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Abstract

This textbook advocates patients’ empowerment for improving health outcomes and health system perfor-
mance. It emphasizes the important implications of improving communication between patient and health
professionals and the adherence to treatment regimens.

Based on research including theories of Stages of Change and Decision Balance, and by incorporating exam-
ples from daily clinical practice, this document sets out the guiding principles to support health professionals
in better understanding and empowering patients to change lifestyle and behaviour. These principles describe
a general approach to patients’ empowerment, consisting of three main tools: the LINE, the BOX and the
CIRCLE.

It specifically addresses the major risk factors such as smoking, diet, alcohol consumption and physical activ-
ity by putting the focus of action upstream to the causes of these types of lifestyle and behaviour. It is built on
accumulating evidence, which shows that tailoring interventions to the characteristics of the target audience
is key for success.
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Foreword

The WHO European Region faces multiple health challenges in an extremely dynamic socio-political context,
where persistent health inequalities play an increasingly important role. The level and distribution of health
vary within and across countries, with a range of determinants including socio-economic circumstances, life-
styles and behaviours, and health system capacities. Public health policies, functions and governance arrange-
ments impacting health need to be strengthened and made more coherent with a view to increasing levels of
health equally.

The WHO Regional Office for Europe has launched the development, with Member States, of a new European
policy for health, called Health 2020. The European Health 2020 policy will set out an action framework to
accelerate attainment of better health for all, adaptable to the different realities that make up the WHO Euro-
pean Region. In line with this, the European Action Plan for strengthening public health sought to renew the
focus on public health by making a real commitment to prevention and health promotion. Within this context,
the Regional Office and the WHO Collaborating Centre for Evidence-Based Health Promotion in Hospitals &
Health Services have jointly developed this publication addressing the main public health challenges to be
tackled through health promotion.

Every health care service provider, both at primary and specialised level of care, has a crucial role to play in
improving patients’ health. Health promotion may be an integrated part of their clinical pathway, such as
smoking cessation following surgery, or in the longer term, keeping them healthy for a longer time. The WHO
Regional Office for Europe considers the International Network of Health Promoting Hospitals and Health
Services an important partner in the Health 2020 and the European Action Plan.

Based on research, including concepts and theories of the process of change, and incorporating examples from
daily clinical practice, this document presents a translation of theory into clinical practice. The document sets
out some guiding principles that could support health professionals to better understand and empower pa-
tients on their individual journeys towards behavioural change.

We at WHO hope this publication will make an important contribution to the discussion that will lead to a
renewed focus on health promotion within a broader and strategic context of the European Action Plan on
Public Health.

Hanne Tonnesen Zsuzsanna Jakab

CEO, WHO-CC, Clinical Health Promotion Centre, WHO Regional Director for Europe
Bispebjerg University Hospital, Copenhagen
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Introduction

This chapter introduces the new WHO European health policy: Health 2020. WHO con-
siders citizens as both consumers and producers of health and health care. The impor-
tance of focusing on the individual’s lifestyle, behaviour and readiness for change is
emphasised. Empowerment of patients is essential for improving health outcomes, and
this book gives a theoretical introduction and practical examples of ways of engaging in

the patients’ changing processes.

At the sixtieth session of the WHO Regional Commit-
tee for Europe, Member States gave WHO/Europe a
strong, clear mandate to develop the new European
health policy, Health 2020, to accelerate progress to-
wards achieving the European Region’s health poten-
tial. Its purpose is to revitalize public health capaci-
ties and services, developing evidence-based policies
and governance solutions to sustain health improve-
ments. As a policy umbrella, Health 2020 will also
help to ensure coordination and coherence across all
work that WHO/Europe, Member States and partners
carry out on behalf of and with the population. In line
with this, the European Action Plan for strengthening
public health brings a renewed focus on public health
and a strong commitment to prevention and health
promotion.

Individual lifestyles and behaviours have gained
increasing focus in the effort to tackle current pub-
lic health challenges, particularly in the area of non
communicable diseases. Four main types of non com-
municable diseases account for the majority of the
mortality and disease burden in the WHO European
Region: cardiovascular diseases, cancer, diabetes and
chronic respiratory diseases. Tackling the major risk
factors such as smoking, alcohol consumption, nutri-
tion and physical activity effectively means putting
the focus of action upstream of the causes of these
lifestyle and behavioural differences.

Public health programs and activities are more likely
to have significant impact if based on a clear under-
standing of the targeted lifestyle and behaviour, as
well as the environmental context. The targeted is-
sues to be tackled must be clearly defined in order to
identify their determinants and supporting mecha-
nisms, to define strategies for sustainable change and
develop models which incorporate these factors in
specific contexts across the WHO European Region.

The readiness to change is an important factor at both
individual and population levels. There is accumulat-
ing evidence across behaviours such as smoking, nu-
trition and physical activity that tailoring programs
and interventions to better suit the characteristics of
the target audience is key for success.

Citizens are both consumers and producers of health
and health care. Citizen and patient empowerment is
essential for improving health outcomes and health
system performance. It has important implications
by enhancing communication between patients and
health professionals, with the potential to improve
treatment adherence, achieve more control over the
disease, promote an adequate use of health services
and support social inclusion. In fact, deficits in health
literacy and patients’ participation are among the
factors that have contributed most to the widening of
health inequalities.

The effect of health promotion may vary according
to social and educational backgrounds. Therefore,
health education and patient empowerment need
to take social determinants into account, in order
to avoid the risk of exacerbating health inequalities.
Furthermore, health professionals also need to be
motivated to allow patients to take a leading role in
managing their health and treatments. This implies
important changes in the relationship between pa-
tients and health professionals, which still remains
largely paternalistic.

Another challenge in health promotion involves
breaking down the usual barriers between public
health services and health care services, through the
development of integrated information systems for
appropriate health surveillance and a coherent ap-
proach. However, policies and interventions from
political, economic and environmental sectors have a
strong influence on population health. The improve-
ment of health outcomes as a societal goal means that
government and all sectors of society are responsible
and accountable. A focus on health in all policies ad-
dresses complex health challenges by promoting an
integrated policy response across the different sec-
tors of society, as well as incorporating current ma-
jor health concerns into the overall process of policy
development.
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Getting Started

This chapter is an introduction for all readers of the book. It introduces the process
of change and defines the limits of the field. The chapter describes the role of health
professionals, including physicians, nurses, physiotherapists, audiologists, occupational
therapists and dieticians, as well as the relationship between the health professional
and the patient. The chapter also briefly introduces the importance of documenting

implementation and impact.

Every doctor, nurse, physiotherapist, audiologist, oc-
cupational therapist, dietician, or any other health
care professional in direct patient contact, is faced
with patients who, for various reasons, have to change
their habits. Each patient expects our genuine sup-
port, and likewise we all want to treat and help our
patients the best we can.

When it comes to supporting our patients’ change
of habits, the fact is that many of us simply do not
have the necessary knowledge and experience to of-
fer the specific support needed. This is due to the fact
that methods of motivation and support may simply
be unknown territory. If we do not have the methods
and tools needed to give sufficient support, we will
spend considerable time and resources with disap-
pointing results.

Process of change

Behaviour change theories strongly indicate that
the use of comprehensive strategies, including mul-
tiple interventions or programs developed together
in synergistic ways, is more effective than isolated
health strategies. These strategies may include regu-
lation, education, behavioural monitoring, motiva-
tional techniques and social support, counselling and
strengthening community capacity.

The psychologists James O. Prochaska and Carlo C.
DiClemente made a significant contribution to this
area of knowledge about twenty years ago. They re-
thought the previous understanding of a linear pro-
cess of change through numerous studies of people
trying to give up smoking (1-3). Several other scholars
have contributed to the new understanding. Amongst
those were Irving L. Janis and Leon Mann who pre-
sented their structured Decision Balance Sheet for
supporting patients in their decision to change habits
(4). Almost at the same time, William R. Miller de-
scribed how to prepare people for changing by moti-
vational interviewing (5-7). A further elaboration of
these theories will be described in chapter 3.

Definitions
Throughout this book a number of terms and defini-

tions will be used widely; the most frequently used
are explained in the following paragraphs.

Stages of change

In this book, the stages of change are defined accord-
ing to Prochaska and DiClemente. They describe the
process of changing as a cyclic or spiral model rather
than a linear route and they categorize it into five
stages: Precontemplation, Contemplation, Prepa-
ration, Action, and Maintenance. Many attempts
to change are followed by a Relapse and a Re-start.
Where the first three stages focus on change of atti-
tude, the Action and the Maintenance are related to
behavioural changes. The point of Relapse can occur
at any stage of the process. Finally, when the patient
has completed the change, Prochaska and DiCle-
mente use the term Termination to describe a per-
manent change (2;8).

In this book the different stages have been put to-
gether in a circle, which helps to illustrate the cyclic
process of change (figure 4.4 in chapter 4).

Decision balance

Decision making was conceptualized in 1977 by Janis
and Mann as a decisional “balance sheet” of compari-
son of potential gains and losses in decision making
(figure 4.3 in chapter 4). By reflection and measure-
ment of pros and cons, a decision could be ‘balanced’
according to the potential gains and losses for both
status quo and the implied situation where the change
has occurred. In this way, potential ambivalences to-
wards the change will be included in the process. The
balance between the pros and cons is individual (4).

Motivational interviewing

Motivational interviewing was first introduced in
1983 by Miller (77), and further developed by Miller
and Stephen Rollnick as a counselling approach to
help people change addictive behaviour (5). Motiva-
tional interviewing is a redefined form of the process
of guiding patients, and it builds on four principles:
Resistance, Understanding, Listening, and Empow-
erment (5). A counsellor’s main role is to help, em-
power, and facilitate the patient. By listening to and
understanding the patient’s motivation for change,
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the counsellor can help the patient to resist the argu-
ments against it. The intention is that the counsellor
thereby empowers the patient to explore how he or
she can successfully change lifestyle or health behav-
iour (6).

Clinical Health Promotion

Clinical Health Promotion is defined as patient-cen-
tred health promotion, disease prevention and re-
habilitation, which actively involve the patient (9).
WHO defines Clinical Health Promotion as “the pro-
cess of enabling people to increase control over, and
to improve, their health” (10).

Better health gain for patients

Better health gain in the clinical setting is understood
as a greater improvement of physical and/or psy-
chosocial health. This better health gain is obtained
by adding health promotion to the patient pathway,
thereby improving the outcome in both the short and
the long term (11).

Limitation and frames

In this book, the frame of reference is a better health
gain for the patient. In contrast, engagement in the
process of change towards poorer health (such as
by starting smoking) is not a part of this book or the
whole concept it addresses. It is unknown whether
these contrary processes follow another pattern than
that described in the book.

Another limitation is that this book has a clinical ap-
proach. It includes the patients’ process of change
and the related support from health professionals as
an integrated part of a patient pathway in a clinical
setting. It could take place in a hospital, a GP clinic,
a health service centre, a rehabilitation clinic and
many other more or less specialised clinical settings.
Therefore, health professionals can use this book as
a preparation and introduction on how to offer sup-
port to patients facing the need for a change in habit
or lifestyle.

This book offers an approach to patient-centred care.
Patients and their families become part of the health
team in making clinical decisions. In addition, pa-
tient-centred care considers cultural traditions, per-
sonal preferences, values, family situations and life-
styles. This approach requires greater investment in
patient education and health literacy, potentially by
fostering involvement in civil society. This approach
has the potential to improve the perception of care
quality, can improve compliance, can reduce unnec-
essary care and can improve treatment outcomes.

For all these reasons, citizen empowerment and pa-
tient-centred health care are considered important

elements for improving health outcomes and health
system performance. The patient-centered approach
can contribute to better communication between pa-
tients and health professionals as well as better ad-
herence to treatment regimens. Eventually it will lead
to reduction of inappropriate use of health services,
reduction of health care costs, enhanced control over
disease, improved health and quality of life.

This textbook differs from other books on health
behaviour change through its focus on entering and
completing health care programmes with clear goals.
For many patients, support, simple advice and em-
powerment is not sufficient to reach a better outcome.
For that reason, it is necessary to follow the patient
through the whole journey including the undertak-
ing and completion of the specific patient education
and intervention programmes. Good examples are
the intensive smoking cessation intervention before
surgery, cardiac rehabilitation, consultations with
audiologists on using hearing aids, and other activi-
ties involving expert clinical help.

Roles and relationships

When it comes to changing lifestyle and behaviours,
it is key to give the ownership and the control of the
process back to the patients. The role of health pro-
fessionals is to put and keep the question of change
on the agenda, to set the scene, open the dialogue and
support the patients as they do the hard work them-
selves in relevant programmes. The health profes-
sionals will still be the experts giving information on
the evident effect obtained through achieving chang-
es; e.g. that smoking cessation in relation to surgery
halves the complication rate (12).

Documentation of implementation and effect
In the clinical setting, patient-related activities and
their outcome, together with complications and other
problems, must be documented in the medical re-
cords. Overall, the documentation of diagnosis and
intervention is well established through the WHO In-
ternational Classification of Diseases, International
Classification of Function, and International Classifi-
cation of Primary Care (13-15) supplied with national
or international classification systems for treatment
and care.

In the hospital setting, there seems to be very little
documentation in medical records of activities to sup-
port patients’ changes in lifestyle, with the result that
these activities often become invisible in registries of
intervention and in activity-based analyses. This situ-
ation may be similar for other clinical settings outside
the hospitals.

This lack of registration is based on a poor tradition
among staff of documenting these particular clinical
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activities. Furthermore, the international and nation-
al classifications as well as other patient administra-
tive systems often include only few and non-system-
atic registration codes to cover these activities.

Example

Danish surveys has shown that fewer than
10% of patient-related health promotion ac-
tivities (such as smoking cessation interven-

tions, rehabilitation programmes and diet
and nutrition programmes) taking place in
hospitals are registered in the National Hos-
pital Patient Registry (16;17).

As a result of this discrepancy between what is de-
livered and what is registered in hospitals, the health
promotion activities are nearly invisible in budgets
and balances, registration of procedures and diag-
noses, quality management and clinical databases
of outcomes. Therefore it is difficult to prioritise re-
sources and to assess the effect of such interventions
in terms of outcomes and costs. Simple validated
models for documentation and quality management
are given in chapter 10.
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History and Theory

This chapter gives a short overview of the history and theory on which this book is
based. The three different theories presented in chapter 1 will all be elaborated in the

following.

In the 1970s and 1980s, the research on behaviour-
al change focused on description and application of
theoretical models including factors of importance
for promoting and maintaining the changes. In this
period, psychologists developed and described differ-
ent theories related to the process of change. Three
of those theories have survived and their originators
all worked with the challenge of changing behaviour

(1-4).

They realised that directing, persuading and forcing
individuals to change behaviour did not make any
difference. They all developed a better understanding
of the process of change, and they described differ-
ent ways in which the individuals could be helped by
a therapist using a more guided and semi-structured
approach.

The theories have been further developed over time,
and the methods are now part of the daily routine of
many practitioners in many different health care set-
tings.

The theories and approaches have been criticised for
not being universal, and the critics have been criti-
cised for not understanding, using or evaluating the
ideas correctly.

Health behaviour change

History

Motivational Interviewing (MI) was first conceptual-
ised by William R. Miller in 1983 as a brief interven-
tion for problem drinkers (2). He defined motivation
as an interpersonal process. The approach was based
on ideas from experimental social psychology with a
focus on processes like attribution and self-efficacy.
By examining consultations in which there was dis-
agreement between the patient and counsellor in-
volved, Miller began wondering what effect the inter-
action between the counsellor and the patient could
have on the outcome of the consultation. He suggest-
ed that the patients’ readiness to talk openly about
their thoughts on why and how they would undergo
change was affected by the counsellors’ way of speak-
ing to the patients. Patients’ resistance was often a
result of a confrontational approach by a counsellor.
Miller focused on the cognitive dissonance between

continuing problem behaviour and the awareness of
its negative consequences as the driving element in
the process towards a decision to change (2).

Theory

Instead of trying to talk clients into changing, the
counsellor should aim to elicit the patients’ own mo-
tivation to change. Conceptualising motivation as an
interpersonal process leaves room for the counsellor
to influence the patients in their motivational process
(2). The counsellor can facilitate this process by mo-
tivational interviewing, thereby avoiding denial, low
self-esteem and low self—efficacy. This process was
originally described in a schematic diagram with 6
steps (2):

1. Eliciting self-motivational statements that can be
facilitated by asking the patient about his or her
own concerns followed by empathetic reflections.

2. Objective assessment such as physical examina-
tion or asking about alcohol.

3. Education, where the counsellor responds to the

patient’s need or request for clear information.

Summary of 1-3.

Transition, during which it becomes clear wheth-

er the patient is ready for action or not.

6. Negotiation of alternatives relating to the result
of 5.

o b

Practice

MI has evolved over time. It is described as a living
method (5) that has moved from therapeutic special-
ist settings to be used in primary care and other com-
munity settings (6).

From the beginning of the 1990s, the focus of MI be-
gan to be broadened beyond problem drinking, and
tested on other health problems where a change in
behaviour was needed. Many adaptations have been
published since then, covering a vast variety of Health
Care areas such as diabetes, cardiovascular diseases,
psychosis, etc. In various clinical trials, MI has been
evaluated as more effective than usual treatment or
no treatment in encouraging patients’ willingness to
enter and complete treatment as well as to participate
in follow-up (7).
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3.1 Ml includes three main concepts, four basic principles, and three core skills (8)

~ N
3 Concepts: 4 Principles: 3 Skills:
Readiness Express empathy Empathetic listening
Ambivalence Develop discrepancy Eliciting self-motivation
Resistance Roll with resistance statements
Support self-efficacy Responding to resistance
\ J

In practice, MI is more flexible and adaptable than
it originally seemed to be, and functions as a sche-
matic description (2). MI is a style and an approach
for counsellors working with patients experiencing a
need or a wish to change a behaviour that is damag-
ing their health. MI gains major advantages by being
patient-centred and replacing a confrontational style
with a guiding style between the health professional
and the patient.

The guiding style enhances patient commitment to
change and adherence to treatment (9). MI helps
patients talk themselves into a change (10). MI will
work as an empowerment of the patients’ own will to
change their health behaviour. Because of the devel-
opment of MI over time, the following is based exclu-
sively on the most recent publications.

Guiding Style

In the guiding style, the health professional behaves
like an educated guide and offers the relevant in-
formation after asking and listening. By asking, the
health professional invites the patient to evaluate
why and how a change should be made.The intention
to change behaviour has to come from the patient be-
cause his or her articulated reasons for change will
trigger the actual change. In order to be supportive of
this process, it is necessary to have an understanding
of the patient’s perspective on the current situation,
the patient’s motivation for the change and what ob-
stacles might be in the way of this process.

The process of behavioural change differs from other
health care consultations, as the answer to problems
that have arisen probably lies with the patient. A
main role of the health care professional is to listen
to the patient’s contemplation, and expressed under-
standing, of the challenges - a role that many at first
will find difficult. This does not mean that the role of
giving information should be neglected, but the in-
formation is only useful if the patient understands,
accepts and sees the benefit of the information. The
information is followed up by asking what the impli-
cations would be for the patient (11).

Strategies for support

An important element in the M1 is to be able to identi-
fy the “change talk”: i.e. when the patient talks about
why and how he or she may change habits. Once this
situation is established, it is necessary to have clear
strategies that allow the patient to work with his or
her strengths instead of focusing on weaknesses
(9). The health professional elicits the motivation to
change and empowers the patient instead of recom-
mending, persuading or directing. At that stage, it is
right to introduce the guiding style and the following
strategy. In this way, the health professional keeps
control over the consultation, and at the same time,
the patient keeps the responsibility for changing.

