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The critical problem/question
It is a challenge for patients to get access to relevant clinical health promotion
(Clin-HP) during their healthcare journey. Lack of adding evidence-based ClinHP to the clinical treatment is followed
by reduced outcomes on short term, the
development of new or aggravation of
existing non-communicable diseases and
the general health on longer term.
In the best of all worlds, all people
should have open access to high-effective HP during their life course outside
the healthcare (1). Today, however, this
is not the case. Even in nations, regions
and local communities with access to
universal healthcare, Clin-HP is seldom
offered to patients as part of their treatment; neither in short nor in complex
healthcare journeys. The lost opportunity of integrating Clin-HP as part of a
clinical treatment leads to a longer and a
more troublesome patient journey with a
heavier burden for the individual patient
and the family as well as extra costs and
lost investment for the healthcare and
the society at large.
The facts
About 50-80% of the patients entering
the healthcare have one or more risky
lifestyle that directly influences their
conditions and the effect of recommended treatment. Important risky lifestyles
include (but are not limited to) smoking,
nutrition problems, alcohol intake above
the limit of risk or physical inactivity
(SNAP). Classic example are people with
diabetes type-II, chronic obstructive lung
disease and ischemic heart disease, but
risky lifestyles also counteracts the prognosis and outcomes in case of e.g. pregnancy, neurology and surgery.

The good message is that Clin-HP is cheap
and the evidence for effect of intensive lifestyle intervention on disease development,
aggravation and treatment outcome is solid.
Therefore, requirements of tailored patient
information and identification of risky lifestyles are well integrated in most clinical
guidelines and standard operation procedures developed by the scientific societies
of the different clinical specialties, internationally, nationally or locally, e.g. the ASA
score for preoperative evaluation of the
surgical risk (2). Shining examples exist on
long-term successful integration of effective
Clin-HP to reduce the increased clinical risk
originating from SNAP, such as the regional
smoke-free psychiatry in Catalonia, Spain
and the smoke-free surgery in the Västerbottens län in Sweden amongst many others. So far – so good!
However, most patients in need don’t have
access to the evidence-based Clin-HP,
though it seems beyond common sense and
good clinical practice.
Why don’t we just offer evidence-based Clin-HP as part of the
healthcare journey?
Numerous barriers have been reported
– and systematic removal of those recommended to increase the delivery of more relevant Clin-HP to more patients (3). However, removal of barriers and meeting specific
requirements does not guarantee an implementation effect, as shown previously even
if including extra salary, establishment of
easy referral for intervention, common development of smart information and follow-up with feed-back on success and failure rate, ownership and involvement by all
involved parties amongst others (4).
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Other important hinders may be hidden in the shadows and therefore harder to put on the agenda, such
as the very low priority of scheduled SNAP education
and inclusion in the grading tests at medical schools, as
reported in a Swedish study (5), and the general culture
among health professionals considering e.g. cardiac
surgery more esteemed than dealing with smoking cessation intervention, though cardiac diseases are often
initiated and aggravated by smoking, and the surgical
procedures are followed by a double complication rate
among smokers. In addition to knowledge, own SNAP
factors among management and health professional
have shown to severely influence the implementation
of e.g. smoking ban and smoking cessation intervention (6;7).
When adding the weak medical tradition for identifying (= diagnosing) the SNAP status as well as documenting the SNAP intervention (= treatment) and
follow-up for effect (= result), the implementation
may seem impossible. This in spite that validated and
easy-to use tools have been developed long ago by the
International Network of Hospitals & Health Services
(8:9) as well as by the World Health Organization and
many others. For this patient reported experiences and
outcomes are needed, but validation of those are often
lacking though needed, as shown in a recent study of
the substantial difference between self-reported and
objectively reported physical activity (10).
All over the healthcare, implementation is a challenge
especially when involving patients as in SNAP intervention and processes of up to 17 years have been
described. Altogether, implementation of Clin-HP involves innumerable visible and invisible barriers and
hinders to be removed before getting started. The main
question is if this is the way forward?
The solution
An easier implementation process would be focus on
the evidence-based implementation models that work
in real life, and then translate and adapt this into own
context – with a close follow-up for effect to make sure
that you get the results you expect.
One of the newest and easy-to-use tools is the FastTrack Implementation Model (Fast-IM), which significantly improves the implementation of the WHO Standards & Indicators for Health Promotion in Hospitals
as well as the service delivery and follow-up of SNAP
intervention over just 12 months. Furthermore, it is
welcomed by the patients, the staff and the management (11). Fast-IM has been developed and successfully tested in a randomized controlled trial with clinical

departments from 38 member hospitals of the International Network of Heath Promoting Hospitals & Health
Services together with the World Health Organization.
It is free to use (12). The Fast-IM is data-driven, requires few resources and includes capacity building,
clear milestones to reach as well as effect evaluation. It
works well with the reporting tool RE-AIM (13), which
is used by many organizations to visualize the level of
implementation in a certain period.
There are no really good reasons for further delay of
implementing evidence-based Clin-HP to patients in
need across their healthcare journey.
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