national HPH net-
work in December 1996. One part of thisproject isto prevent nosocomial infections.
Thiswork is coordinated by the Head of the Hospital and managed by ajoint com-
mittee. The main aim of this program in our hospital isto prevent the spread of no-
socomial infections (NI), by establishing rational use of antibiotics and introducing
better hygienic practice. As a starting point a prevalence study is conducted since
December 1996. Theaim of thisstudy wasto obtain objectiveinformation onthege-
neral features and prevalence of NI in different departments. Traditional methods of
prevalence studies used by Meersin the national survey of infectionsin hospitalsin
UK have bean applied. 348 patients (mean age 52.1 years) wereinvestigated. 18.1%
of all patients had an infection. The prevalence of community acquired infections
was 12.6%, prevalence of NI 6% (see Table1 and 2 and Figures 1 and 2).

Naturally the nosocomial infection ratesand their severity depending on type of pat-
terns were higher in surgical (15.4%) and traumatological (15.0%) departments.
22.4% patients were treated with antibiotics. Penicillin and gentamycin were used
most frequently.

Table1l: Amount of nosocomial and community aquired infections in different

departments of the hospital
Department Number of | Nosocomial infections Community acquired
patients infections
investigated| number % number %
ICU 9 2 22.2 0 0
Urology 35 3 8.6 11 314
Traumatology 40 6 15.0 3 7.5
Surgery 39 6 154 3 1.7
Microsurgery 23 3 13.0 1 4.3
Neonatology 6 0 0 0 0
Obstetricsl 5 0 0 0 0
Obstetrics|| 11 0 0 1 9.1
Gynecology 26 1 3.8 1 3.8
Therapy 54 0 0 15 27.8
Gastroenterology 33 0 0 1 3.0
Endocrinology 26 0 0 5 19.2
Rheumatology 41 0 0 3 7.3
Total 348 21 6.0 44 12.6
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Table 2: Types of hospital aquired infections

Typeof theinfection Acquired in our hospital
Number %
Superficial infection of the wound 7 33.3
Deep infection of thewound 4 19.0
Fever undetermined 4 19.0
Upper respiratory tract 2 9.5
Pneumonia 1 4.8
Subcutaneous abscess 1 4.8
Intestinal 1 4.8
Peritonitis, abscess 1 4.8
Total 21 100
Therapy
Ostetrics
Gynecology |
Urology |
Microsurgery |
Orthopedics |
Surgery ErEER
Intensive care | ) 22,2
25

Figure 1. Prevalence of Nosocomial infectionsin different departments

B Respiratory tract
inf.

B Superficial
wound inf.

7 Deep wound inf.

& Fever,
undetermined
19 34 & Other

Figure 2: Sructure of Nosocomial infections (%)

Conclusions. The survey datarevealed priorities for preventive measures which
will be dealt with in the ongoing program.
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, 1 he Budapest Declar ation on
Health Promoting Hospitals, May 1991*

Part 1

Content and Aimsfor Hospitalsparticipating in Health Promoting Hospitals—
an International Networ k

Beyond the assurance of good quality medical servicesand health care, aHealth Pro-
moting Hospital should:

1. Provide opportunities throughout the hospital to develop health-orientated per-
spectives, objectives and structures.

2. Develop a common corporate identity within the hospital which embraces the
aims of the Health Promoting Hospital.

3. Raise awareness of theimpact of the environment of the hospital on the health of
patients, staff and community. The physical environment of hospital buildings
should support, maintain and improve the healing process.

4. Encourage an active and participatory role for patients according to their speci-
fic health potentials.

5. Encourage participatory, health-gain orientated procedures throughout the hos-
pital.

6. Create healthy working conditionsfor all hospital staff.

7. Strive to make the Health Promoting Hospital amodel for healthy services and
workplaces.

8. Maintain and promote collaboration between community based health promo-
tion initiativesand local governments.

9. Improve communication and collaboration with existing social and health ser-
vicesin the community.

10. Improve the range of support given to patients and their relatives by the hospital
through community based social and health services and/or volunteer-groups
and organisations.

11. Identify and acknowledge specific target groups (e.g. age, duration of illness
etc.) within the hospital and their specific health needs.

12. Acknowledge differencesin value sets, needs and cultural conditionsfor indivi-
duals and different population groups.

13. Create supportive, humane and stimulating living environments within the hos-
pital especially for long-term and chronic patients.

14. Improve the health promoting quality and the variety of food servicesin hospi-
talsfor patientsand personnel.

15. Enhance the provision and quality of information, communication and educa-
tional programmes and skill training for patients and rel atives.