Most patients feel ambivalent about whether they
should change or not. However, in MI the develop-
ment and articulation of discrepancies often facilitate
the changing process. It is beneficial to ask about pros
and cons to help them in the decision process.

The next strategic step would be to focus on how im-
portant the change is for the patient at this point and
how confident the patient feels about the change he
or she is about to undergo. The health professional
needs to respond according to the answers.

If the patient is ready to change, it is helpful again to
go back to the guiding style, this time aiming to elicit
the patient’s solution. Again the health professional
asks, listens and offers useful information (9).

Decisional balance

History

Irvin L. Janis and Leon Mann first described Deci-
sional Balance (DB) in the field of Psychology in 1977
(12). Here they used a Decisional Balance Sheet as an
approach to personal conflicts and ambivalence. DB
was developed to help clarify objects, evaluate alter-
natives and consequences and consider implemen-
tation in a more sophisticated way than simply con-
sidering pro and cons (12). DB has had a significant
influence on later behavioural psychology.
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Theory

An underlying basis for Janis and Mann was an ex-
amination of the different types of decisions made in
daily life. The many types of decisions were charac-
terised by the decision makers’ difficulties in creating
an overview of the process and the outcome of their
decisions (12). Janis and Mann state that there is no
way of giving quantitative scores for the success of a
decision, there can only be subjective ratings of the
post-decisional satisfaction or regret. By examining
extensive literature, Janis and Mann extract a list of
criteria to determine the quality of a decision-making
procedure. The more criteria the person fulfils, the
more likely he or she is to stand by the decision made.
A meeting of all criteria is characterised as vigilant
information processing (13). Janis and Mann explain
that the vigilant information process is not a matter
of all or nothing, but manifests itself from situation
to situation through varying degrees of involvement.
The vigilance can be seen as a consideration of differ-
ent alternatives or an evaluation of the consequences
made by the decision maker.

Janis and Mann’s theoretical considerations were
that stress emerging from decisional conflicts might
lead to failure in achieving decision making of high
quality. The level of stress is individual, but an overall
observation was that stress arises from the possible
losses that wrong decisions might lead to. Based on
research on persons undergoing stressful decision
making, Janis and Mann conclude that one of the in-
dicators of successful decision making is a thorough
contemplation of all consequences of the decision
(11). They state that errors of omission and commis-
sion on the DB Sheet will increase the decision mak-
er’s vulnerability to negative feedback. As a tool for a
thorough contemplation of these consequences, Janis
and Mann use a DB Sheet developed as far back as
1959 (12). Several models have been described over
time, however only a version with four squares is
used today (figure 4.3).

Practice

Janis and Mann’s research shows that many dropouts
are caused by a lack of comprehension of all potential
pitfalls. The DB Sheet works as a procedure for filling
in gaps (12). The decision maker will have to reflect
on eventual setbacks and losses by putting words to
blanks in the comprehension of the different possi-
ble consequences arising from the future decision. In
this way, the DB Sheet arouses the decision maker’s
awareness of his or her wishes or hopes for the pre-
ferred alternatives. It also gives the necessary frame-
work and time to reflect. It is assumed that decision
making follows the same general pattern, despite in-
dividual differences in tolerance of decisional conflict
and approaches to resolving it (13). Therefore DB can
be used in many situations.

At first glance, the DB seems most useful for patients
in the early stages of considering a change in their
habits (14). Nevertheless, it can be used in all stages
involving ambivalence and decision making in prac-
tice. The DB can be used as an interview - both verbal
and written - but it is also very useful as a tool for
generating dialogue. Completing DB in relation to a
change may support adherence to treatment and re-
sult in better outcomes (15).

Stages and processes of change

History

In 1982, James O. Prochaska and Carlo C. DiCle-
mente introduced the concept of Transtheoretical
Therapy (4), which was two years later refined into
the Transtheoretical Model (TTM) (16). TTM con-
strues behavioural change as an intentional process
that unfolds over time and involves progress through
a series of stages of change (16). TTM integrates pro-
cesses and principles of change from across leading
theories, hence the name Transtheoretical.

Theory

Prochaska and DiClemnte early identified five stag-
es and ten processes of change a person making a
change in lifestyle will undergo. They described the
process of change and the five stages as a cyclic mod-
el. In this way, they introduced a different perception
of the process, which differed from the, at that time,
linear understanding of a changing process. The five
stages were later on supplemented by an additional
stage, which describes the completion or termination
of the changing process. All six stages will be further
described in the following.

Precontemplation

Precontemplation is the initial stage in which individ-
uals are not intending to take action in the foresee-
able future, usually assessed as the next six months.
People can be in this stage due to a lack of awareness
of the health consequences of certain behaviour. Or,
they can be demoralised about their ability to change,
like millions of people who have tried to lose weight
multiple times in multiple ways. This stage is often
misunderstood to mean that these people do not want
to change. The history of demoralised individuals in-
dicates that they want to change, but they have given
up on their ability to do so.

Contemplation

Contemplation is the stage in which individuals are
intending to change in the next six months, but not in
the next month. They are more aware of the benefits
or pros of changing, but can also be acutely aware of
the cons, such as having to give up favourite foods
or having to risk failure. Decisional conflict between
the pros and cons can lead to profound ambiva-

WHO-CC e Clinical Health Promotion Center ¢ Bispebjerg University Hospital ® Copenhagen, Denmark ¢ Health Sciences ¢ Lund University, Sweden 15



lence reflected in the motto: “When in doubt, don’t
act.” With smokers intending to quit in the next six
months, without help, less than 50% will quit for 24
hours in the next 12 months.

Preparation

In the preparation stage, individuals are intending
to take action in the next month. Their number one
concern is, “If T act, will I fail?” The emphasis here is
helping them to be well prepared, because most peo-
ple know from growing up that the better prepared
they are in academics or athletics, the more likely
they are to reach their goals.

Action

In the Action stage, change is typically overt and
observable, with individuals having stopped smok-
ing or started exercising. This is the busiest stage,
where people have to work the hardest to keep from
regressing to an earlier stage. Many people believe
the worst risks for relapse will be over in a few days or
few weeks. We find that people who progress through
action work the hardest for about six months, which
represents the steepest part of relapse curves across
addictions (3). So, Action is defined as being risk free
for six months and it is important to encourage indi-
viduals to think of this time as the behavioural equiv-
alent of life saving surgery. Following such surgery,
would they give themselves six months to recover?
Will they let others know they won'’t be at their best
and will need more support? This is the type of prior-
ity needed to progress through this tough time.

Maintenance

Maintenance is the stage in which people are free
from their problem for six months to five years. Peo-
ple are considered cured from cancer after five years
without remission. For many people, it may take five
years to get free from behavioural causes of cancer.
During this stage, individuals do not have to work as
hard, but they do have to be prepared to cope with
common causes of relapse. These are times of dis-
tress, when people are anxious, depressed, bored or
stressed. Most human beings cope with stress by in-
creasing unhealthy habits. We try to prepare people
to cope with such temptations through healthy alter-
natives, like talking with a supportive person, walking
or relaxing.

Termination

Termination is the stage in which people are total-
ly confident that they are never going back to their
high-risk behaviour and have no temptation to re-
turn. With addicted alcohol abusers and smokers in
their first five years of abstinence, about 20% have
reached this stage (17). These people can put all of
their change efforts into enhancing other aspects of
their lives. But, for many it may mean a lifetime of

maintenance. The ideal goal is for the new healthy
behaviour to become automatic and under the con-
trol of a stimulus such as taking an aspirin every day
at the same time and place.

As described, the six stages mentioned above should
be seen as a cyclic model rather than a linear model.
In chapter 4 (figure 4.4) the six stages and an addi-
tional stage for relapse has been assembled in a circle,
which works as an illustration for the different stages
a person undergoes in his or her process of change.

Practice

Applying TTM begins by assessing which stage pa-
tients are in and then helping them set realistic goals,
like progressing to the next stage. Research shows
that if we pressure patients to progress quickly from
precontemplation to action, there can be unforeseen
consequences of dropping out of treatment, changing
until treatment is over and then quickly relapsing or

simply lying.

Precontemplation

What principles can help patients’ progress from the
precontemplation stage to the contemplation stage?
A meta-analysis of the pros and cons of changing for
48 health behaviours revealed remarkable results
(18). The cons are greater than the pros in Precon-
templation and the pros are higher in Contemplation.
So, the first principle of progress is to raise the pros.
With sedentary individuals, we would have them list
the benefits they could get from regular physical ac-
tivity, and then challenge them to try to double the
list. Most have five or six and we tell them there are
over 60. If we see the list going up, it’s like seeing
blood pressure coming down. We know our behav-
iour medicine is working.

Contemplation

In contemplation, pros and cons are exactly tied,
reflecting profound ambivalence. From Contempla-
tion to Preparation, cons come down, so the second
principle is to help lower the cons. The number one
con for physical activity is time, therefore some in-
dividuals lower this con by riding an exercise bicycle
where they can multi-task and review an article for
work, or catch up on the news. Others may volunteer
to help coach their child’s soccer team and so, all at
the same time, get some physical activity, do commu-
nity service, meet parents and have fun. Fortunately,
the cons have to decrease only half as much as the
pros increase, so we put twice as much emphasis on
raising the pros.

Preparation and action

In the Preparation stage, pros outweigh the cons,
so individuals are encouraged to take action when
they have a favourable balance. Once in action, the
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individuals can use their growing list of pros to put
other processes of change into operation. When writ-
ing down on their To-Do list, "walking for my heart”,
individuals make a daily commitment based on the
process of self-liberation from Existential Therapy.
When they look at the list they are cued to action
based on stimulus control from Behaviour Therapy.
When they scratch off their list, they are reinforc-
ing themselves based on Skinnerian Theory. As they
move from one pro to the next each week, like “walk-
ing for my weight”, “my sleep”, “my self-esteem”, and
“my sex life”, they will progress and maybe end up
running. Over time, they are using Physical Activity
to affirm so much of their body, selves, and others
based on self-evaluation from cognitive theory and
self-psychology.

This description illustrates how different principles
and processes are applied to produce progress at dif-
ferent stages of change. This integrative approach
leads to the development of Computer Tailored In-
terventions (CTIs) by which individuals are assessed
on TTM variables related to their current stage. Their
assessment is compared to a normative database and
they can be given feedback on how they are apply-
ing principles and processes compared to peers who
make the most progress.

Over time, individuals may give themselves feedback,
such as: “Congratulations, you have progressed two
stages, which means you have about tripled your
chances of taking effective action in the next few
months.”

Such CTTs have been found in randomised population
trials to be effective with a growing range of problems,
including smoking, exercise, diet, stress, depression,
and medication adherence. The percentage in action
or maintenance stages at long-term follow-up ranges
from about 25% for smoking (19), to about 45% for
exercise and diet (20), to over 65% for stress (21) and
medication adherence (22). These results are with
populations where typically the majority - about 80%
- would be labelled as unmotivated when we proac-
tively reach out to them at home, school, work or in
clinics to offer help matched to their personal needs.
Results can be remarkably robust with very compa-
rable outcomes for smoking, for example, with ado-
lescents and older smokers, Hispanic and African-
American smokers, and smokers with mental illness

(23).

Similar interventions have been found to be just as
effective when we treat populations for three or four
behaviours at the same time (24). Individuals work-
ing on three behaviours are just as effective as those

working on two, who are just as effective as those
working on one. But very few people take action on
more than one behaviour change at a time because
they are often not ready. So they can be progressing
through early stages on two behaviours, for example,
while they are working to maintain action on a single
behaviour. Over time, the outcome is a much greater
impact on populations with multiple health risk be-
haviours who have the highest risks for morbidity,
disability, mortality, lost productivity and increased
health care costs.

The influence of the theories

Though the three models TTM, MI and DB are based
on quite different theories they all relate to the pro-
cess of change. Thus, DB has been described in rela-
tion to the MI(14) and to the Stages of Change (25)
and both TTM and DB have been described in rela-
tion to MI (26).

WHO-CC e Clinical Health Promotion Center ¢ Bispebjerg University Hospital ® Copenhagen, Denmark ¢ Health Sciences ¢ Lund University, Sweden 17



Reference List

(1) Janis IL, Mann L. Decision Making: A Psychological
Analysis of Conflict, Choice, and Committment. New York:
Collier Macmillan; 1977.

(2) Miller WR. Motivational Interviewing with Problem
Drinkers. Behavioural Psychotherapy 1983;11:147-72.

(3) Prochaska JO, DiClemente CC. Stages and processes of
self-change of smoking: Toward an integrative model of
change. J Consult Clin Psychol 1983;51:390-5.

(4) Prochaska JO, Diclemente CC. Transtheoretical thera-
py: toward a more integrative model og change. Psycho-
therapy 1982;19:276-88.

(5) Miller WR, Rollnick S. Ten things that motivational in-
terviewing is not. Behav Cogn Psychother 2009;37:129-40.
(6) Emmons KM, Rollnick S. Motivational interviewing in
health care settings. Opportunities and limitations. Am J
Prev Med 2001;20:68-74.

(7) Dunn C, Deroo L, Rivara FP. The use of brief interven-
tions adapted from motivational interviewing across
behavioral domains: a systematic review. Addiction
2001;96:1725-42.

(8) Rollnick S, Allison J. Motivational Interviewing. In:
Heather N, Stockwell T, editors. The Essential Handbook
of Treatment and Prevention of Alcohol Problems.West
Sussex: John Wiley & Sons Ltd; 2004. p. 105-15.

(9) Rollnick S, Miller WR, Butler CC. Motivational Inter-
viewing in Health Care: Helping People Change Behaviour.
New York: The Guilford Press; 2008.

(10) Miller WR, Rollnick S. Talking oneself into change:
motiavtional interviewing, stages of change, and the
therapeutic process. Journal of Cognitive Psychotherapy
2004;18:299-308.

(11) Rollnick S, Butler CC, McCambridge J, Kinnersley P,
Elwyn G, Resnicow K. Consultation about changing behav-
iour. BMJ 2005;331.

(12) Janis IL, Mann L. Decision Making: A Psychological
Analysis of Conflict, Choice, and Commitment. New York:
Collier Macmillan; 1977.

(13) Mann L, Burnett P, Radford M, Ford S. The Melbourne
Decision Making Questionnaire: An Instrument for Meas-
uring Patterns for Coping with Decisional Conflict. Journal
of Behavioral Making 1997;10:1-19.

(14) Miller WR, Rollnick S. Motivational Interviewing, pre-
paring people to change addictive behaviour. New York:
The Guildford Press 2002.

(15) Colten ME, Janis IL. Effects of self-disclosure and the
decisional balance procedure. Yale University Press 1982.
(16) Prochaska JO, Diclemente CC, Norcross JC. In search
of how people change. Applications to addictive behav-
iors. Am Psychol 1992;47:1102-14.

(17) Snow MG, Prochaska JO, Rossi JS. Stages of change
for smoking cessation among former problem drinkers: a
cross-sectional analysis. J Subst Abuse 1992;4:107-16.
(18) Hall K, Rossi JS. Examining the transtheoretical model
using meta-analytic procedures and integrative analysis
and longitudinal data. In: Keller S, Velicer WF, (ed.). Re-
search on the Transtheoretical model: Where Are We Now,

Where Are We Going? Pabst Science Publishers 2004.
(19) Prochaska JO, Velicer Wf, Fava JL, Ruggiero L, Laforge
RG, Rossi JS, Johnson SS, Lee PA. Counselor and stimulus
control enhancements of a stage matched expert system
for smokers in a managed care setting. Preventive medi-
cine 2001;32:23-32.

(20) Prochaska JO, Butterworth S, Redding CA, Burden V,
Perrin N, Leo M, Flahertu-Robb M, Prochaska JM. Initial ef-
ficacy of MI. TTM tailoring and HRI’s with multiple behav-
iors for employee health promotion. Preventive medicine
2008;46:226-31.

(21) Evers KE, Prochaska JO, Johnson JL, Mauriello LM,
Padula JA, Prochaska JM. A randomized clinical trial of
a population- and transtheoretical model-based stress-
management intervention. Health Psychol 2006;25:521-9.
(22) Johnson SJ, Driskell MM, Johnson JL, Dyment S,
Prochaska JO, Prochaska JM, Bourne L. Transtheoretical
model intervention for adherence to lipid-lowering drugs.
Dis Manage 2006;9:102-13.

(23) Velicer WF, Redding CA, Sun X, Prochaska JO. Demo-
graphic variables, smoking variables, and outcome across
five studies. Health Psychol 2011;26:-278.

(24) Prochaska JJ, Velicer WF, Prochaska JO, Delucchi K,
Hall SM. Comparing intervention outcomes in smokers
treated for single versus multiple behavioral risks. Health
Psychol 2011;25:380-8.

(25) Migneault JP, Pallonen UE, Velicer WF. Decisional bal-
ance and stage of change for adolescent drinking. Addict
Behav 1997;22:339-51.

(26) Miller WR, Rollnick S. Ten Things that Motivational In-
terviewing Is Not. Behavioural and Cognitive Psychoterapy
2009;37:129-40.

18 WHO-CC e Clinical Health Promotion Center ¢ Bispebjerg University Hospital ® Copenhagen, Denmark ¢ Health Sciences ¢ Lund University, Sweden



The Operational Model

This chapter describes how the three elements presented in chapter 2 are combined in
an operational model, and how this model is translated into practice. The Operational
Model is easy to use and flexible to adapt to the individual patient, the condition and
the clinical pathway. The model is therefore useful for doctors and other health care
professionals, who want to support their patients through the process of change. Exam-

ples of dialogues from practice are given.

Facts

Each of the theories and elements described in chap-
ter 2 have benefits. They have been broadly tested
and used. However, in relation to patients you may
find that using only one is not sufficient in the con-
crete clinical situation, and often the patient will have
the same feeling (1). This might especially be the case
if the patient needs to undertake a giant step and
change an unhealthy behaviour immediately in or-
der to achieve a better outcome of the present clinical
pathway.

Today, we have to accept that in order to make a
change of lifestyle, hospital patients require more
support and intensive programmes than brief inter-
ventions and motivational support (2;3). Further-
more, the large majority of patients often feel very
positive about the introduction of lifestyle changes
followed by support from the clinical setting (4;5).

The possibility of a significant health gain within a
very short time increases the attraction of changing
behaviour in the clinical setting. Some settings and
patient pathways could allow more time for smaller
steps and longer processes. The clinical setting has
been described as ‘a teachable moment’ or ‘a window
of opportunity’ for changing health behaviour (5-8).

To fulfil the patient’s need for support during the dif-
ferent stages of change, a translational and opera-
tional model has been developed. For clinical practice
the Operational Model has integrated three tools that
are all helpful to health care professionals in support-
ing the patient: the LINE, the BOX and the CIRCLE.
The three tools fit directly into the patient pathway,
which will be illustrated at the end of this chapter
(figure 4.5).

Practice

CASE

Dr. Peter Kirkby has found that several of his
patients returned to the lung clinic with re-
current exacerbation of chronic obstructive
pulmonary disease (COPD), because they
continued to smoke in spite of his instruc-
tions. Today Dr. Kirkby is rather frustrated.

He has already spent a lot of energy trying
to persuade his patient, Mr. Hanson, to at-
tend the smoking cessation clinic. Mr. Han-
son seems to listen and accept Dr. Kirkby’s
recommendations, but nothing happens af-
terwards.

Most health care professionals will probably recog-
nise Dr. Kirkby’s frustration from similar situations,
when a patient does not follow a simple, obvious and
rational way to obtain a better outcome, but instead
continues a risky behaviour followed by more severe
illness and problems. The Operational Model could
help Dr. Kirkby to stay professional and to return the
responsibility for, and ownership of, the smoking ces-
sation to the patient.

Dr. Kirkby has already taken the important step of
clarifying whether the patient is smoking and suc-
cinctly informing him about the close connection be-
tween smoking and the development as well as ag-
gravation of COPD. He has also recommended the
patient to give up smoking. Now the time has come
for Dr. Kirkby to leave the scene and let Mr. Hanson
do the hard work of travelling through the process of
change. Dr. Kirkby has to limit his role to that of sup-
porting the journey in a relevant way.

In the beginning it is more difficult to keep (rela-
tively) quiet and stay away from the scene than you
might expect; however it is beneficial to the process if
the patient gets the necessary room for reflection and
action. It is also important for the patient to feel the
confidence of Dr. Kirkby. In return, Dr. Kirkby can
look forward to the feeling of professional satisfaction
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when the patient achieves change, instead of his for-
mer feeling of frustration.

The LINE

A LINEis easy to use for setting the scene and opening
the dialogue. This tool is just a simple visual analogue
scale (VAS) from zero to ten, but its simplicity makes
it possible to keep the focus on the process instead of
the technicality. It is convenient to use printed forms
to be filled in by the patient with a pen; however a
piece of paper or a whiteboard can be used instead. It
only takes a few minutes to give information, ask the
questions and get the answers.

The LINE involves two personal questions for the
patient: one concerning the importance of changing
lifestyle immediately, and one concerning the pa-
tient’s self-confidence in his or her capability to make
that change (figure 4.1 and 4.2). The clinical approach
means that the patient reflects and decides on an in-
formed basis; therefore the health professional will
need to inform the patient of the clinical consequenc-
es of unchanged behaviour when he or she introduces
the LINE.

An important part of the model is that it is the pa-
tient who fills in the forms and responds verbally to
the questions. Dr. Kirkby should not argue with Mr.
Hanson or tell him that he has a problem. It is nec-
essary for Mr. Hanson to have the time and silence
needed for reflection. It may be the first time he has
reflected in this way, and the first time Dr. Kirkby has
listened to this kind of reflection.

4.1 The importance of giving up smoking (9;10)

( A
Inform your patient:

Smoking aggravates your lung function and may reduce
the effect of medication.

Ask your patient:
On a scale from zero to ten, how important is it for you
to quit smoking immediately?

L \Z I
) /N 10 °

‘Not important’ ‘Of highest importance’

\ J

If Mr. Hanson was to choose number 6 without com-
menting on this, Dr. Kirkby could follow with up a
short question such as, “Why did you rate the im-
portance as a 6 and not a 3?” and then keep quiet
again until the patient has ended the reflection and
response.

Mr. Hanson may answer, “I chose number 6 because
my lungs are not functioning well and I can hard-
ly walk to the second floor. And on top of that, my
grandchildren don’t like that I smoke”. In this way,
Mr. Hanson comes up with individual reasons for giv-
ing up smoking. Dr. Kirkby will have to stay quiet and
neutral during the patient’s reflection, as the effect of
listening to one’s own voice has greater impact than
that of listening to someone else speaking.

4.2 Self-confidence ranking of success in the process of
change (9;10)

( A
Inform your patient:

By quitting your cigarettes you can improve your lung
function and the effect of your medical treatment

Ask your patient:
If you decided to give up smoking, to which degree
would you then be able to do it?

1 \N/ 1
o N\ 10 °

‘Not important’ ‘Of highest importance’

\ J

After Mr. Hanson has filled in the form, he may share
his reflections. If not, Dr. Kirkby could add a similar
question to the one above, about why Mr. Hanson has
rated his decision as a 5. Mr. Hanson: “I chose num-
ber 5 instead of 3 because I know that my daughter
would support me — and that would be a great help.”
Dr. Kirkby could also add a question like, “What
would it take to increase your capability from 5 to 7?”
It is important that Dr. Kirkby should not attempt to
take over the responsibility for the situation. If Mr.
Hanson keeps quiet, Dr. Kirkby could put another
question, “What can I do to help you to move from
number 5 to 7?”

The LINE is a tool that enables the clinician to under-
stand relatively quickly how the patient sees the im-
portance of change and how confident he or she feels
about entering and completing the process of change.
This information is closely related to the individual
patient and conditions. Now the patient has opened
the door to what really matters.

More individual information will be gathered from
the next tool, the BOX (see below). It will be helpful
for the next steps in the process of change.
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The BOX

Dr. Kirkby should then proceed to introduce the BOX,
which complements the LINE by supporting the pa-
tient’s further reflection. It consists of four open
squares to be filled in, and reflects the ambivalence
that is often related to a process of change.

4.3 Use of the BOX to open the dialogue (9-11)

1: What are the
advantages of
going on smoking?

2: What are the
disadvantages of
going on smoking?

3: What are the
disadvantages of
giving up smoking?

4: What are the
advantages of
giving up smoking?

Questions within the quadrants of the decisional balance BOX are
selected to reflect concerns of situational or personal impacts of
smoking cessation. Questions are most easily personalised through
careful listening.

It is important that Dr. Kirkby should not misinter-
pret ambivalence as lack of motivation. It is part of
the process of changing to feel some ambivalence,
and the BOX is an easy way to map this at the indi-
vidual level. Again, Dr. Kirkby should keep quiet and
let the patient do the work. If he cannot keep quiet,
he can repeat the last words said by the patient, or
he can support the reflection by saying, “So, on the
one hand you say that you have to give up smoking
because of your health and your grandchildren. But
on the other hand, you are afraid that you are not able
to stop. I can see that this is a difficult situation?” The
question mark at the end of the sentence indicates cu-
riosity instead of conclusion, judgment or tiredness.

After completing the LINE and the BOX, Mr. Hanson
has taken the first steps on the hard road towards giv-
ing up smoking. He has reclaimed ownership of the
process. Mr. Hanson is the personal specialist in his
own situation and condition, while Dr. Kirkby is the
professional specialist. They have reached a common
and clearer picture of the reasons for smoking and for
giving up smoking, what Mr. Hanson can build on in
the process of change, and how Dr. Kirkby can sup-
port him.

At this time it is relevant to introduce the CIRCLE,
which is predominantly a tool for Dr. Kirkby to con-
sult alone.

Precon-
templation

The CIRCLE

In contrast to the LINE and the BOX, the CIRCLE is
not a tool you usually need to employ directly in your
dialogue with a patient. The CIRCLE is an illustra-
tion of the different stages a person will go through
when he or she is undergoing the process of change.
It may be of interest to the patient to know the differ-
ent stages; however the CIRCLE is above all a tool for
the professional to understand which initiatives are
appropriate in the support of the patient. The differ-
ent initiatives depend on where the patient is in the
process.

4.4 The CIRCLE (9-11)

Permanent
Change

Encouragement

Support

Prepara-
tion

Contempla-
tion

Relapse

Continued

Education Support

Inside the blue circle the different stages between the precontem-
plation and the permanent change are shown. In the white circle,
different kinds of action from the clinician are indicated. The outer
light blue circle gives an overview of the stages related to changes
of attitude and behaviour.

As mentioned in Chapter 2, the process of change
has been compiled as a circular process. This means
that the stages of Relapse and Permanent Change
have been added to the stages first introduced by
Prochaska and DiClemte. The two additional stages
could be seen as a further development of the stage,
which Prochaska and DiClemente calls Termination.
By dividing the stage of Termination into two stages,
the CIRCLE provides a further understanding of the
challenge of maintaining the change. Eventually, the
stage of Maintenance will lead to either a relapse or
a stage of Permanent Change. This addition gives a
broader view of the whole process (figure 4.4).
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Precontemplation

This is the first stage of change, where the patient
is not worrying about his or her behaviour and has
no plans for making a change. The plan for a change
in behaviour is very distant - more than six months
away.

Contemplation

In this stage, the patient becomes ambivalent about
his or her behaviour but has started reflecting on
making a change. The plan is to change behaviour
within the next six months.

Preparation

In this stage, the patient is concerned with how to
complete the behaviour change, and is planning to
change behaviour within the next month.

Action

This is the stage where the patient has recently
changed behaviour and is committed to maintaining
the new lifestyle. This stage lasts about six months.

Maintenance

In this stage, the patient has now lived with the change
for at least six months and therefore pays decreasing
attention to maintaining the new lifestyle behaviour.

Relapse

In some cases, the patient may experience a relapse
and go back to his or her previous behaviour. He or
she will then have to start again, but always at a high-
er level of experience and knowledge. The stage of re-
lapse can happen repeatedly, as it is the case for many
smokers for instance.

Permanent Change

In this stage, the patient has integrated the new be-
haviour as a part of his or her identity and can now
resist temptations to resume the old behaviour.

Most patients who have filled in the LINE and the
BOX will have passed the pre-contemplation stage,
but Dr. Kirkby still has to keep the responsibility for
the process in the hands of the patient. To continue
the dialogue it could be helpful to ask Mr. Hanson
something like, “What should happen now? You seem
to have many good reasons to change your smoking
habits. What will you do?”

Depending on the answer, the CIRCLE can help Dr.
Kirkby to know what to do. If Mr. Hanson is in the
early stages, information is needed, and if he has
started the actual action, encouragement and support
is the right approach.

The Operational Model

Overall, Dr. Kirby may also use the whole Operational
Model as a professional tool to support himself in his
guidance of patients. He will often feel a professional
calm and satisfaction in always knowing what the
next step is. In figure 4.5 below, the integration of the
LINE, the BOX and the CIRCLE in the clinical path-
way is illustrated.

When faced with a patient who has doubts about a
necessary change in lifestyle, The Operational Model
can be of great help. The LINE is usually the first tool
to be introduced. The LINE works as a self-efficacy
ranking, where the patient is given the opportunity to
reflect on the change he or she is about to face. Where
the LINE is used to make the patient start reflecting,
the BOX works as a tool to help the patient weigh the
pros and cons in the given situation and to illustrate
the patient’s ambivalence towards the behavioural
changes. The CIRCLE is a tool to help the health care
professional to follow and understand the different
stages of change the patient will undergo.

The following chapters will give you more informa-
tion about the use of The Operational Model with
different groups of patients and in different clinical
settings.

As you will experience in the following chapters, the
Operational Model works as a process-related tool for
support of patients, but in order to make the chang-
ing process really effective, the Operational Model
cannot stand alone. The use of the Operational Model
needs to be supplemented with a referral to a stand-
ardised programme for intervention. Evidence shows
that brief interventions have little or no effect. Sup-
port in the process of change should be based on evi-
dence about effective interventions.

22 WHO-CC e Clinical Health Promotion Center ¢ Bispebjerg University Hospital ® Copenhagen, Denmark ¢ Health Sciences ¢ Lund University, Sweden



4.5 The Operational Model as support for health care professionals

Smoking aggravates
your lung disease

Do you smoke daily?

Why 8 and not 6?
Why 5 and not 3? It is because...

When can you join
our six week

smoking cessation
programme?

Monday suits me best!

The figure shows how the LINE and the BOX are used as tools for dialogue between clinician and patient. The CIRCLE
is not presented for the patient, but is instead a tool that helps the clinician understand where the patient is in his

or her process of change.
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The Operational Model used 5
in a surgical setting

This chapter introduces the use of the Operational Model in a surgical setting. Surgi-
cal patients will benefit from a change through health promotion activities, and in this
change, the LINE, the BOX and the CIRCLE can be of great help. Surgical patients are
often only admitted for a short period of time, which means that personal contact has
to be established immediately, and the tools and interventions applied need to be very

effective.

In the case mentioned in this chapter, a surgeon uses the tools to support a patient who
is faced with the challenge of having to stop drinking alcohol prior to hip surgery.

Facts

The outcome after surgery and other kinds of treat-
ment is closely related to four main parameters: di-
agnosis (malignant or benign); treatment (curative
or palliative); organisation (for example, staff train-
ing or the use of evidence-based clinical guidelines);
health and co-morbidity of the individual patient.
The burden of disease and length of surgical pathway
for the individual patient have been improved over
recent centuries through better diagnostics and treat-
ment. The improvement of organisation has been in
focus over the last few decades, but the additional in-
vestment in health promotion for patients has only
been the focus of attention in recent years.

The most frequent complications in relation to sur-
gery are infections, wound complications, cardiopul-
monary problems and bleeding episodes in the im-
mediate postoperative period (1-3). The increased
complications related to patients’ alcohol intake exist
for both men and women after major and minor sur-
gical procedures, open surgery and day case surgery,
as well as after acute and planned operations. An av-
erage intake above two units per day seems to be the
threshold. The complication rate increases to about
50% for a patient already drinking hazardously; i.e.
3-4 units per day. The complication rate increases to
about 300-400% with an average intake of 5 or more
units per day - this is also applicable in the case of
patients without addiction or other alcohol-induced
diseases such as liver cirrhosis, pancreatitis or poly-
neuropathy (2).

The explanation is that alcohol significantly reduces
organ function, thereby reducing the organs’ usual
extra capacity. This includes reduced immune capac-
ity, subclinical cardiac insufficiency, and haemostatic
imbalance prior to surgery as well as an increased
stress-response to the surgical trauma during the op-

eration. Therefore, patients whose alcohol intake is at
hazardous levels become more vulnerable to the op-
eration compared to patients with an average intake
of 0-2 units per day (4-7).

A study has shown that alcohol cessation for a period
of just four weeks prior to surgery is sufficient to halve
the development of postoperative complications re-
quiring treatment as well as to improve organ func-
tions including immune capacity, cardiac function,
haemostatic balance and surgical stress-response (8).
The effect of alcohol reduction on surgical outcome
has not yet been proven (9).

CASE

Mr. Jensen is scheduled for his secondary hip
prosthetic replacement due to very painful
arthritis. Mr. Jensen is 62 years old. He has
a body mass index of 25.2 kg/m2. He likes
to share a bottle of good red wine with his

wife every day and he enjoys a brandy in the
evening. He does not smoke and does not
suffer from chronic diseases (other than the
arthritis — the indication for arthroplasty).
The first hip replacement resulted in compli-
cations and delayed recovery. This time Mr.
Jensen hopes for a better outcome.

In the case, Mr. Jensen appears to take the lion’s
share of the bottle of red wine nearly every evening,
but even though he suffers no health problems from
doing so, his risk of developing complications after
surgery will be increased by about 300-400%.

Mr. Jensen has other alternatives than just hoping for
a better outcome. He can actually benefit significantly
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from a preoperative programme that includes infor-
mation, motivational support and the concrete four
week alcohol cessation intervention programme (10).

Practice

The gold standard programme (GSP) for alcohol ces-
sation interventions prior to surgery consists of five
meetings in four weeks, where the patient meets with
a trained health promotion nurse. The GSP includes
medication - supervised disulfiram in small dosage
(11) - as well as prophylactic treatment of alcohol
withdrawal symptoms and prophylactic B-vitamins
according to the general recommendations (12).

The agenda for intervention in surgical settings is of-
ten different from the situation at the general prac-
titioner’s or in other settings. The surgical agenda is
characterised by a fixed operation date, a relatively
short preoperative period, and a minimal hospi-
tal stay - at least in the case of a complication-free
pathway. Surgical patients therefore need an alcohol
intervention programme, which takes place in the
outpatient period as well as during the hospital stay.
The programme should be very effective, since there
will seldom be time to repeat it. This means that these
patients need to pass through the different stages of
change relatively quickly (figure 4.4) compared to
other patient groups. It is important for us to remem-
ber that the level of motivation is not uniform. For in-
stance, surgical patients seem more willing to change
than patients in other settings (13).

EXAMPLE FROM PRACTICE

Some departments put up posters empha-
sising that they speak openly about alcohol
and smoking. Thereby, the patients and their
relatives are prepared for and actually ex-

pect the doctors and nurses to ask about the
patient’s use of alcohol and tobacco. This
information is also included in the patient
information.

Use of The Operational Model

Mr. Jensen will be offered the GSP for alcohol ces-
sation described above, as this is the only evidence-
based programme to reduce the complication rates
hitherto (10). But before he commits himself to the
programme, Mr. Jensen needs to understand and ac-
cept that giving up alcohol is the right solution during
the surgical period.

The opening dialogue to the alcohol cessation pro-
gramme includes an introduction of the Operational
Model: The LINE, the BOX and the CIRCLE. The in-
formation and the questions should be specially tar-
geted at the surgical patient, the operation and the
increased risk of complications for patients drinking
too much.

In contrast to the example illustrated in chapter 4, the
use of the LINE will in this case include three ques-
tions and not just two (figure 5.1, 5.2, 5.3). The com-
plications in relation to surgery generate a need for
another level of reflection from the patient.

5.1 The risk of complications (14;15)

( )
Inform your patient:

All surgical interventions can cause complications, but
many complications are preventable. An important
element in the prevention is your own effort.

Ask your patient:
Mr. Jensen, on a scale from zero to ten, how important
is it for you to avoid complications?

L (]
'o 10 '
‘Not important’ ‘Of highest importance’

\ J

Most patients will of course give a high ranking of the
importance of avoiding complications; this makes
an excellent beginning to the dialogue. The next two
questions for Mr. Jensen follows the same method as
figure 4.1 and 4.2.

5.2 The importance of giving up drinking (14;15)

( )
Inform your patient:
Patients with an excessive alcohol intake develop 3-4
times more complications after surgery compared to
other patients

Ask your patient:

Mr. Jensen, on a scale from zero to ten, how important
is it for you to give up drinking in relation to your
operation?

L ]
'o 10 '
‘Not important’ ‘Of highest importance’

\ J
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The next step will be to inquire about Mr. Jensen’s
self-confidence ranking.

5.3 Self-confidence in giving up drinking (14;15)

( )
Inform your patient:

You can reduce your risk of complications after surgery
to about half if you stop drinking 4 weeks before the
operation

Ask your patient:

If you decide to give up drinking in relation to the
operation, to which degree would you then be able to
doit?

L (]
"o 10 °
‘Not important’ ‘Of highest importance’

\ J

The LINE is a tool to facilitate Mr. Jensen’s reflec-
tion on the challenge to stop drinking. As explained
in chapter 3, the LINE is not meant as a tool for grad-
ing your patient’s considerations about the change of
health behaviour or his ability to undergo such a pro-
cess. The LINE is a tool for giving the patient room
for reflections about the change and for opening re-
lated dialogue; the actual ranking is secondary to the
action of the patient in grading his consideration.

An important part of Mr. Jensen’s contemplation and
preparation is a further reflection on what benefits a
change of drinking habits will bring to his life. The
BOX provides Mr. Jensen with an opportunity to
think about pros and cons, and by this gives him an
idea of the impact of the change he is about to face.

5.4 Use of the BOX to open the dialogue (14-16)

2: What are the
disadvantages in
continuing your
usual intake of
alcohol?

1: What are the
advantages in
continuing your
usual intake of
alcohol?

4: What are the
advantages of
giving up drinking
alcohol?

3: What are the
disadvantages of
giving up drinking
alcohol?

Impact

The impact includes a tremendous effect on drinking
cessation in the perioperative period. About 80-90%
of surgical patients who undertook the four-week GSP
for alcohol cessation intervention stopped drinking in
preparation for the operation. The postoperative out-
come is also significantly improved with the develop-
ment of fewer complications (10). A recent interview
study of surgical patients with hazardous alcohol in-
take showed a positive attitude to the GSP (17).