16. Enhancethe provision and quality of educational programmes and skill training
for staff.

17. Develop an epidemiol ogical databasein the hospital specially related to the pre-
vention of illness and injury and communicate this information to public policy
makers and to other institutionsin the community.
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Part 2
Criteriafor Hospitals—an International Networ k

Basic Recommendations

1. Acceptance of the priniciplesdeclared in the «Ottawa Charter on Health Promo-
tion».
2. Acceptance of thedocument «Content and Aimsfor Health Promoting Hospital s»

Specific Recommendations

Acceptance of the criteria of the European «Healthy Cities» project asthey relateto
the hospital:

1. Approval to become a Health Promoting Hospital to be sought from the owner,
management and personnel of the hospital (including representatives of unions,
working council). A written submission will be required.

2. Willingness to cooperate and ensure the funding of programmes with an inde-
pendent institution in relation to planning, consultation, documentation,
monitoring and eval uation.

3. Evaluation to be undertaken annually in order to guide future action.

4. Willingnessto devel op an appropriate organizational structure and process, sup-
ported by project management to realise the aims of the Health Promoting Hos-
pital.

5. Establishment of a Joint Project Committee (with representatives from the Pilot
Hospital and institutions of research and/or consultation).

6. Nomination of aproject manager by the hospital, who is accountabl e to the Joint
Project Committee.

7. Provision of necessary personnel and financial resources as agreed by the Joint
Project Committee.

8. Readinessto develop at least fiveinnovative health promoting projectsrelated to
the hospital, the people who work within it, and the population served, with
goals, objectivesand targetsfor each project. Projects should be complementary
to health promotion initiativesin primary health care.

9. Public discussion of health promotion issues and possible health promoting
activitieswithin the hospital by
— Internal Newsletter
— Public presentations within the hospital.

10. Provision of evaluation information at least annually to

the Joint Project Committee

the management

the staff

the public and to those who provide funding

other organisations, bothlocal, national andinternational includingWHO and

the Co-ordinating Centrefor the Network.

11. Exchange experience by networking with:

12.—other hospitals

13.— Health Promoting Hospitals — an International Network (participation in
Business Meetingsetc.)
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14. — National Network (group of nominated observers from different institutions
with an interest in health).

15. Link the Health Promoting Hospital projectswith congruent local health promo-
tion programmes, especially those within the Healthy Cities Network.

16. Prospective running period of themodel: 5 years.

Thisdeclaration has beenissued at the 1st Business M eeting of the International Network of Health
Promoting Hospitals.
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Health Promoting messssssss
I Hospitals

Working for Health EUROPOE

TheVienna Recommendationson Health Promoting Hospitals*)

Introduction

The new developmentsin the health promoting hospital (HPH) project, the changes
in health policy and the health care reforms in Europe created a need to review the
framework inwhich the project isbased. The shift from the HPH pilot project (based
on the framework defined in the Budapest Declaration on Health Promoting Hospi-
tals) to abroader network supported mainly by national and regional networks and
theLjubljanaCharter on Reforming Health Care providethe background for the new
phase of the HPH project. The Ljubljana Charter was issued in June 1996 with the
approval of the health ministers, or their representatives, of the Member Statesof the
WHO European Region. The Charter addresses health care reforms in the specific
context of Europe and is centred on the principle that health care should first and
foremost |ead to better health and quality of lifefor people.

Hospitals play a central role in the health care system. As centres that practice mo-
dern medicine, conduct research and education, and accumul ate knowledge and ex-
perience, they can influence professional practice in other institutions and social
groups.

Hospitals are institutions through which alarge number of people pass; they can
reach alarge sector of the popul ation. In some countries, up to 20% of the population
come into contact with hospitals as patients every year, with an even larger number
of visitors. In some cities the hospital isthe largest employer; 30 000 hospitalsin
Europe employ 3% of thetotal workforce.

Hospital s can be hazardous workpl aces. Hazards to health include not only exposure
to varioustoxic or infectious chemical or physical agentsbut also stressarising from
pressures related to the nature of the work and responsibilitiesinvol ved.

Hospitals are producers of large amount of waste. They can contribute to the reduc-
tion of environmental pollutionand, asconsumersof largeamountsof products, they
can favour healthy products and environmental safety.

Traditionally, hospitals have offered awide range of diagnostic and therapeutic ser-
vices, including medical and surgical interventions, in response to acute or chronic

* The Vienna Recommendations were adopted at the 3" Workshop of National/Regional Health
Promoting Hospitals Network Coordinators, Vienna, 16. April 1997.
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diseases. Asaresult, hospitalsfocus mainly onillness and curative care, not health.
Today, hospitals show a growing concern for patients' lives before and after their
hospital stays; they show anincreasing awareness of their rel ationshipsto other parts
of the health field and to the community as a whole. Although hospitals have been
only marginally concerned with health promotion and disease prevention, they have
an enormous potential in these fields. Realizing this potential could optimize their
use of resources, directing them not only to curative care but to health in its broader
sense.