EXAMPLE OF EFFECTS

An alcohol intervention with a 5 -10% effect
means that you have to treat 20 to 40 alco-
hol patients (number needed to treat (NNT)
= 20 to 40) to have one extra patient free of

complications, while another programme
with a 90% effect results in NNT =2 to 3, i.e.
you only have to treat 2-3 alcohol patients
to experience one extra complication-free
patient (2).

Until now, no studies have followed the long-term ef-
fect of the GSP on drinking habits. However, a similar
perioperative GSP for smoking cessation intervention
has shown a surprisingly high continuous cessation
rate of 21-33% after one year (18-21).

A challenge in connection with the implementation
is the fact that surgical patients are not the only peo-
ple who need to change their habits: many surgeons
and anaesthesiologists are also in need of a change
of practice. Furthermore, in order to integrate more
health promotion activities into the operative path-
way, the surgical staff and the organisation need to
change their tradition and culture. Swedish ortho-
paedic surgeons set an impressive example in their
comprehensive efforts to reach out to all smokers
undergoing elective orthopaedic operations through
their national programme: A Non-smoking Opera-
tion (22).

Overall, the increased rate of complications after sur-
gery has tremendous consequences for the individual
patient drinking too much as well as for society as a
whole. The extra costs have been estimated at 29-48€
per capita in Denmark depending on the model of
calculation (23). This corresponds to 14.3-23.6 bil-
lion € for the entire region of the European Union if
the frequency and distribution of surgery and alcohol
are similar to the Danish numbers. Even at a lower
frequency and distribution, the costs are massive for
complications that are potentially preventable.
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Recommendation

« Surgeons, anaesthesiologists and staff should
inform their patients with a high alcohol intake
about the increased risk of complications after
surgery and the very significant effect of giving
up drinking 4 weeks prior to surgery.

» Due to the fixed operation date, timing is every-
thing; therefore the alcohol cessation interven-
tion programme must be a highly effective one
like the GSP. Fortunately, surgical patients have
a positive attitude to risk reduction in general.

»  Experienced staff can use the Operational Model
that especially focuses on supporting surgical pa-
tients to enter the GSP for alcohol cessation.

o The staff should also be trained in the GSP itself,
which includes patient education, supportive
medication and follow-up.

Further research and development

We need to know more about the Operational Mod-
el’s possible long-term effects on lifestyle, function-
ality and lifestyle-induced illness. More intervention
studies on different patient groups and different set-
tings would also be beneficial.
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Cardiologists Engaging in the 6
Process of Change

This chapter introduces cardiac rehabilitation, which is proven to have great impact
on the recovery of cardiac patients. Comprehensive cardiac rehabilitation programmes
often last between four and twelve weeks and have a broad focus on changing different

risk-related health behaviours.

In the case mentioned in this chapter, Mr. Peterson is undergoing a rehabilitation pro-
gramme at the Coronary Care Unit. He is faced with the need for a permanent

change of lifestyle and health behaviour.

Cardiac rehabilitation programmes were first devel-
oped in the 1960s. The goal of the programmes is to
ensure the best possible physical, psychological, and
social conditions for patients who have undergone a
heart attack. These refined conditions will help the
patients, by their own efforts, to preserve or resume
their former level of function in society. This is di-
rected towards maintaining job activities, as well as
influencing the underlying disease and the prognosis
of the patient with coronary heart disease.

Facts

Meta-analyses of 21 randomised clinical trials per-
formed in the 1980s provided data on the effect of
cardiac rehabilitation on long-term mortality from
cardiovascular causes (1), and a recent Cochrane
analysis shows that cardiac rehabilitation is effective
in reducing cardiac mortality (2).

Today, cardiac rehabilitation consists of a multi-
faceted and multi-disciplinary approach to overall
cardiovascular risk reduction in programmes, which
include assessment and modification of risk factors.

According to the World Health Organisation, three
phases after a heart attack can be distinguished (see
6.1). The rehabilitation programme begins imme-
diately during the stay in the Coronary Care Unit
(CCU), but the main part takes place after discharge.

Phase I is the acute treatment in the coronary care
unit until discharge. Phase II is the outpatient pro-
gramme from discharge until return to vocational ac-
tivities or the ability to manage daily activities. Phase
III is the further course after phase II. The interval
between inpatient (phase I) and outpatient (phase II)
programmes should be as short as possible, prefera-
bly no more than 1-2 weeks. Early attendance reduces
the level of anxiety and depression.

The duration of the initial rehabilitation programme
usually ranges from four to twelve weeks. In order to
maintain a healthy lifestyle, continuation of the pro-
gramme in the follow-up phase (IIT) should be coor-
dinated together with the general practitioner (3).

6.1 The three phases after a heart attack
Phase | (days) Phase Il (weeks-months) Phase Ill (months-years)

Inpatient Outpatient

Primary Care patient

Acute treatment at CCU
Prevention of immediate relapse
Smoking cessation

Referral to Rehabilitation

Cardiac Rehabilitation Clinic

Risk factor Assessment + Reduction
- Smoking cessation Intervention

- Dietary counselling (incl. alcohol)
- Physical Activity > 30 min / day

- Vocational Counselling

- Adjustment of medication

Follow-up

Long-term Goals
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CASE

Mr. Peterson is a 55 year old sales manager
travelling many hours in his car every day.
He began smoking at the age of 16, and to-
day he is moderately overweight. He is now
discharged from the coronary care unit four
days after his first heart attack. Before the
heart attack he had never been hospitalised.
Mr. Peterson undergoes PCI for revasculari-
sation (Percutaneous Coronary Intervention
= ‘balloon dilatation’ of a coronary artery).

At discharge Mr. Peterson takes four differ-
ent drugs every day. He is scheduled for his
first visit in the Rehabilitation Clinic on up-
coming Wednesday.

Today, the hospital stay for a heart attack has been
shortened to a few days, and the main focus is on the
acute treatment including initiation and monitoring
of medications, such as aspirin, beta-blockers and
statins. However, at the CCU Mr. Peterson will re-
ceive short information and recommendation to en-
ter a tailored cardiac rehabilitation programme at an
affiliated rehabilitation clinic.

Furthermore, while in hospital Mr. Peterson will
automatically engage in the first steps of towards a
change of lifestyle. Since Mr. Peterson is hospitalised
at a smoke-free hospital, he will start a programme of
smoking cessation before leaving the CCU. The first
step towards relevant dietary modification is also
taken during the hospital stay, since all available food
on the CCU menu fulfils the dietary criteria for heart-
healthy food.

Practice

On the following Wednesday, Mr. Peterson attends
his first meeting at the Cardiac Rehabilitation Clin-
ic. Here Dr. Adons presents herself as Mr. Peter-
son’s overall contact person and she explains the
programme at the clinic. At this first meeting, Dr.
Adons and Mr. Peterson assess his condition and
lifestyle factors. Mr. Peterson explains that since his
discharge, he has been searching the Internet, where
he has found information indicating that alcohol pro-
tects the heart. Mr. Peterson has taken the advice lit-
erally and now drinks one bottle of wine every day.
He is very keen on not becoming or feeling drunk, so
he drinks the first glass of wine in the morning and
then waits two to three hours before the next glass.

Dr. Adons explains that during his outpatient pro-
gramme, Mr. Peterson will be working with differ-
ent health care professionals on a reduction of his

risk factors. Mr. Peterson will continue his smoking
cessation and Dr. Adons refers him to a Gold stand-
ard smoking cessation programme, where an expe-
rienced instructor will work with him. Mr. Peterson
will also be working with a dietician on establishing
a heart healthy diet, he will be working with a physi-
otherapist on a programme for increasing his physi-
cal activity, and he will at different times have con-
sultations with Dr. Adons or the nurse regarding his
overall rehabilitation and his medication.

Dr. Adons also uses the first consultation to inform
Mr. Peterson about his increased risk of another
heart attack and of early death due to his risk factors.
An online program showing the reduction in risk by
changing lifestyle illustrates the information. Dr.
Adons stresses that a change of lifestyle will signifi-
cantly lower this risk.

Before initiating the programmes for lifestyle chang-
es, Dr. Adons inform Mr. Peterson about the follow-
ing:

« A smoking cessation intervention will reduce the
risk of further non-fatal heart attacks, and the
cardiovascular mortality rate is reduced by up to
50% over a two-year follow-up period.

e Modification of dietary habits has an important
role in cardiac rehabilitation through a signifi-
cant reduction in total mortality.

« Excessive alcohol intake should be avoided, since
alcohol is directly toxic for the cardiac muscle
cells, and thereby can increase the risk for re-
duced muscle function of an already ischaemic
heart — and for development of alcoholic cardio-
myopathy over time.

« Due to the adverse effects of obesity on other risk
factors, reduction of weight is important.

o Physical-activity counselling and exercise train-
ing in rehabilitation programmes have been
shown to reduce the risk of total mortality, car-
diovascular mortality, and fatal re-infarctions.
An increased physical activity level and improve-
ment in cardio-respiratory fitness are also associ-
ated with better survival.

Dr. Adons is aware that at first it may feel overwhelm-
ing for Mr. Peterson to be informed of all the risk fac-
tors at once, but she is also aware of the importance of
Mr. Peterson being informed of his overall condition
and what challenges he is faced with. By informing
him about all the risk factors, Dr. Adons will give Mr.
Peterson the required knowledge for deciding what
actions to take. Dr. Adons is fully aware of the huge
load of information, and by repeating important in-
formation and handing out written information Dr.
Adons helps Mr. Peterson to remember more details
after the meeting.
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Dr. Adons then continues the consultation with an in-
troduction of the LINE:

6.2 Importance and self-confidence rating (4;5)

Ask the patient:

Mr. Peterson following the information, on a scale from
0 to 10, how important is it for you to avoid another
heart attack?

1 \N/ |
o /N0 °
‘Of highest importance’

‘Not important’

Ask the patient:
How important is it for you to change your lifestyle as
described in the combined rehabilitation programme?

1 \/ 1
o N\ 10 °

‘Of highest importance’

‘Not important’

Ask the patient:
If you decided to start on the rehabilitation programme,
to which degree would you then be able to complete it?

L \/ 1
o N\ 10 °

‘Of highest importance’

‘Not important’

After completing the three LINEs, the necessary time
is given for Mr. Peterson to reflect on this new input
and realisation. Dr. Adons leads the structure of the
dialogue based on Mr. Petersons’s marks on the three
LINEs, but she leaves the decisions and the pace of
the consultation to Mr. Peterson. When Dr. Adons
believes Mr. Peterson is ready to continue, she intro-
duces the BOX, which will give Mr. Peterson time to
reflect on the advantages and disadvantages both of a
continuation of his existing lifestyle and of a change
in lifestyle (figure 6.3).

6.3 Use of the BOX to open the dialogue (4-6)

1: What are the
advantages of
continuing to live
as you have done
so far?

2: What are the
disadvantages of
continuing to live
as you have done
so far?

3: What are the
disadvantages of
entering a
rehabilitation
programme?

4: What are the
advantages of
entering a
rehabilitation
programme?

Like most other patients recovering from a recent
heart attack, Mr. Peterson decides to do what he can
to improve his prognosis. The LINEs, the BOX and
the subsequent dialogue with a health care profes-
sional help Mr. Peterson to reflect on the process of
change he is about to embark on. It is important to
remember that the use of the Operational Model will
not work sufficiently alone, but has to be followed by
tailored programmes suited to the patient’s needs
and preferences.

Dr. Adons and the rest of the staff at the Cardiac Re-
habilitation Clinic will coordinate their efforts and
collaborate in their work with Mr. Peterson. Since Mr.
Peterson is to embark on different lifestyle changing
processes, the health care professionals at the Cardi-
ac Rehabilitation Clinic will have to be aware of how
Mr. Peterson is succeeding in the different overlap-
ping processes of change. The CIRCLE will help the
staff maintain the overview and guide their support
of Mr. Peterson’s process of change.

Recommendation

Today, several existing international guidelines de-
scribe the best evidence-based practice of cardiac
rehabilitation (7-9). The World Health Organisation
recommends several elements included in the pro-
gramme in addition to evaluation and adjustment of
the medical treatment (See 6.4) (10).

All patients should receive professional support and
specific interventions including motivational support
related to the patient’s individual risk factors.

Instead of informing about and dealing with one risk
factor at a time, it is less time-consuming to give in-
formation on all related risk factors at once. In ad-
dition, a combined focus on all risk factors will also
give the patient a greater comprehension of the full
rehabilitation programme. In general, interventions
targeting a combination of several risk factors are
better than, or at least as good as, single-factor inter-
ventions.

Impact

Heart disease is one of the most common causes of
premature death and ill health. The impact of adding
effective cardiac rehabilitation to the cardiac patient
pathway would therefore be to reduce both relapse
of the heart disease and complications. In addition,
other lifestyle diseases would be prevented or reduced
by the comprehensive rehabilitation programmes
recommended today. These programmes consist
of a multi-faceted and multi-disciplinary approach
to overall cardiovascular risk reduction in clinical
health promotion programmes, which include the as-
sessment and modification of risk factors.
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6.4 Evaluation and Intervention in addition to engaging in the process of change

Evaluation

Intervention

Patient assessment Medical history

Physical examination

Compose patient care programme

Nutritional counselling
incl. alcohol
Assess eating habits

Obtain estimate of daily food intake

Prescribe dietary modifications
Individualise eating plan
Educate and counsel patient
(and relatives)

Smoking cessation Document smoking status

Provide formal smoking cessation pro-
gramme
Update status at each visit

Weight management
ence
Calculate BMI

Measure weight, height, and circumfer-

In patients with BMI>25 establish rea-
sonable short- and long term goals
Develop a combined diet, exercise and
behavioural programme

Exercise training Obtain an exercise test

Develop a documented individualised
exercise programme for aerobic resist-
ance training

Psychosocial management Use interview and/or

social distress

measurement tools to identify psycho-

Offer individual education and
counselling

Develop supportive rehabilitation
Cooperate with mental health specialist

standardised

Discharge therapy

Evaluate relevant long-term therapy

Monitor dose adjustments and side ef-
fects
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The Operational Model Used 7

by Audiologists

In this chapter, the setting is the audiologist’s clinic. The focus is on how the Operational
Model can be used in support of patients with hearing loss. In the case mentioned in
this chapter an audiologist is faced with a patient who is not convinced that his hearing
loss is a big problem, but has agreed to visit the clinic to meet his family’s concerns.

This chapter will also explore the potential benefit of having the patient’s life or com-

munication partner present at the consultation.

An audiologist’s work is often very technical and prac-
tical. The focus of a consultation is often on the hear-
ing aid itself and the technicalities that the use of the
hearing aid implies. This specific focus is of course an
essential part of the consultation, as the applicability
of the hearing aid and its functions are fundamental
to the use of the device. But many audiologists and
patients forget to give the necessary attention to the
challenge implied by a change in lifestyle such as the
use of a hearing aid. An additional challenge for au-
diologists is the fact that some patients with an actual
hearing loss have yet to experience the loss them-
selves, while others do not see the hearing loss as a
problem in their daily life.

Facts

Experience among audiologists is producing in-
creased knowledge about the broader perspectives of
consumers and also about the challenges related to
the process of making attitudinal, emotional and be-
havioural changes (1-4). Nevertheless, the standard
hearing aid dispensing practice in many cases still
just follows the technical protocols given by hearing
aid dispensers (3).

It would behove all audiologists to reflect on the per-
ceptually monumental task they are asking of their
patients. Asking someone to step beyond his or her
comfort zone by redefining a lifelong self-image as
someone who is full and complete and accepting a
new image as someone with a hearing loss may in-
deed be asking a lot (1).

Patients who are not yet ready to commit to a change
present clinicians with their greatest challenge. These
patients frequently leave the clinic without commit-
ting to the steps they must take, despite their fami-
lies’ strong desire for them to do so. Patients in the
early stages of recognition of the need for change may
simply be told to return in six months or a year for a
repeat evaluation.

In the early stages of change (figure 4.4), audiologists
often give their patients brief and clear information
about the personal impact of untreated hearing loss
and the benefits of improved hearing. Unfortunately,
if the information and subsequent advice are present-
ed without understanding of the challenges related to
the process of behavioural change and the emotions
that may follow confirmation of hearing loss (e.g.
fear, anxiety, confusion, guilt), many patients may
not be able to attend fully to the problem-solving rec-
ommendations provided (5-7).

CASE

Mr. Rogers is a 67 year old retired mechanic.
He has come to the clinic for a hearing eval-
uation at the behest of his wife and adult
son. He recognizes that stress levels have in-
creased at home and that his family blames
this largely on his hearing. However, he is
not fully convinced that he is the primary
reason for the difficulties.

Testing of Mr. Rogers’ hearing reveals bor-
derline normal hearing through 750 Hz with
bilaterally sloping sensory loss toward the
higher frequencies leveling at 60 to 65 dB HL
at 3 and 4 K Hz. There is a slight recovery at
6 and 8 K Hz consistent with his history of
employment related noise exposure. Middle
ear immittance testing with reflexes is con-
sistent with cochlear pathology.

In the case above, Mr. Rogers is slowly realising that
his hearing is not what it used to be and that his hear-
ing loss has become a problem for his family. But be-
fore the audiologist and Mr. Rogers can embark on a
discussion on the practical use of hearing aids, Mr.
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Rogers needs to realise and accept fully that hearing
aids are the right solution for him.

The experience of clinical audiologists shows that de-
tailed discussions of a patient’s audiogram and the
implications of measured hearing deficits on speech
reception cannot build the same motivation as is cre-
ated through a personal exploration of the negative
impacts of hearing loss identified by one of any num-
ber of self-assessment tools developed for audiolo-
gists. External encouragement devised by hearing aid
laboratories or by the audiologist in the form of anec-
dotes, celebrity product endorsements or time sensi-
tive financial inducements can never take the place of
recognized internal motivators.

In addition to being an expert on the technicality
of the hearing aids, the audiologist should also be
trained and engaged in the process of change. One
of the greatest means to facilitate this exploration is
through a ranked grading of the importance of mak-
ing a change and the patient’s feeling about it (the
LINE), as well as the establishment of a “cost-benefit
analysis” of both the status quo and the new situation
that a change will imply (the BOX).

Practice

The Operational Model is useful in situations with
audiological patients like Mr. Rogers, who are in the
early stages of change: patients who have yet to rec-
ognise fully the effects of their hearing loss on their
own lives, or whose concerns or fears about change
have yet to be challenged. The Operational Model
provides an opportunity for the audiologist to open
up a dialogue with Mr. Rogers.

The dialogue should be open and invite the patient
and his or her attending communication partner to
ask any questions on their minds, including techni-
cal questions about the overview statements made by
the audiologist. Questions may be related to heredi-
tary issues, progression of the loss, unilateral or bi-
lateral fittings, cost of hearing aids or any number of
other possibilities. Until these issues are addressed,
patients can rarely pay full attention to recommenda-
tion details.

When the audiologist senses reluctance on the pa-
tient’s part, it is not usually further technical infor-
mation which is needed. Just as audiologists expect
their patients to make changes, audiologists also
must be willing to make changes in their clinical prac-
tice to achieve a greater level of success. Rather than
falling back on the provision of further information
about test findings and hearing loss impact, consider
a presentation of The Operational Model to invite Mr.
Rogers to articulate his own need for a change and to
reflect on his hearing loss.

7.1 Importance of an improvement of hearing (8;9)

( A
Inform your patient:

Both major and minor hearing loss produces communi-
cation frustrations within family and other social
contexts. Improving hearing can reduce these problems.

Ask your patient:
Mr. Rogers, looking at a scale from 0 to 10, how
important is it for you to improve your hearing?

L (]
) 10 '
‘Not important’ ‘Of highest importance’

\ J

A moment of silence will frequently yield more infor-
mation for the audiologist to work with. Greater use
of silence at many clinical junctures is often one of
the audiologist’s best supports (10;11). The response
could be anything between zero and ten; the exact
value does not matter as much as Mr. Rogers’ self-
reflection. The use of the LINE allows for a powerful
visual tool to open the dialogue on the patient’s terms
(12). The LINE can in this way generate a needed fo-
cus and an opportunity to explore the directions one
is choosing to take in life.

7.2 Self-confidence rating (8;9)

( A
Inform your patient:

Hearing aids can often improve the hearing signifi-
cantly.

Ask your patient:
If you decided to start using the necessary hearing aids,
to which degree would you then be able to do so?

L (]
'o 10 '
‘Not important’ ‘Of highest importance’

\ J

Again, the response could be anything between zero
and ten. The audiologist could follow-up with the fol-
lowing question, “What would it take to increase the
rating to a 5 instead of a 3?” The point is not to em-
phasize the actual number, but to give Mr. Rogers the
chance to reflect on what the action of change would
require. This follow-up question may help him to ex-
press concerns that should be addressed, but which
no amount of external motivation-building could
have revealed.
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If the self-confidence ranking is low - let’s say Mr.
Rogers has rated his ability at 1 - an appropriate fol-
low-up question would be, “Why do you think your
ability in this is 1 and not 0?” When supporting pa-
tients, it is important to empower them by focusing
on their strength and building confidence. So if the
patient, like Mr. Rogers, has put his rating as low as 1,
you will still be able to help the patient to focus on his
potential and resources.

As described in Chapter 4, the BOX provides another
visual tool to help patients place their hearing loss
into a more meaningful framework. The BOX is use-
ful primarily to encourage deeper self-reflection and
to handle the patient’s ambivalence about using hear-
ing aids. It gives the patient permission to talk about
negative feelings, to reveal fears of technology, previ-
ous failure to complete difficult tasks, concerns about
what others will think if hearing aids are worn and
other yet unvoiced concerns.

7.3 Use of the BOX to open the dialogue (8;9;13)

1: What are the
advantages of not
using hearing
aids?

2: What are the
disadvantages of
not using hearing
aids?

3: What are the
disadvantages of

4: What are the
advantages of

using hearing
aids?

using hearing
aids?

It is important that the audiologist lets the patient
take the lead. The items placed in the upper left quad-
rant are probably real concerns for the patient and
thus deserve the audiologist’s recognition. They may
represent the comfort experienced when things re-
main the same, the safety in knowing that one need
not learn something new, or the money saved by not
purchasing hearing aids.

After reflection on the benefits of maintaining the
status quo, attention is directed to the costs of inac-
tion (upper right quadrant). Once again, the patient
should be given the time to think of these costs with-
out the audiologist offering his or her opinion. While
surveys suggest that in most cases the patient’s part-
ner is not actively engaged in the hearing consulta-
tion (2), the benefits of having both parties present
for this exercise are apparent. This quadrant may be
filled with responses that recognize arguments that

arise due to hearing loss, the continued frustrations
at home when misunderstandings occur, withdrawal
from social activities, an inability to hear grandchil-
dren, or any number of consequences of hearing loss.
The final two quadrants in the BOX often mirror the
items listed in the first two quadrants.

Completion of the BOX reveals to both the patient
and the audiologist the costs of inaction and the ben-
efits of moving forward - most frequently with a clear
weighting toward change. Acknowledgement of an-
other person’s concerns does not imply that we nec-
essarily believe they are valid or that we agree with
them. Acknowledgement simply provides needed rec-
ognition that the changes we are asking a patient to
make are not always easy.

Group sessions with relatives and other
communication partners

Research has shown that there can be an increased
effect in giving the following consultation in a group
setting (14). People other than the patient often see
and contribute a different perspective on the effects
that the condition has on the patient and on how the
patient responds to treatment recommendations,
providing valuable information to the providers of
services.

The group format provides an opportunity for peo-
ple to share what they have done to help them to deal
with the condition, for instance, how beneficial it is to
inform other people that one has a hearing loss and to
tell them what to do to be better understood. Perhaps
most importantly, the group situation provides a safe
forum for both the person with hearing loss and the
communication partner(s) to talk openly with oth-
ers who understand their issues and concerns about
problems and difficulties they are experiencing.

The person who is hard of hearing may have been
telling his or her communication partner for a long
time that talking without first getting the listener’s
attention produces communication and relationship
problems. The communication partner may also have
been complaining for a long time that the person with
hearing loss does not pay attention. In both instances
these issues may not have been adequately consid-
ered and processed. However, if someone from out-
side the immediate relationship expresses the same
concern, the individual will often pay better attention
to what has been said.

It is instructive that people will often “hear” what is
said by someone else’s partner, when their own part-
ner has been saying the same thing for a long time,
but it has not registered. For this reason, it is most
important to elicit information from group members
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about their experiences of problems, issues, and con-
cerns related to their hearing loss.

The Operational Model used in group ses-
sions

The LINE is an effective means for helping patients
and their partners realise to what extent there is
agreement or disagreement on important issues re-
lated to the hearing loss and the use of hearing aids.
The BOX allows both the patients and their partners
to see more clearly which issues present factors that
influence compliance with acquiring and using hear-
ing aids.

The use of both of these tools with the communication
partner present will enhance motivation for many pa-
tients, who will find that they will take steps to im-
prove their hearing to help a communication partner
even though they were not eager to help themselves.

Impact

The use of the Operational Model can have a signifi-
cant impact on the success of audiologists’ clinical
endeavours. It has only recently been introduced for
systematic use among audiologists; however the first
results and responses are very positive. An apparent
part of the success is that more patients will use their
hearing aids, which will improve their quality of life.
The patients will rediscover the lost feeling of being
heard and listened to, and will gain confidence that
new problems can be solved in collaboration with the
audiologist. They may even return sooner in the fu-
ture, with the result that new problems can be dealt
with as soon as they emerge.

A use of the Operational Model in the audiologist’s
clinic will have great significance for the patient, his
partner and everyone in his surroundings, but it will
also have an impact on society as a whole, by provid-
ing better functioning citizens.

Recommendation

A routine use of the Operational Model will provide
the audiologist with first-hand knowledge of the per-
sonal impact hearing loss may have on an individual.

You could go beyond your professional comfort zone
and use the Operational Model on yourself. First you
might ask, “How important is it to me to support my
patients?” Secondly, as a clinician you should ask
yourself, “How strongly do I believe in my own abili-
ties to make changes in my clinical practice to pro-
mote greater successes?”

Further Research and Development

While “evidence-based practice” is a key buzzword
in recent years, audiologists must recognise that the
use of the Operational Model is a new practice with-
in audiology. Early experiences have shown a posi-
tive effect on patient outcome, but nevertheless we
need to do more research in the field by randomised
clinical trials or at least controlled clinical trials. Fur-
thermore, we need to interview patients about their
preferences and experiences of the consultation, and
we need to teach and train staff to a sufficient level of
competence.

The outcome measurements could include hours per
day of using hearing aids as well as ratings of satisfac-
tion with hearing aids and audiology services for both
patients and attending communication partners.
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Special Patient Groups

The need of a change in lifestyle or health behaviour is a challenge that many different
groups are faced with. In this chapter five distinctive patient groups are introduced:
pregnant women, children and their parents, patients at the Emergency Department,
elderly patients and mentally ill patients. The five groups of patients all illustrate differ-
ent situations and circumstances, which can occur when working with the Operational

Model.

Pregnant women

Many pregnant women have a special motivation for
lifestyle changes because of an added wish to protect
the foetus. Studies show that attempts to stop smok-
ing during pregnancy have the highest success rate
(1). One of the midwife’s important tasks is to inform
and advise the pregnant woman on health and life-
style changes. Apart from increasing the risks to her
own health, the overweight pregnant woman will
eventually serve as a role model for her child.

The midwife is the primary contact person through-
out the pregnancy, which means that as a midwife
you will have an opportunity to form a close relation-
ship with the pregnant woman; this combined with
the pregnant woman’s special level of motivation for
a lifestyle change will secure a better effect from the
interventions and programmes offered.

Overweight and obesity present a significantly in-
creased risk of complications for the mother and
child during the pregnancy as well as the birth (2).
The number of overweight people among the popu-
lation in the western world, including pregnant
women, is severely on the rise. Statistics show that
in 2009, 33,6% of all pregnant Danish women were
overweight with a BMI over 25, and 12,6% were obese
with a BMI over 30.

Among the early complications is an increased risk of
spontaneous and habitual abortion (3). A rise in BMI
is associated with an increased risk of hypertension
and pre-eclampsia as well as pre-gestational diabetes
(4). In addition, children of overweight parents have
four times the risk of becoming overweight them-
selves compared to other children (5).

At a consultation with the midwife, Eva raises con-
cerns about her weight, and the midwife uses the op-
portunity to start a dialogue about Eva’s eating habits
and lifestyle. The midwife is fully aware that weight
loss is hard work, and that the acknowledgement and
the motivation to change belongs to Eva. However,
the midwife can inform, support and encourage Eva
in the process of change she is about to undertake.

CASE

Eva is 24 years old and expecting her first
child. Eva’s pre-pregnant BMI was 31. Eva
has a sedentary job, the family’s food habits

are characterised by being easy and quick.
Eva wants to reach a normal weight and to
live a healthier life for the sake of her child
and herself.

The midwife could start by asking, “Eva, do you think
you have habits which affect your weight in an un-
desirable way?” Eva: “Yes, actually I think there are
several unhealthy habits in my life.”

The midwife has to be careful not to take over the re-
sponsibility for the process, so she will make sure the
option of action stays in the hands of Eva. “Can you
think of a habit you can change in a positive direc-
tion for you and your weight?” In this way, Eva will
start a reflection on her own: “We always eat gravy
for dinner. Maybe I could stop that. I will probably
be tempted when my husband is eating it, and I know
that he could never live without it. It would be dif-
ficult. T also buy a buttered roll every morning on my
way to work — this I could definitely stop doing”.

With her questions, the midwife tries to discover how
far Eva believes a change of eating habits is possible.
Introduction of the LINE adds to Eva’s reflection con-
cerning self-confidence.

The midwife then opens the dialogue on ambivalence
with neutral questions about Eva’s reflection on the
advantages and disadvantages of changing her eating
habits (figure 8.1).
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8.1 Use of the BOX to open the dialogue (6-8)

1: What are the
advantages of
continuing your
current eating
habits?

2: What are the
disadvantages of
continuing your
current eating
habits?

3: What are the
disadvantages of
changing your
eating habits?

4: What are the
advantages of
changing your
eating habits?

To elaborate on the reflection, the midwife can con-
tinue: “How would it be for you not to eat a buttered
roll every day?” Eva: “Easy — that way I don’t have to
stand in line at the bakery. It has become a routine
more than an actual need. A co-worker asked me if
we should start eating rye bread in the morning since
she also wants to lose weight. It would be good to do
it together. I will bring rye bread tomorrow and low
fat cream cheese instead of butter. And then I might
continue to eat gravy once in a while”.

For many patients in the process of changing lifestyle
and health behaviour, the motivational support alone
is not enough.

The overweight pregnant woman may also participate
in group consultations where the midwife functions
as a coordinator, planning different presentations
from other health care professionals about diet, exer-
cise, psychological factors and overweight. The idea
is to integrate physical, mental and social elements,
which in combination will facilitate lasting weight
loss and a healthier lifestyle.

Impact

Midwives report that the participants express joy
and pride in accomplishing a difficult project (9;10).
So far, results imply that the weight-loss course has
brought significant improvements in many of the par-
ticipants’ self-esteem and a higher belief in their own
abilities to change their eating-habits. This has cre-
ated a stronger basis for the sustainability of a new
kind of health behaviour and lifestyle by the woman
— which will also benefit the child (11).

The child and the parents

The development of many severe diseases in child-
hood depends on an interaction between genetic and
environmental factors. During recent decades an in-
crease in lifestyle related disorders such as asthma,

allergic diseases, overweight/obesity and psychoso-
matic symptoms has been reported in many countries
with a Western lifestyle.

The major risk factors are exposure to smoking, over-
eating, reduced physical activity and alcohol con-
sumption. It is very important to obtain validated
information about these risk factors from parents in
order to evaluate their possible influence on their chil-
dren and to implement relevant prevention and treat-
ment, but information from parents on these lifestyle
factors may often be biased and under-reported.

However, validated information on the degree of ex-
posure to risk factors is a precondition for relevant
intervention and treatment. That emphasizes the
need for better education of health professionals in
communication skills. In order to improve skills in
communication with parents and children, courses
for clinical staff were introduced.

CASE

At the Hans Christian Andersen Children
Hospital there was a lack of systematic iden-
tification of parents whose alcohol use was

excessive. The hospital decided to introduce
courses in motivational interviewing (see
chapter 2) to improve the skills of the staff in
communication with parents and children.

During one year, 43 staff members from Hans Chris-
tian Andersen Hospital conducted motivational dia-
logues with 779 parents, and 11% of the parents were
screened positive for risky alcohol behaviour. This
motivational interviewing was successful in mapping
parents’ alcohol consumption and in identifying par-
ents with risky alcohol consumption habits (12).

As aresult, it has been decided that all staff members
with patient contact at the HCA Hospital should at-
tend courses in motivational interviewing in order to
improve skills in communication with sick children
and their parents. This procedure is expected to give
more valid information about all lifestyle related risk
factors, such as exposure to tobacco smoking, paren-
tal alcohol consumption, physical activity and calorie
intake, and also more valid information on compli-
ance with and adherence to medical treatment and
health promotion. After identification of lifestyle
related risk factors, the parents are encouraged to
change their unhealthy lifestyle by following a spe-
cific programme.

Children in families with excessive alcohol issues form
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a high-risk group as substantial alcohol consumption
has a damaging influence on children emotionally,
cognitively, socially and physically. In the EU it is es-
timated that one in six adults drink at hazardous or
harmful levels, defined as at least 40 g alcohol per day
for a man and 30 g for a woman (13).

A person’s excessive use of alcohol affects close rela-
tives, especially children. These children tend to have
frequent contact with general practitioners and are
admitted to hospital more often because of accidents,
incontinence, persistent headaches, stomachaches,
nausea, muscle and skeletal pain or infections (12).

Impact

Alcohol consumption and risk factors are sensitive is-
sues; health care professionals need knowledge, qual-
ifications and adequate training in communicating
with parents to deal with this taboo, to enable them
to reach out to the children with increased illness due
to their parents’ unhealthy lifestyle.

The patient in the Emergency Department

There is considerable evidence supporting identifi-
cation and the provision of brief interventions in in-
jured patients with alcohol related problems (14-17).
Many of these patients are unlikely to seek primary
medical care for these problems on their own. Thus,
the physician in the emergency department (ED)
often serves as the de facto primary care physician,
and is often the only clinician with an opportunity
to provide health promotion to these patients. Such
interventions have been shown to decrease alcohol
consumption, improve liver function tests, lower
blood pressure, and reduce risky behaviours - lead-
ing in turn to fewer alcohol-related injuries and other
health problems (14).

Currently, emergency physicians do not routinely of-
fer lifestyle interventions, and there is little instruc-
tion in emergency medicine residency curricula on
how to do so. Traditionally, emergency care usu-
ally takes place in a busy, overcrowded environment
where patient flow and management of urgent prob-
lems assumes greater priority than preventive care
that might benefit the patient in the future.

However, except for unstable patients, most patients
require blood and radiographic tests that require
them to remain in the ED for several hours while
awaiting the results. It may not always be practical for
the busy ED physician to perform the intervention,
but a non-physician staff member with short-term
training and experience can capitalize on this waiting
time and provide an intervention even in the busiest
settings.

A well thought out start-to-finish plan is necessary to
implement an ED intervention programme, and to
establish the foundation upon which an effective pro-
gramme should be built (18).

CASE

Mr. Garcia is 36 years of age and was brought
by the ambulance into the emergency de-
partment. After having jumped from a 1.5
m wall while working on a building site, he
presents with a swollen and painful left an-
kle. Clinical and radiographic examination
reveals the need for an operation to repair a

fracture. Preparations for the procedure in-
clude blood sampling and measurement of
blood alcohol concentration (BAC).

Mr. Garcia comments that there should not
be any trace of alcohol by now, however yes-
terday night his blood alcohol concentration
might have been higher.

Dr. Mir is aware that the desire to talk about the sub-
ject has to come from Mr. Garcia, “What is your per-
ception of the importance of changing your alcohol
consumption?” Mr. Garcia expresses his perception
by supplying examples of good and bad effects of al-
cohol, as he has experienced it. Subsequently, Dr. Mir
introduces the LINE (Figure 8.2), where Mr. Garcia
ranks the importance of giving up alcohol as 6 out of
10. After elaborating on Mr. Garcia’s rating, Dr. Mir
introduces another LINE and asks Mr. Garcia to rate
his confidence in his ability to reduce his alcohol con-
sumption, or to stop altogether. Mr. Garcia: “I would
rate this an 8 out of 10, as I have good support at
home.”

8.2 Ranking of importance of stopping drinking & self-
confidence (6;7)
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Finally, after also discussing the BOX, Mr. Garcia ex-
presses the need to drink less on days when he does
drink, and would like to avoid these “binges.” Dr. Mir

WHO-CC e Clinical Health Promotion Center ¢ Bispebjerg University Hospital ® Copenhagen, Denmark ¢ Health Sciences ¢ Lund University, Sweden 41



discusses plans and approaches that might help him
to achieve this goal by relying on the patient’s own re-
sources and support systems, including enlisting the
support of family and friends, and avoiding certain
events and places that serve as drinking triggers. He
also agrees to meet with an advisor from the alcohol
unit within the next few days to talk things over.

The provision of motivational support did not con-
sume an excessive amount of the physician’s time.
Mr. Garcia appreciated the support and interest from
Dr. Mir, which helped him to follow through with his
plan.

Impact

The ED is an obvious setting for assisting patients in
embarking on the process of changing lifestyle and
health behaviour. Alcohol problems are present in
up to one-third of patients admitted in the ED as a
whole, and in nearly 50% of the patients with an inju-
ry-related ED admission (19).

The elderly patient

Elderly people run a particularly high risk of rap-
idly decreasing physical function when they become
acutely ill. The strength and quality of the muscle
fibres are quickly diminished by bed rest (20-22).
It takes a long time to regain the previous level and
many will never do so (23). Consequently, it is im-
portant to motivate acutely ill elderly patients to be
mobilised as soon as possible in spite of feeling ill and
tired and being near a welcoming bed (24).

Family members and caregivers are important co-
workers and their impact should never be forgotten.
If they do not know and understand the reason for
early mobilisation, they consider every attempt to be
a psychological and physical attack on the patient’s
integrity.

Motivation for the elderly to be mobilised may be
communicated both verbally and non-verbally. The
most important issue is to reveal the patient’s psycho-
logical barriers. A lot of factors need to be considered,
primarily diagnoses and the reasons why the patient
is immobile. If there is no medical contraindication
against mobilisation it is important to put every ef-
fort into this issue from the beginning along with the
treatment of the basic disease. It is always possible to
find a suitable level of mobilisation even if the patient
must stay in bed for medical treatment (25), or if, for
example, walking with the full weight on both legs is
not advisable. The biggest challenge is to motivate
the patient and even more importantly to motivate
the family and the caregivers to guide the patient in
the proper direction. The tools used depend on the
patient’s social background, prior habits and present
cognitive functions.