The growing need and new possibilitiesfor treatment and care on the one hand and
tight public budgets on the other hand create a situation in which health care provi-
ders and hospitalsin particular have to increase their efficiency in using their re-
sources. At the same time, the development of medical and information technology
opens innovative options for health care services. As a consequence, substantial
changes in the hospital as an organization are on the way, as are shiftsin hospitals
responsi bilitieswithin the health care sector. A clear orientation towards health gain
should contribute to servicesthat better meet the needs of clientsand consumersand
to therational use of resources.

The Vienna recommendations take account of the needs of health care reforms and
the need for hospital sto be more concerned with health.

Therecommendations are divided into three parts.
1. fundamental principles

2. strategiesfor implementation

3. appendix: participation in the HPH network.

Fundamental principles

Within the framework of the health for all strategy, the Ottawa Charter for Health
Promotion, the Ljubljana Charter for Reforming Health Care and the Budapest
Declaration on Health Promoting Hospitals, a health promoting hospital should:

1. promote human dignity, equity and solidarity, and professional ethics, acknow-
ledging differences in the needs, values and cultures of different population
groups;

2. beoriented towardsquality improvement, thewellbeing of patients, relativesand
staff, protection of the environment and realization of the potential to become
learning organizations;

3. focuson health with ahoalistic approach and not only on curative services;

4. becentred on people providing health servicesin the best way possibleto patients
and their relatives, to facilitate the healing process and contribute to the em-
powerment of patients;

5. useresources efficiently and cost-effectively, and allocate resources on the basis
of contribution to health improvement; and

6. form as close links as possible with other levels of the health care system and the
community.
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Principlesfor thecreation of Health Promoting Hospitals

The HPH project provides opportunities throughout the hospital to develop health-
oriented perspectives, objectives and structures. Thismeansin particular:

1. fostering participation and creating commitment by:

encouraging participatory, health-gain-oriented procedures throughout the
hospital, including theactiveinvolvement of all professional groupsand build-
ing alliances with other professionals outside the hospital;

encouraging an active and participatory rolefor patientsaccording to their spe-
cific health potential, fostering patients’ rights, improving patients’ wellbeing
and creating health promoting hospital environmentsfor patientsand relatives,
creating healthy working conditionsfor all hospital staff, including the reduc-
tion of hospital hazards, aswell as psychosocial risk factors;

enhancing the commitment of hospital management to health gain, including
the principles of health in the daily decision-making processes;

2. improving communication, information and education by:

improving communication within and the culture of the hospital so that they
contributetothequality of lifefor hospital staff (communication stylesused by
hospital staff should encourage interprofessional cooperation and mutual ac-
ceptance);

Improving the communication between the hospital staff and the patients so
that it isguided by respect and humane values;

enhancing the provision and quality of information, communication and edu-
cational programmes and skill training for patientsand their relatives,
integrating the principles of the health promoting hospital into the hospital’s
routine through devel oping acommon corporate identity within the hospital;
improving the hospital’s communication and cooperation with social and
health services in the community, community-based health promotion initia-
tivesand volunteer groups and organizations, and thus hel ping to optimize the
links between different providers and actorsin the health care sector;

devel oping information systemsthat measure outcomes aswell as serving ad-
ministrative purposes,

3. using methods and techniques from organizational development and project
management:

to change and reorient existing hospital routinesto makethehospital alearning
organization;

to train and educate personnel in areas relevant for health promotion, such as
education, communication, psychosocia skillsand management;

to train project leadersin project management and communication skills;

4. learning from experience:

exchanges of experience with implementing health promoting hospitals pro-

jectsat the national and international should be promoted so that participating

hospitals can learn from different approachesto problem solving;
health promoting hospitals should commit themselves to regional, national
and international exchange and communication.
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Participation in theWHO Health Promoting Hospitals Networ k
Hospital sthat want to bel ong to the WHO Health Promoting Hospitals Network:

1. should endorse the fundamental principles and strategies for implementation of
the Viennarecommendations,

2. should belong to the national/regional network in the countries where such anet-
worksexist (hospitalsin countrieswithout such networks should apply directly to
theinternational coordinating institution);

3. should comply with the rules and regulations established at the international and
national/regional levels by the members of the international network, the World
Health Organization and the international coordinating institution.

Therewill bethreetypesof member ship:

e Mmembers of the national/regional networks
e individua membersfrom countrieswere no national/regional network exists
e members of thematic networks.
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