CASE

Mrs. Hansen is 82 years old and living alone.
She has fallen in her kitchen and suffered a
hip fracture. Before her accident, her physi-
cal function had been deteriorating, but still
she managed without help. She has had
some hearing loss for several years, but did
not want to use her hearing aids.

After surgery she becomes anaemic and is
very tired. She feels most comfortable in bed
and is not motivated to leave it. In an agree-
ment with her daughter, Mrs. Hansen de-
cides to return to her own apartment, once
she is able to get out of bed and to use the
bathroom on her own. Her daughter clearly
states that her mother should be allowed to
stay in bed as long as she is tired

When an elderly patient like Mrs. Hansen is admit-
ted, the patient and relatives should be informed
about mobilisation, social meals, training etc. The
patient and relatives should be informed about the
reasons for the staff’s consistent focus on support in
these matters. In the initial conversation, questions
about the patient’s personal wishes are a good way to
discover barriers and set up clear goals. It is a good
idea to hand out brochures and copies of meeting re-
ports to the patient, relatives and caregivers, so that
all information is shared.

On the first day after surgery Mrs. Hansen and her
daughter are invited to a conversation with the con-
tact nurse, the nurse assistant and the doctor. At the
meeting Mrs. Hansen is wearing her hearing aids.
They are not working very well, so an external hear-
ing aid with a microphone, called “listen to life”, is
employed.

The conversation starts with the introduction of eve-
rybody in the room. The doctor follows up by repeat-
ing the main information on mobilisation from the
hospital brochure and then asks, “What level of func-
tionality do you want to achieve, and what are your
biggest problems?” Mrs. Hansen immediately feels
that she is taken seriously, and only a few supplemen-
tary comments from her daughter and caregivers are
necessary.

To start with, Mrs. Hansen expresses unrealistically
high goals when she is discharged, as she wants to re-
turn to the same level of functionality as before the
accident. Therefore, more realistic goals are agreed
upon. The caregivers suggest a five-day stay in the
hospital and a realistic plan for the future, which Mrs.
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Hansen accepts. After the meeting, a copy of the re-
port is given to Mrs. Hansen and her daughter.

Supporting activities

After the conversation, Mrs. Hansen has a bath and
her hair is washed and curled. She is dressed in her
favourite red shirt and blue skirt. Now she feels com-
fortable but tired. She rests on her bed for an hour be-
fore a physiotherapist comes to give her some train-
ing. They focus on training Mrs. Hansen to get out of
bed, go to the bathroom and finally to go to the dining
room. Mrs. Hansen is a bit shy about meeting the oth-
er patients, so she makes a number of excuses, but the
therapist asks her just to look into the dining room.
As Mrs. Hansen sees the tables with their coloured
cloths, matching tablemats, flowers, friendly people,
and a couple of staff members helping the patients,
she decides to stay and enjoy the food served.

Mrs. Hansen and her daughter now understand why
the caregivers are not allowing Mrs. Hansen to stay
in bed and instead put a little pressure on her to walk
in the corridor with her walking aid. After five days
Mrs. Hansen is able to get out of bed by herself, she is
able to manage a visit to the toilet and she goes from
her bedroom to the dining room with the help of her
walking aid. Mrs. Hansen has reached the goals for
her hospital stay and feels fit to go home.

Impact

Elderly people are very vulnerable to traumas, dis-
eases and hospitalisation. The benefit of introducing
aggressive rehabilitation is therefore tremendous for
the individual patient, the relatives, the hospital and
society as a whole. The sharing of information among
all involved increases the possibility of co-operation
and reduces potential frustration.

The mentally ill patient

Around the world, 1 % of the population suffers from
schizophrenia (26). At first glance 1 % is a low inci-
dence rate, nonetheless there are considerable impli-
cations for health and economics. In terms of years
lived with disability, schizophrenic disorders rank
fourth in the top ten of all diseases (27). This is for
two reasons: the disease starts in early adulthood and
it tends to become chronic (28). Beside the advances
in acute treatment nowadays, there are advances in
evidence-based strategies to prevent relapse rates
and chronicity as well. Among others these are, for
example, cognitive behaviour therapy and family in-
tervention (29-32).

The starting point was psycho-education, a well used
technique to help patients to cope better with the dis-
ease and to have a better outcome and lower relapse
rates (32). Many studies show convincing effects of

psycho-education: it cuts relapse rates in the first
year after acute crisis by half and is thus as effective
as psycho-pharmacotherapy. Psycho-education pro-
motes empowerment and active participation, and
supports resilience and the sense of coherence as well
(33). Yet it covers only the needs of the patients and
not the needs of their families. Families, however, are
engaged to help patients and patients want the sup-
port of their families (34).

However, in everyday practice there is a gap between
guidelines and implementation. Only about one in
five patients and one in fifty relatives get the neces-
sary support in the form of structured information
about the disease and strategies for coping (35). In
addition, only about two in five of all patients follow
the given recommendations (36). These facts empha-
size the need to design and implement new strategies
for mental health promotion for patients with schizo-
phrenic disorders.

CASE

A new family intervention for patients with
schizophrenic disorders and their relatives
was developed at the Health Promoting Vi-
tos Phillips Hospital. Four to five patients
and their partners or other family members
are invited to ten weekly group sessions
with 12-15 participants.

The first five sessions focus on information
about the disease, possibilities of treatment
and strategies for crisis prevention and inter-
vention according to the usual programme
of psycho-education. The next five sessions
focus on techniques for improving commu-
nication within the family or partnership
through role-play. These communication
strategies cover techniques derived from
behaviour therapy such as active listening,
making legitimate demands, problem solv-
ing and coping with stress. After half a year,
the group members are re-invited to discuss
the techniques learned and their transfer to
family life.

The staff discovered that through this multifamily
intervention the relapse rates could be reduced from
three in five patients to one in five annually. In addi-
tion, the staff also found that after a three-month pe-
riod the patients participating in the multifamily in-
tervention benefited, compared to the control group,
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in a global assessment of social functioning as well as
physical quality of life.

This new initiative shows a process of change at dif-
ferent levels:

» The attitudes of the patients and their relatives
are influenced by a remarkable increase of knowl-
edge about the illness, the treatment possibili-
ties, and the ability to deal with the illness and to
develop strategies of crisis prevention and crisis
intervention. Thus, the participants report a con-
siderable increase of self-confidence and also of
belief in the ability of their relatives to deal with
the illness. Family members feel safer and more
comfortable through the improvement of family
communication.

« The attitudes of the group leaders change in the
way they look at the ability of patients to cope
with the illness. They learn that patients and their
relatives have remarkable resources to deal with
a chronic mental disease.

So far, the process of recovery shows increased con-
fidence as well as improved resilience of patients and
their relatives.

Impact

Several studies are ongoing in this field in order to
obtain more knowledge at a higher level of evidence.
Multifamily intervention has been shown to be a par-
ticularly powerful instrument of mental health pro-
motion and a new randomised clinical trial supports
the staff experiences mentioned above (37). Further
to this, patients with a low sense of coherence obtain
more benefit from the multifamily intervention than
patients with high sense of coherence. This means
that the patients in most need get the greatest ben-
efit from the intervention. It is therefore important
that health promoting mental health services change
their routines of information-giving and support by
including patients and their relatives at any stage of
treatment in the multifamily intervention.
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Teaching and Training of Staff 9

This chapter focuses on the importance of a well-trained staff. Different levels of staff
education are introduced with comments on the content of each level. Later paragraphs
deal with methods of education and participants’ perspectives, including a special focus

on evaluation of teaching and training.

In order to support your patients in changing their
lifestyle and health behaviour, there is a need to pro-
fessionalise the field of patient education. Knowl-
edge, skills, educational resources and a positive at-
titude towards patient education are a major part of
this clinical professionalism. To build staff capacity
will require a planned approach to the teaching and
training of clinical staff who engage in the process of
change. Once the field has become a natural part of
undergraduate education, the need for postgraduate
teaching and training will be reduced.

It is important to be able to support the patients with-
out taking over all responsibility for decision making,
and thereby making the patients more and more in-
visible in the whole process. The great need for ed-
ucation in this specific clinical field means that any
situation where a patient is undergoing the process of
change should also be considered a learning situation
for the staff involved.

Content and Levels of Education Programmes

Competences in patient education are developed
through theoretical education as well as teaching
and training in day-to-day clinical practice. Most of
the theoretical education will take place as part of the
undergraduate or postgraduate education in groups
using the method of problem based learning, where
practical exercises will include apprenticeship, peer-
to-peer training or training in multi-disciplinary con-
texts (1). Education in this field can be at different lev-
els, from the basic to the specialist or master’s level.
Beyond this, there is a need for competent leadership
to ensure that patient education is well regarded and
resourced.

Competences at leadership level

It is often necessary to offer further education in
competences at leadership level to health planners
and health developers, consultants, professors and
researchers as well as others with responsibility and
consultancy at management level.

At this level you should be able to:
« Describe and evaluate the best evidence based
practice, which includes the highest level of evi-

dence, staff competences and patient preferences.

« Evaluate the impact and costs of the different
programmes.

« Plan, implement and assure the quality of prac-
tice.

e Understand and interpret analysis, descrip-
tion and evaluation of new initiatives and pro-
grammes.

« Initiate support and follow up.

«  Report on research and disseminate the results.

e Plan strategically in relation to Medical Tech-
nology Assessment, which combines evaluation,
technology/evidence, patient perspective, organ-
isation and economic perspective.

Specialist or Master’s Degree Level

At the specialist or master’s degree level, there is a
need for education of resource managers and/or key
members of the staff involved in planning, organ-
ising, evaluating and further developing the area.
Education at the levels of diploma, first degree and
master’s degree is relevant for different clinical pro-
fessions. The development of competences will in-
clude learning from daily practice and theoretically
grounded teaching.

The education programme would include:

« Engagement in the process of change: definitions,
frameworks, underlying values and ethics.

« The process of change: models, actors and inter-
disciplinary collaboration.

« Response to patient roles and perspectives.

« The staff as role models, professionalism and
staff perspectives.

o Goals, tools, methods and outcomes.

« Planning, implementation, evaluation, documen-
tation and quality assurance.

Building the capacity of teams to support patients in
the process of change requires specialists to teach and
train other staff members. It would therefore be ben-
eficial to include teaching, training and supervision
of colleagues as a part of the specialist programme.
(Please see table 9.1 for an outline of a programme
for a three-day course on the evidence-based smok-
ing cessation intervention programme for smokers
undergoing surgery).
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9.1 A smoke-free operation - an international course
Day 1: The surgical patient

Smoking and surgical outcome, Pathophysiology, Evidence of in-
tervention, Patient preferences, Staff competences
The Operational model (LINE, BOX and CIRCLE)

Day 2: The Gold Standard Programme (GSP):

Manual patient education including smoking history, depend-
ency and treatment, risk situations, relapse prevention, docu-
mentation in the SCDB (6)

Homework: Training in GSP

Day 3: Supervision in GSP and Colleague education

Examination and certificates
Homework: Education of colleagues

The table shows the programme for a three-day course at Mas-
ter’s level for the surgical staff. The teaching method is Problem
Based Learning with supervision, presentations, group work and
homework.

Basic level of training

Every clinical practitioner - doctor, nurse, midwife,
physiotherapist, audiologist, occupational therapist,
dietician or other health care professional with direct
patient contact - needs to have a basic understanding
of their role, competences for engaging patients in the
process of change and the subsequent programmes
of treatment (Table 9.2). These are obtained through
mandatory modules in undergraduate education as
well as through practical training and supplementary
visits in the field, to departments, clinics and centres.
The basic lessons to be learned include knowledge of
problems and models of intervention, terminology,
theory, methods and practice.

Methods of education

When professionals engage with patients to support
them during their processes of change, the profes-
sionals may feel that their professionalism and the
health sector’s culture and traditions are being chal-
lenged. This is because the traditional use of medi-
cal technologies often has a limited focus on patient
involvement and participation. Patients may expect
or even ask the clinicians to make the important de-
cisions. The familiar “fix me” and “we will fix you”
attitudes do not work in this area. Instead, engaging
patients in the process of change requires another
kind of technology, including encouraging of patients
to take part in an intervention programme. The fol-
low-up process will often require an effective collabo-
ration between patients, groups of staff from various
specialities and sectors.

It is important that the methods of education are

related to real life and that they activate students.
Problem based learning, which is used for educating
medical students at universities all over the world, is
highly relevant for education in changing processes.
The approach is based on theoretical principles of
teaching and training adults; it focuses on gaining
knowledge and the ability to communicate, collabo-
rate, solve problems, take responsibility for learning
and exchange knowledge and experience, as well as
respect for others (1).

To secure the best results, it is very important to spec-
ify the goal of the required competences (table 9.2).

9.2 Specification of the goals of competence

LGLIVIELEEN o Theoretical knowledge — can be classified in

many levels in relation to deeper understand-

ing

Skills e Cognitive skills — use of theoretical knowledge

in troubleshooting, analysis, synthesis etc.

e Technical/practical skills — manual skills

¢ Interpersonal competences — communication,
collaboration.

NI o Attitudes are expressions of the person’s values
— basic opinions and norms based on an ethi-
cal, moral, cultural and possibly political foun-
dation. Attitudes are expressed in behaviour

and statements.

SN o Range and type of activities — operations, pro-
cedures, various types of patients and medical

problems.

Habit of [
action

Converting knowledge, skills, attitudes and
experience into adequate action and manage-
ment of problems in practice.

For the most effective education, it is important to
evaluate teaching and training processes sufficiently
and at different points (Please see examples on meth-
ods for evaluation in table 9.3 below).

Alogbook could be introduced for this specific teach-
ing area on engaging patients in the process of change.
It is a good tool to follow up on practical activities
(documentation of individual activities and experi-
ences) and it should be signed by the supervisor or
mentor in the department, centre or office responsi-
ble for teaching and training the student.

It would be relevant to have examinations after both
the basic module and the specialist education, and
preferable on Objective Structures Clinical Examina-
tion (OSCE) (2). Itis however, important to adjust the
comprehensiveness of the exam to the length of the
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education that should be evaluated. For shorter mod-
ules or courses, the most practical form of evaluation
is a multiple-choice test (passed or failed) aligned
with the duration of the module or the course (Table
9.3). At this evaluation form, the teacher should be
aware of the risk of under-reporting learning in prac-
tical skills (3).

At the specialist level, the best form of assessment
would be an observational test such as an objective,
structured clinical examination or a video observa-
tion of a consultation in the clinical setting (Table
9.3).

9.3 Examples of methods of assessment of the pro-
cess

LGEIVIEGEEE o Multiple-choice assignments.
e Essay assignments — written exam.
e Oral exam.

e C(linical decision-making: patient management

problems (PMP).

Clinical skills: direct observations of execution

in simulated scenarios.

e Objective Structures Clinical Examination.
(OSCE) or observation in the clinical setting (on
location or video).

e Communication, collaboration: OSCE, feedback
from others — possibly patients.

Skills .

LNl o Assessment of behaviour. Can be done by a

supervisor, other colleagues, possibly patients

—individually or combined, a so-called 360°-as-

sessment, multiple peer assessment or multi-

ple source assessment.

e Assessment of reflective reports on specific is-
sues or incidents.

e Assessment of statements and response to
other statements or behaviour, e.g. in connec-
tion with teamwork or at conferences. Can be
done by a supervisor, other colleagues or other
personnel.

Experience-log — quantitative recording of ac-
tivities accomplished, e.g. operations, proce-
dures and patients.

e Cusum-scoring — recording of procedures with
a qualitative element — recording of success
rate.

Experience |

General assessment of habit of actions. Can be

done by a supervisor, colleagues, other person-

nel and possibly patients — individually or in

combination (multiple source assessment).

e Assessment of reflective reports on the quality
of own practice and management of issues.

e Portfolio-assessment — assessment of a collec-

tion of documentation on habits of actions and

their results. Portfolios are different materials

from several sources.

Practice .
habit

Student and staff perspective

Those receiving teaching and training are the key
persons in its subsequent implementation in daily
practice. The bottom line of the teaching and train-
ing in clinical health promotion is a better health
gain for patients. It is therefore important to evalu-
ate whether staff members’ new competences make
a difference to the patients they see on a daily basis
at the clinic. To do this, Kirkpatrick has described a
model with four interdependent levels for evaluation

(Figure 9.4) (4;5).

9.4 Four Levels of Learning Evaluations

4
Results

3
Transfer

2
Learning

1
Reactions

1. Reactions: How do the participants react and feel
about the various aspects of course and training?

2. Learning: What have the participants learned
from the course and training?

3. Transfer: How well have the participants applied
the skills learned in their work?

4. Results: What are the results of the application of
the training in daily practice?

The four levels are interdependent, as every level in-
fluences the next level. The participants’ reaction and
feeling about the course and training will affect the
level of learning, which again will have an effect on
how well the participants will apply the content of the
course in their working procedure. The final result of
the application at the clinics and departments is simi-
larly dependent on the other levels.

The last step is usually evaluated against standards
and indicators as an integrated part of the quality
management process that already takes place or is
under implementation in the health sector.
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Evaluation comments

Evaluation comments from an international
course on the use of the Operational model
for Audiologists (the comments are all made
anonymous).

“... l used the decisional balance BOX with a

client recently; it really helped her to clarify
why she felt so ‘stuck’. All I did was write her
words in the BOX as she spoke, and then |
gave it to her to look at and reflect on. She

said it was like a ‘light bulb moment’.
2)

(Level

“... The tools are something that | can really
see would help me and would be possible
for me to implement. They are perspectives
that we always knew but never quite knew
how to apply in our daily training and ther-
apy. | am looking forward to going back to
work and feel inspired.” (Level 3)

“l am beginning to grasp the concepts and
would love to try to use the tools in the
clinical setting. The tools (The LINE, BOX and
CIRCLE) could provide a means of getting
patients to engage more and to actively par-
ticipate in guess what: collaboration! | think
all patients, myself and other professionals
would benefit from the materials and theo-
ries presented.” (Level 4)

The three comments relate to levels 2 to 4 in
Kirkpatrick’s Model for Evaluation.

Typically, health professionals value the develop-
ment of expertise that leads to effective practice and
better patient outcomes. They may therefore be en-
thusiastic about learning how to support patients in
developing healthy decisions and lifestyles. However,
where health professionals do not highly value com-
munication with patients, for example if they are pes-
simistic about whether people can actually make and
sustain changes in health behaviour, they may be less
interested in education and training in this sub-field
of practice.

Additionally, mentoring of staff can be very impor-
tant in shaping positive staff attitudes and maturing
their understanding of the process of patient educa-
tion.

Reference List

(1) Wood DF. Problem based learning. BMJ 2003;326:328-30.

(2) Harden RM, Gleeson FA. Assessment of clinical competence us-
ing an objective structures clinical examination (OSCE). Med Educ
1979;13:93-54.

(3) Epstein RM, Hundert EM. Defining and assessing professional
competence. JAMA 2002;287:226-35.

(4) Kirkpatrick DL, Kirkpatrick JD. Evaluating training programs: The
four levels. 3rd ed. San Francisco, CA: Berrett-Koehler Publishers,
INC.; 2006.

(5) Bates R. A critical analysis of evaluation practice: the Kirkpatrick
model and the principle of beneficence. Evaluation and Program
Planning 2004;27:341-7.

(6) Danish National Smoking Cessation Database, www.scdb.dk,
2012-03-15.

50 WHO-CC e Clinical Health Promotion Center e Bispebjerg University Hospital ¢ Copenhagen, Denmark e Health Sciences ¢ Lund University, Sweden



Quality Management:
Standards and Indicators

This chapter introduces quality management and describes a basic model for good
quality practice: the plan — do — check — act cycle. The chapter then presents three
simple internationally evaluated models for the documentation and registration of im-
plementation in practice and follow-up for effect. Later in the chapter, an example of
how to start implementation is given, which also includes a description of support at

local and regional level.

When implementing a new evidence-based method or
activity, like the gold standard programme (GSP) for
smoking cessation intervention prior to surgery (1),
it is important to assure the quality of performance.
Thereby you can evaluate whether the new method
works for the benefit of your patients in real life — and
whether it makes a difference to outcomes. Now and
then it is relevant that we ask ourselves the simple
question: Do we really achieve a better health gain for
our patients by adding this method or that activity?

Many tools and methods have been developed during
the last decades for quality assurance (2). There are
substantial differences with regard to how, why and
when these tools should be used, but they have one
common denominator, which in fact is the basis for
all quality improvement: without data, without know-
ing the current performance and which objectives are
to be achieved, there can be no quality improvement.

Hitherto, the focus has mainly been on data describ-
ing the existence of organisational structures and the
use of procedures for diagnostics, treatment and care.
However, the time has come when quality manage-
ment should also include clinical health promotion,
clinical outcome and effect over time.

Thus, the starting point for improving the quality
of clinical health promotion must be quality assess-
ment. This is reflected in the best known quality im-
provement tool, the plan-do-check-act cycle.

Plan-do-check-act (PDCA) cycle

Walter Shewhart originally conceived the PDCA cy-
cle as early as the 1930’s (3). The model provides a
framework for the improvement of a process or sys-
tem (Figure 10.1).

The four elements are plan, do, check and act. The
first represents planning; an activity, project or
procedure with the aim of improvement. This entails
analysing what you intend to improve, looking for ar-

10.1 Plan-Do-Check-Act Cycle for quality improvement in
hospitals and health services

PDCA Cycle

eas that hold opportunities for change and deciding
where the greatest return on investment can be real-
ised. To do is understood as to carry out the change
or test (preferably on a small scale) and implement
the change you decided on in the first phase.

Check entails reviewing the results and analysing
failure and success. This is a crucial step in the PDCA
cycle. After you have implemented the change for a
short time, you must determine how well it is work-
ing. You should ask yourself, “Is this really leading to
improvement in the way I had hoped?” You must de-
cide on several measures by which you can monitor
the level of improvement. By acting you adopt the
change, abandon it, or run through the cycle again.

Methods for assessment of quality

As indicated above, measurement is a central tenet
of quality improvement. However, it is important
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that the assessment is easy to do, clinically relevant,
sufficient and simple at the same time, and without
consuming too much time or other resources. In ad-
dition, there has to be a clear and clinically relevant
plan for using the data; otherwise you merely gain
more bureaucracy instead of better health.

Approaches to quality assessment can be grouped
broadly into internal and external assessment. Self-
assessment and accreditation are the most common
forms of assessment. Self-assessment is a process
used by healthcare organisations to assess their level
of performance accurately in relation to established
standards and to implement ways of maintaining
continuous improvement. It enables staff to identify
areas of good practice and areas in need of improve-
ment.

Accreditation is based on self-assessment, but fol-
lowed up by an external peer assessment process.
The external assessment typically results in an overall
evaluation of hospital quality, in identifying priority
areas for improvement and in a formal declaration
that the hospital is accredited (provided the required
level of performance is achieved).

Evidence shows that self-assessment contributes to
the goals of quality assurance in many ways. It is a
low cost method influencing individual behaviour so
as to increase compliance with standards, to clarify
areas for improvement, to give participants owner-
ship of the process of improvement and to improve
the communication between supervisors and subor-
dinates (4).

There are two main lessons to be learned through
the process of self-assessment. Quality improvement
requires data on performance and a culture favour-
able to improvement. Without data on actual perfor-
mance, no clear direction for quality improvement
can be recommended. Without a culture of participa-
tion and support, data on the quality of care cannot
be obtained and even less can quality improvement
proposals be implemented.

Assessment of Quality according to Stand-
ards and Indicators

A well-established way of implementing new activi-
ties is the use of evidence-based clinical guidelines on
‘how-who-when-what to do’. The clinical guidelines
are to be followed-up through specific standards and
indicators as a part of the quality management that
may already take place. Standards and indicators are
based on two complementary approaches to quality
assessment.

Standards and their more detailed sub-categories

describe the agreed-upon level of achievement. Ex-
amples: guidelines should exist for the rehabilitation
of patients with chronic obstructive lung disease, or
psychiatric records should include smoking status.
Related to the individual standard is a list of measur-
able elements that address what is required to be in
full compliance with the single standard.

Indicators mainly address the health care processes
and the outcome. Even though the success of the pro-
cess lies in the hands of the patient, you will still need
a scale of measurement in order to evaluate your own
effort. The indicators provide the quantitative tool to
assess performance over time, and they are typically
described in numbers or percentages (5). Examples:
percentage of psychiatric patients referred to a smok-
ing cessation programme, or percentage of patients
with hearing loss using their hearing aids for more
than six hours per day at the three months follow-up.

In relation to Quality Management, it is important to
remember that the expected level of success is seldom
much higher than 80%. This is due to the 80-20 Prin-
ciple, stating that you spend 20% of the resources to
reach 80% of the goal, but 80% of the resources to
reach the last 20%.

Data collection

The data for evaluation of the fulfilment of stand-
ards and the meeting of success levels of indicators
are collected from, for example, patient administra-
tive systems such as electronic medical records, clini-
cal quality databases and online books of guidelines
and procedures, surveys, and audits of the medical
records (5).

For instance, surveys are very useful to evaluate the
awareness of guidelines among staff and to follow-up
for the use of prescribed hearing aids. Medical record
audits are useful sources for the documentation of
smoking history, the number of daily smokers, and
cessation rates.

From invisibility to visibility

Previously, health promotion activities in hospitals
and health services were invisible because there did
not exist systematic standards, indicators or regis-
tration models in this area. This lack meant that the
support of patients changing lifestyles, or an offer of
nutrition intervention, could not be registered or re-
imbursed through the usual patient administration
systems.

To accommodate this need for registration, a growing
International Network of Health Promoting Hospi-
tals and Health Services established by WHO (HPH
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Network) developed standards and explicit criteria
for assessment, documentation and registration.
Three studies from the network are presented below.

At the beginning of 2012, the HPH Network had more
than 860 member hospitals and health services glob-
ally, together employing close to a million staff mem-
bers and receiving patients from the related commu-
nities representing about a billion inhabitants.

Because of the network’s development of standards
and criteria for assessment, it is today possible to
document, register and reimburse health promotion
needs, activity and outcome in the same way as is
done for diagnoses, operations and other treatments.

Standards for Health Promotion in Hospitals

One study from the HPH Network reported on the de-
velopment of standards for health promotion in hos-
pitals (6). The study consisted of two steps, the devel-
opment of standards and the subsequent evaluation.
The first step was aimed at identifying evidence-based
health promotion issues, which could realistically be
integrated with existing hospital quality management
systems. This meant excluding the broader areas of
health promotion such as community involvement
and environmental issues (77), which should then be
included in the next step.

Following the recommendations of the ALPHA pro-
gramme from the International Society for Quality
in Health Care, the HPH Network developed stand-
ards for health promotion in hospitals (see 10.2). The
standards take into consideration the health potential
of individuals and stress the importance of motivat-
ing them through information, motivational coun-

selling, training and other activities to realise their
health potential.

The standards for health promotion in hospitals ad-
dress five domains: I management policy, II patient
assessment, III patient information and intervention,
IV promoting a healthy workplace and V improving
continuity and cooperation, according to the WHO
definition of Health Promoting Hospitals and Health
Services (8).

10.2 Standards developed according to the ALPHA pro-
gramme

Critical review of
literature,
2]

roposal for

standards

\

Preliminary
standards
\—

\

Pilot testing

“Final standards”
—

Implementation

Revision and
adjustment

The related self-assessment tool defines health pro-
motion activities to cover both concrete actions (such
as assessing patients for risk factors and providing
information) and complex interventions (such as
empowering the patient to play an active role in the
management of his or her condition). See table 10.3
for an overview of the content and structure of the
tool.

10.3 Standards and description of related domains from the self-assessment tool

Standard

Description of the domain

I. Management The organisation’s commitment to implementing patient involve- 6 17 3
policy ment and HP as part of the overall organisational quality improve-

ment system
II: Patient assess- | Obligations of health professionals to systematically assess infor- 5 8 3
ment mation and HP needs in partnership with the patient
Ill. Patient Informing patients of planned activities, empowering patients for 5 8 3
information & an active partnership and facilitating the integration of HP activi-
intervention ties in patient pathways
IV. Promoting a Establishing conditions for the development of the hospital as a 4 16 9
healthy work- healthy workplace and environment
place
V. Continuity & The organisation’s planned approach to collaboration with other 4 19 4
cooperation health service providers, institutions and sectors, including hando-

ver of patients

Total 24 68 21

Sub-Cat: Sub-Category. St: Sub-standards. ME: Measurable elements. Ind: Indicators
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The second step was carried out after the develop-
ment of the standards and the related self-assessment
tool and consisted of an evaluation performed among
38 hospitals from 8 countries; Czech Republic, Ger-
many, Ireland, Italy, Lithuania, Slovenia, Sweden,
and South Africa. After a pilot implementation the
hospitals were asked whether:

A. their participation in the self-assessment was
useful;

B. they had identified new potentials for quality
improvement activities;

C. the work related to data collection could be in
corporated into normal practice;

D. they could recommend other hospitals inter-
ested in health promotion to carry out a self-
assessment;

E. all HPH members should carry out a self-as
sessment.

(Results, table 10.4 below)

10.4 Results of a pilot evaluation of the WHO-HPH
Standards (in %)
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The revised tool (5) has been translated into Chinese,
Estonian, German, French, Italian, Slovak, Arab
and Spanish, and further translations are underway.
Some National and Regional HPH Networks have de-
cided to make self-assessment against the standards
an entry requirement for joining the network, while
other countries are in the process of integrating the
standards into their national hospital accreditation
systems.

The HPH Doc-Act model

The second study from the HPH Network should be
seen in addition to the standards mentioned above.
In the study, the HPH Network developed a simple
model for a systematic registration of the most im-
portant and frequent clinical health promoting activi-
ties. This Documentation Model for Health Promot-
ing Activities (HPH Doc-Act) is compatible with the
current patient administration systems (9;10).

In order to be meaningful to clinicians, the HPH
Doc-Act model is closely related to the clinical pa-
tient pathway, together with the two other parts in
the HPH Self-assessment tools (see 10.3). The model
does not focus on the many details of the methods
used, but only on whether the patient has received it.

The HPH Doc-Act consists of two parts; one part for
documentation of motivation (for the change of at-
titude) and the other for documentation of the subse-
quent intervention or comprehensive rehabilitation
programme (related to the following change of be-
haviour). By this, The HPH Doc-Act reflects the two
main stages in the process of changing lifestyle: the
change of behaviour and the change of attitude (Table

10.5).

In order to make sense, the registration should re-
late accurately to the health promotion activities that
have taken place (and which are documented in the
medical record).

« Some patients change lifestyle without the need
for any clinical intervention. They find the sup-
port in themselves and their family or others
around them. This group of patients will not re-
quire documentation by the HPH Doc-Act.

«  Other patients only need the motivational sup-
port. This second group will appear with docu-
mentation for the motivational support exclu-
sively.

»  Many patients require both the motivational sup-
port and a proper intervention programme to be
able to change their lifestyle and maintain the
new lifestyle. They would need documentation
for both.

10.5 The registration model (HPH Doc-Act) for clinical health
promotion with the specific 15 Danish National Classification
codes for registration

7 codes for motivational 8 codes for intervention,
after-treatment and

rehabilitation

support and counselling

Smoking BQFS01 | Tobacco cessation BQFTO1
programme

Alcohol BQFS02 | Alcohol intervention | BQFT02

Nutrition BQFSO3 | Nutrition programme | BQFT03

Physical activity BQFS04 | Physical activity BQFT04

Psycho-social rela- | BQFS05 | Psycho-social support | BQFTO5

tions for other risk factors

Other risk factors BQFS06 | Medicine after-treat- | BXABO
ment

- - Patient education BVDY04

Integrated coun- BQFSO7 | Integrated reha- BQFT19

selling (comprising bilitation (comprising

several elements) several elements)
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The HPH Doc-Act model is built up in the same way as
registration for surgical activities, and it can be used
for (quality-based) reimbursement in a similar way.
To keep it simple, the model includes only the main
activities; however every code from the International
Classification of Diseases system (ICD) (11-13) and
other national/regional classification systems can be
added, so as to reach the required level of detail.

Specialist clinicians experienced in documentation
and registration from nineteen departments/hospi-
tals in six countries have evaluated the HPH Doc-Act
(9;10). The large majority found the model under-
standable, applicable, and sufficient for their specific
groups of patients from areas such as internal medi-
cine, cardiology, geriatric, orthopaedic surgery and
psychiatry (9;10) (Results in figure 10.6).

10.6 The results of the clinical evaluation of the
HPH Doc-Act Model (in %)
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The HPH DATA Model

Soon after finalising the evaluation of the Documen-
tation of Health Promotion Activities, the clinicians
requested a similar model to document the patients’
needs for those health-promoting activities described
in the HPH Doc-Act model mentioned above. In re-
sponse, the HPH Network initiated a third study on
development and evaluation of an easy-to-use HPH
data model.

More than 60 departments / hospitals participated in
the study, conducted by clinical specialists originat-
ing from 11 countries (Austria, Canada, Czech Repub-
lic, Estonia, Germany, Italy, Norway, Switzerland,
and Taiwan PoC).

The HPH DATA Model includes nine questions for the
documentation of five health determinants of major
importance for the clinical outcome. It is developed
for a categorisation of patients into two groups; those
in need of health promotion activities in their patient

pathway, and those without such a need. In this way
the model can help clinical staff to decide systemati-
cally on the appropriate health promotion activity to
offer the individual patient. The HPH DATA Model
and the results of the evaluation are shown below in
(see 10.7 and 10.8). The agreement across specialities
and countries was remarkably high (10;14).

10.7 The HPH DATA Model. Any yes-answer would catego-
rise the patient into the group that should be offered the
relevant HP activity.

(T =2 P

Is the patient at risk of malnutrition?

Has the patient suffered from weight-loss in the
past month?

Has the patient suffered from decreased food intake
in the last week?

Is the patient severely ill (sepsis, burns, etc)?

Is the patient overweight?

Is the patient’s waist-measurement > 80 cm (W) or
>94cm (M)?

Is the patient physically active < 1/2 hr / day?

Does the patient smoke daily?

Does the patient drink > 14 units/wk (W) or 21 (M)?

WHO-HPH Standards, HPH DATA and HPH
Doc-Act working together

The HPH DATA and HPH Doc-Act models fit directly
into WHO HPH Standard IT and III for health promo-
tion in hospitals (see 10.9). Standard II relates to pa-

tient assessment, while Standard III concerns patient
information and intervention (5;6).

10.8 The results of the clinical evaluation of the HPH DATA
Model (shown in %).
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10.9 Both the HPH DATA model and the HPH Doc-Act model
are parts of the overall WHO Standard for Health Promotion
in Hospitals.

HPH

HPH
DATA Model
(st. 2)

Standards for
Health
Promotion in

Hospitals

I Management policy of HP

Il. Patient Assessment

II. Patient Intervention & Info

IV. Promoting a healthy workplace
V. Continuity and cooperation

Furthermore, the two models can be directly con-
nected to the Diagnosis Related Group’s (DRG) reim-
bursement system without technical barriers (15).

Several countries, regions and local health services
have fully or partly implemented the HPH DATA and
HPH Doc-Act models in their classification system
and the WHO-HPH Standards in their quality man-
agement.

10.10 The clinical HP pathway

}

HPH
DATA

} }

Identification (ID) and intervention/ rehabilitation (INT) correspond
to diagnosis and treatment in the traditional patient pathway. The
follow-up (F-U) in clinical HP (e.g. the smoking cessation database,
SCDB) (16) is also similar to follow-up after treatment in quality
registries.

#

}

Doc HP
Activities

1
()
e,
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Standards and Indicators in1 1

Practice

This chapter provides examples of how the standards and indicators described in chap-
ter 10 can be used in practice. These examples may provide inspiration to help you to

start implementing them in your own area.

Follow-up for effect in practice: A smoking
cessation database (www.scdb.dk)

An example of monitoring effect through effect indi-
cators, taken from the Danish National Smoking Ces-
sation Database, shows that there is room for quality
improvement.

Almost every smoking cessation intervention which
takes place in Denmark, follows the gold standard
programme (GSP) for groups or individuals. All in-
terventions and follow-ups for effect are documented
in the nationwide quality database on smoking cessa-
tion (1). The results are published on the public web-
site, www.scdb.dk. Though the cessation rates are
good compared to those achieved by other national
programmes, the new goals to be met in the future
have been set even higher (Table 11.1).

The GSP includes five face-to-face meetings over six
weeks with a trained instructor, nicotine replacement
therapy according to individual nicotine dependency,
a manual-based patient education programme as
well as a follow-up after six months for continuously
maintained smoking cessation from intervention to
follow-up.

As shown above in the PDCA cycle (Figure 10.1), in
order to improve quality, data collection needs to be
followed by interpretation of the results for identifi-
cation of successful areas to be sustained as well as
areas with potential for improvement.

In the example from monitoring smoking cessation
rates after intervention it became clear that while
more effort should be devoted to all the indicators
(1 to 5), the priority was to increase the frequency of
completers. Interestingly, most municipal authori-
ties are already reaching the new goals for follow-up
procedures. Related action plans should be defined
and put into practice, and the quality measurement
should be repeated over time.

Experience from practice: PDCA Cycle in US
Trauma Centres

The following guide is intended to help Trauma Cen-
tres start and continually improve their action for
alcohol screening and motivational support require-
ments (2).

Plan
1. Make a case for ED Lifestyle Interventions.
Collect and distribute literature to appropriate staff.

2. Organise the Project

Having one highly placed person approve the pro-
gramme does not ensure adequate support. Support
from key people throughout the organisation is nec-
essary. These include hospital administrators, clini-
cal leaders of the ED, nursing staff leadership, social
workers, and other stakeholders.

3. Working Toward a Common Perspective
Decide which behaviours will be targeted. Reach a

11.1 Monitoring the effect of smoking cessation intervention 2009-10 (1)

Quality Indicators

New quality goals

1. Smokers who completed the programme (= Completers) 59% 80%

Smokers who were followed-up at the end of the programme 99% -

Smokers who were followed-up after 6 months

70% =

2. Completers who were smoke-free at the end of the programme 70% 80%

3. Completers who were followed up after 6 months

71%

80%

4. Completers who were continuously smoke-free after 6 months

42 %

50%

5. Completers’ satisfaction (4 & 5 points on a Likert scale from 1 to 5)

87 %

90%
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consensus by developing a common understanding
of the need for the intervention programme, how it
works, and how staff will work together to ensure its
success.

4. Decide on Who Will Provide the Intervention
Factors include time availability, knowledge and ex-
perience, interpersonal skills, and willingness.

5. Decide on Who Should Be Screened

Ideally, everyone should be screened, but it is appro-
priate to avoid screening patients below a certain age
and certain other types of patients. This will reduce
the total number of screenings to be performed, and
will economise on time.

6. Decide on Screening Procedures

Determine which questionnaires will be used, how
screeners will obtain the forms, how results will be
documented, and how the person who will perform
the intervention (if not the screener) will obtain the
results.

7. Decide on Intervention Procedures

Decide when an intervention will be delivered, how
long it will take and what elements the intervention
will consist of.

8. Decide on Referral Procedures
Develop procedures to be followed when patients are
found to have a serious problem such as addiction.

9. Seeking Long-Term "Buy-In” for the Programme
In order to succeed, the programme must become a
part of the ED’s clinical routines, and be broadly sup-
ported by all involved. Review the plan with all su-
pervisors whose workers will be affected, make joint
decisions, and solicit suggestions to win support.

Do

10. Initiate Training

Decide who will be trained to perform screening and
intervention procedures, and what type of training
they will need. Schedule and promote the training.
Develop the content and structure of the training ses-
sions, and identify web-based and other training re-
sources.

11. Prepare for Start-Up

Announce start-up, remind, offer thanks, give hands-
on help, address unforeseen issues, encourage staff,
give feedback and show appreciation.

Check

12. Initiate Quality Improvement

Identify the number of patients screened out of the
target population, the percentage who screened posi-
tive, the percentage of screen-positive patients who

received an intervention or referral, and other as-
pects of the programme.

Act

13. Refining the Programme

Improve service through experience and research.
Provide feedback to front-line staff to familiarise
them with programme successes. Learn from others.
Eventually run through the PDCA Cycle again.

It is important to publish your work to build further
support by letting your organisation’s leaders know
how you are doing, and to let local community lead-
ers, citizens and organisations hear how this new
health service is benefiting their community.

Experience from Practice: How the WHO-
HPH Standards are used in Taiwan

Hospitals and health services from the Regional HPH
Network in Taiwan perform a self-assessment against
the WHO-HPH standards when they apply to become
members.

The life expectancy at birth has increased significant-
ly over the last decades to 82 years for women and 75
years for men in the region, comparable to the levels
in the UK and US, while the total health expenditure
is lower at only 6.2 % of the nation’s Gross Domestic
Product. The density of hospital beds and medical fa-
cilities is high. The National Health Insurance offers
universal coverage of care with low co-pay, and the
patients have full right to choose their providers. The
overall satisfaction rate is as high as 80%.

Taiwanese hospitals and health services operate un-
der very competitive conditions. The staff must con-
tinuously improve themselves to maintain their com-
petitiveness. New projects or interventions targeted
at hospitals have to be clearly defined, efficient and
helpful to achieve clinical and managerial aims such
as cost-saving, morale raising, better health gain or
higher satisfaction.

Different strategies at different levels

At the regional level and the organisational level,
there are several strategies to facilitate effective learn-
ing and change. The HPH Network in Taiwan has
translated the self-assessment tool and the standards
as well as other material into Chinese. This includes a
crosscheck of the WHO-HPH standards with the Tai-
wanese Hospital Accreditation Standards and points
out comparable areas in which HPH self-assessment
and improvement can help hospitals do better.
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CASE

Mr. Wu is the CEO at a teaching hospital. He
has heard about the value-adding idea that
a hospital can add to patients’ health gain
by proactively assessing their needs and
systematically providing appropriate health
promotion services. He thinks this is excel-
lent both for the patients’ benefit and for
the transmission of the core professional
value of healthcare to staff. However, Mr.
Wu doesn’t know how to get started. With
limited time and resources, he asks if there
is any existing guidance to follow, which will
give the best chance of success.

Dr. Lee works at the same hospital. He has
recently upgraded his competence in sup-
porting patients who are trying to give up
smoking. However, his clinic is very busy
and Dr Lee is not sure he always remembers
to ask about the patients’ smoking status.
Moreover, there is no place in the electronic
information system to record the results, so
Dr. Lee does not know whether he is improv-
ing. Dr. Lee seeks help from his department
chief and IT personnel. Neither can change
the system “solely for his personal need”.

Newcomer Programme to support imple-
mentation of WHO-HPH Standards

Mr. Wu can find the relevant guidance in the HPH
Network. If his hospital is not an HPH member yet,
but wants to join, he can benefit from the intensive
Newcomer Programme established by the Taiwanese
HPH Network. The network supports the implemen-
tation of the WHO-HPH Standards in upcoming and
new member hospitals and health services through:

« HPH Core Courses in different geographic areas
to introduce the trends and policy of quality man-
agement, contents and meaning of the standards,
and to disseminate experiences of performing
self-assessment and examples of best practices
on the different standards;

» A site visit at the new member hospital by con-
sultants; this includes the hospital’s presenta-
tion on self-assessment, plan of organisational
improvement and major health promotion pro-
jects, exchange of experiences, clarifying possible
misinterpretations of standards, and giving com-
ments and suggestions to support the hospital’s
improvement.

The Regional Taiwanese HPH Network supports all
the member hospitals and health services through
the following activities, which Mr. Wu also can ben-
efit from:

« Exchange of experience and knowledge at con-
ferences, workshops and other learning activities
such as the annual selection of “Model HPH”,
“best practice in the redesign of delivery process-
es” and “best practice in the health promoting
workplace”, as well as through support to par-
ticipate in the annual International HPH Confer-
ences;

e Analyses of the collective results of all mem-
bers’ self-assessments, identification of common
weaknesses and strengths, development of com-
mon improvement programmes for members,
and monitoring of the change in self-assessment
results.

Organisational level

Hospital managers will not consider becoming HPH
members unless they realise that health promotion is
important to their hospitals and that the HPH Net-
work can support them in doing a better job. At the
organisational level, there are several things Mr. Wu
can do to facilitate the process of self-assessment and
effective change at the hospital.

As the hospital manager, Mr. Wu is recommended to
identify and involve interested and competent staff
members like Dr. Lee. Mr. Wu should, as soon as pos-
sible, shape the vision of becoming a health-adding
organisation, articulate the meaning of that vision to
staff, patients, community and the organisation it-
self, and make it visible and audible throughout the
organisation. That will help employees like Dr. Lee to
embark on quality assessment and improvement of
their engagement in the process of change. Further-
more, Mr. Wu should:

»  Designate a working group led by the superinten-
dent or a deputy superintendent and a qualified
person as the coordinator, encourage clinical and
administrative departments to work together,
and educate key personnel (e.g. by enabling them
to attend the HPH core course);

«  Start with staff health promotion and then con-
tinue to patients and the community by identify-
ing their needs through assessments. Then report
and discuss the results at hospital meetings;

« Perform self-assessment against WHO-HPH
standards and point out existing activities, pro-
cesses and successes as well as areas for improve-
ment; invite experts from champion hospitals to
share experiences (benchmarking), and allow de-
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partments to set their own goals or priorities;

» Lead by example, report progress to celebrate
and problems to improve, encourage innovation
and fun, provide competitions and prizes;

» Participate in HPH Network model hospital se-
lection and international conferences.

HPH Network in Taiwan and its HPH mem-
bership process

In general a National or Regional HPH membership
includes membership of the International HPH Net-
work, which has to be recommended and approved
by the National or Regional Coordinator. Individual
memberships are accepted only if there is no existing
HPH Network in the Nation or Region. The National
or Regional Networks can add specific membership
criteria to the International criteria — as the Taiwan-
ese Network (among others) has done.

The Taiwanese network has been the fastest grow-
ing in the International HPH Network. The number
of HPH members in the Taiwanese Network has ex-
panded from 5 to more than 60 members within 4
years of its establishment.

The membership process af the Taiwanese HPH Net-

work has three steps:

1. When a hospital wants to become a member, it
begins the membership process as a “preparatory
member” in order to gain access to relevant mate-
rials and information on training courses.

2. The hospital performs a self-assessment against
the WHO-HPH Standards, and applies for a site
visit.

3. If the hospital passes the site visit (which usually
is not difficult), it receives an International mem-
bership valid for four years. Renewal of member-
ship requires continued participation in learning
activities and re-assessment of 2 and 3.

As experience shows, Taiwanese hospitals welcome
the International WHO-HPH standards. At an eval-
uation they said that “by checking the items one by
one, we're very glad to know that we are doing well
enough; at the same time, we also know where we
can improve. It saves a lot of time” — and that “per-
forming self-assessment against the WHO standards
makes the HPH concept clear and do-able. It enables
hospitals to do the right things from the start”.
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Research

Changing lifestyle and health behaviour should build on best evidence-based practice in
the same way as diagnostics and treatments. The evidence-based platform includes the
evidence itself, together with staff expertise and patient preferences. All together these
three elements constitute Best Evidence-Based Practice in this field.

Previously, knowledge of the process of changing life-
style and health behaviour was predominantly based
on experiences and to some degree feelings. The out-
come measurements often focused exclusively on
satisfaction. Today the focus is on creating evidence-
based practice, and the outcomes include hardcore
factors like mortality, morbidity, complications, read-
mission to hospitals and length of stay, as well as sat-
isfaction. This change in focus ensures a continuous
development and an evaluation of new methods to
approve sustainable and effective changes in lifestyle
and health behaviour. It also ensures that only effec-
tive methods are used and that useless procedures are
eliminated or replaced by effective procedures.

Most health care professionals are taught and trained
in basic research methodology at the undergradu-
ate level. In addition, research in this specific field
requires interdisciplinarity and collaboration. Pa-
tients undergoing the process of change toward a bet-
ter lifestyle or health behaviour also want to get the
health gain related to this process. The clinicians, the
nurses, the physiotherapists, the audiologists and all
other health professionals involved in the process of
change need to be able to recommend the best evi-
dence-based intervention. To do this it is necessary
to base the recommendations on the highest level of
evidence and the best quality of research.

12.1 Evidence-based practice includes three main elements

Staff
Expertise

Best
Evidence

Patient
Preference

Best Evidence

There is a longstanding medical tradition of estab-
lishing evidence through quantitative research meth-
odology. However, when it comes to engagement in
the process of change there is a further need for in-
terdisciplinary research, and the use of qualitative
methods as well as quantitative. The last is especially
relevant when it comes to staff competences and pa-
tient preferences.

Significance is closely related to establishment of evi-
dence. In research, finding a significant result means
that it has probably not occurred by chance alone.
The conventional level of significance, i.e. p<0.05, is
the probability that a finding occurs less than 5 times
in 100 by chance alone (1). The consequence is that
1 in 20 significant results originate only by chance.
Therefore it is often recommended that studies
should be repeated.

On the other hand, even repeated significance is not
always sufficient to secure useful results in clinical
daily life. Two different interventions for smoking
cessation may both show significant effect, as this ex-
ample shows:

EXAMPLE

A recent Cochrane review showed that a
brief intervention including motivational
interviewing techniques had a significant
short-term effect on the cessation rate for
smokers undergoing surgery.

The Gold Standard Programme (GSP) men-
tioned in chapter 9 is another example of
an intervention showing a significant short-
term effect on the cessation rate among
smokers undergoing surgery (2).

Both interventions are evidence-based, but the GSP
is far more effective than the brief intervention pro-
gramme. This could easily be seen by a calculation of
the number of patients needed to undergo interven-
tion in order to have one patient stop smoking. In the
example above, the number needed to treat (NNT) for
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the brief intervention is 7 patients, while the NNT for
the GSP is only 2. This means that the GSP is about
3 times more effective in spite of both programmes
being of significance in the short term. Significance is
important and required; nevertheless it is important
to interpret carefully the relevance of the significance.

To further describe the differences between the two
interventions, a brief intervention including motiva-
tional interviewing and nicotine replacement therapy
neither changes the complication rate significantly
after surgery nor the one-year cessation rate. In con-
trast the GSP is followed by a significant reduction in
both postoperative complications and the number of
smokers after one year.

Level of evidence

The level of evidence is given by the study design, as
shown in 12.2. It is easy to score the level of evidence
by the pyramid presented by professor Martin Eccles
and colleagues (3). The pyramid is classified with the
highest level of evidence in the top. When it comes
to intervention, observational studies are seldom suf-
ficient. Therefore, you need to look for randomised
clinical trials (RCT), which represent the highest level
of evidence.

Many studies evaluating associations and correla-
tions between different factors and outcomes are not
ranked at the highest level of evidence. It means that
interpretation of those results should be done very
carefully. Nevertheless, many of the lower ranked
study designs are very relevant, because they often
generate new hypotheses to be tested in the design
of RCTs.

12.2 Categories of evidence. The top three levels, repre-
senting evidence gathered through interventions, are all
superior to studies based on observation, opinions and
animal or in vitro studies.

Meta-
analysis
Systematic
review

RCT (intervention)

CCT (intervention)

Editorial papers and consensus

Animal studies and in vitro studies

\

Quality Evaluation

In addition to evaluating the level of evidence it is al-
ways important to evaluate the quality of the study:
if the quality is low, even a study ranking high in evi-
dence level is seldom implementable or clinically rel-
evant. High quality cannot compensate for low level
of evidence and vice versa. It is important that future
studies in this field should be at a high level of evi-
dence as well as being of high quality.

Several scores have been developed to give the crite-
ria for high quality. An often-used assessment form
from the Cochrane Collaboration (4) is shown in 12.3.
The quality is assessed by an individual evaluation
of the domains listed in the table. There are no ex-
act numbers or criteria for the different domains, but
they all need to be considered.

12.3 Assessment of Quality in RCTs

Inclusion rate

Allocation of intervention
Allocation concealment
Blinding

Incomplete data outcome
Intention to treat
Follow-up rates

Staff Competences

Another important element in best evidence-based
practice is the staff competences (figure 12.1). Com-
petences include both knowledge and experience in a
certain field. Therefore teaching and training of staff
on how to engage into the process of change are cru-
cial (see also chapter 10). The importance of compe-
tent staff has been shown repeatedly. Staff-related re-
search often uses qualitative methodology; however,
quantitative methods are also applicable in this area,
as this example shows:

EXAMPLE

Among patients from the Emergency De-
partment of Internal Medicine 100 consecu-
tive smokers were offered motivational in-
terviewing by the staff nurses. Forty-seven
of the 100 smokers accepted the offer and
underwent the motivational interviewing.

Nurses trained specifically in smoking cessa-
tion intervention offered the same interven-
tion to another 100 smokers from the same
department. Among those 100 smokers, 97
accepted the offer and had the motivational
interviewing before leaving the department

(5).
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The use of clinical expertise and experience in helping
to meet the needs and wishes of the patients as well as
in conducting an intervention is highly relevant.

In addition, the lifestyle and health behaviour of the
staff themselves are also important when supporting
patients in relation to the changing process. If, for in-
stance, health professionals were smokers this would
influence the probability of their patients engaging
in the process of giving up smoking. Staff members
with a particular kind of unhealthy lifestyle or behav-
iour also overlook or neglect the opportunity to sup-
port patients in changing other kinds of lifestyle and
health behaviour such as overweight patients and ex-
cessive drinkers (6).

However, the best evidence combined with highest
level of staff competences will be insufficient if they
do not allow for the patient’s preferences.

Patient preferences

Patient preferences are the last of the three important
elements in best evidence-based practice. Even the
best evidence combined with the highest level of staff
competences is not sufficient if it does not fit into the
patient’s preferences. Best evidence-based practice
should be seen as a combination of the three basic
elements: best evidence, staff expertise and patient
preference (7).

When it comes to changing lifestyle and health be-
haviour most patients want to undergo these changes
and are relatively highly motivated to engage in the
process of change:

EXAMPLE

An interview with smokers undergoing pre-
operative smoking cessation intervention as
part of the surgical pathway revealed that
the patients were satisfied and became fur-
ther motivated by being offered this smok-
ing cessation intervention programme (8).
Another study has shown that half of the
patients allocated to a control group were
disappointed by not being offered the same
smoking cessation intervention programme
as the intervention group (9). This study
showed that about 80 % of patients under-
going elective surgery wanted the hospital
to support them in changing their lifestyle in
relation to surgery (10).

The research methods most often used are qualita-
tive studies. As health care professionals you may of-

ten think that you know what patients prefer, but it
may be more relevant to ask the patients themselves.
Their motivation and the positive attitude with which
the patients meet you may be surprising.

Patient-driven research is a very new area of research
where the patients themselves participate in the de-
velopment of the hypothesis, the study design, the
methods, the collection of data, the analysis and in-
terpretation as well as writing or editing the scientific
paper (11).

The patient perspective is an important addition to
the more traditional way of performing research. The
patient perspective has also become an implemented
part of Cochrane systematic reviews.
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Summary and Online
Interactive Chapter

Besides acting as a summary of the textbook, this chapter also acts as an invitation to
all readers to start using the Operational Model in their daily practice. The online chap-
ter gives readers and users of the Operational Model the opportunity to share their
knowledge and experiences of the Model. Further to this, the online chapter gives you
as a user the opportunity to stay updated on new knowledge and development within

the field.

As you have seen throughout the book, the Opera-
tional Model can be used in many settings with dif-
ferent groups of patients. The use of the Operational
Model is highly applicable and easy to implement.

The LINE is the first tool to use when you engage in
your patient’s changing process. The LINE is a tool
for opening the dialogue and a self-confidence rank-
ing tool for the patient. Remember that the actual
ranking is less important than the opportunity for the
patient to reflect on the process that he or she is about
to embark on.

The BOX gives the patient the opportunity to articu-
late his or her ambivalence towards the change and
hereby reflect on the pros and cons of the conse-
quences of a change in lifestyle or behaviour.

Where the LINE and the BOX are both tools used di-
rectly in the consultation or dialogue with the patient,
the CIRCLE is a tool meant only for the health profes-
sional. The CIRCLE acts as an overview of the differ-
ent stages a person will go through when he or she is
undergoing the process of change.

Remember, the Operational Model is not an inde-
pendent tool that can stand alone in practice. The
Operational Model can be used in consultations and
other dialo~gues, but the consultation should always
be followed up with a referral to a tested programme.

The online interactive chapter

In addition to the chapters presented in this book an
interactive chapter has been developed online. This
interactive chapter works as a setting for sharing of
knowledge and experiences regarding the use of the
Operational Model. The idea is that by filling out an
online form at http://www.whocc.org/opmodel read-
ers can share their experiences on the application of
the Operational Model.

We would like to invite all present and future users
of the Operational Model to elaborate on their use of
the model. By sharing their experiences on how and
to which patient group the model was applied, users
may in turn inspire other readers and users.

The online interactive chapter makes possible a steady
flow of updates and thus enables readers to keep up
to date on the newest knowledge and evidence in the
field of engagement in the processes of change.

On the next page you will find a template, which you
can also find online. We urge you to fill in the tem-
plate online and in this way share your experiences
with other users.
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Written by: Date of report:

Title & name: Email address:
Affiliation (Hospital/Health service, Department, Clinic, etc.):

Address:

Patient/client/person Group
What group was the Operational Model applied to?

How many times have you used the Operational Model?

Setting for the use of the Operational Model

In which settings have you applied the Operational Model? (Primary/secondary care, specialty, private/public, in- or
outpatient, etc.):

What Process of Change were the patients/clients/ persons faced with (e.g. what was the purpose of the change in
lifestyle or behaviour)?

How was the Operational Model used?
Which elements of the Operational Model were applied?

What programme were the patients/clients/persons referred to subsequently?

Practical use

How useful and applicable did you find the Operational Model:

Understandable

]

Applicable

]

0 10
What was the feed back from the patients/clients/persons faced with the Operational Model?

In your specific setting, what facilitated the Operational Model in your group of patients/ clients/persons?
Did you experience any barriers in your use of the Operational Model?

Do you have any recommendations for future users of the Operational Model?

The fulfilment of this template is confirmed by Author (date & signature):

The fulfilment of this template is confirmed by Editor (date & signature):
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